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1 Background

The Hoosier Care Connect MCE Policies and Procedures Manual is provided to each managed care entity
(MCE) contracting with the state to administer services to Hoosier Care Connect members enrolled in the
plan. This manual provides an overview of each MCE’s role in the program and the interactions and
interfaces among the MCEs, the state, and other contractors.

This manual is organized into the following sections:

1.1

Background outlines the Indiana Health Coverage Programs (IHCP), including the Hoosier Care
Connect program objectives, components and MCE enrollment.

Administrative Requirements includes information about eligibility requirements for an MCE, the
MCE’s expected role in the Hoosier Care Connect program and staffing requirements.

Covered Benefits describes the services that are covered and excluded from the various programs
under the managed care umbrella, which includes Hoosier Care Connect. Information is also
included about in-network versus out-of-network services and self-referral services. The pharmacy
benefit is included to provide a thorough understanding of the MCE’s responsibilities.

Member Services details the regulations and general program expectations relating to member
education and enrollment, member helpline, grievance, and member-provider communication
information for Hoosier Care Connect.

Care Coordination describes how the MCE must offer Hoosier Care Connect members Care
Coordination services, at minimum, for certain conditions.

Provider Network Requirements describes the requirements and processes with respect to eligible
MCEs and providers, network development, enrollment processes, disenrollment processes and
reporting requirements. This section provides details about the MCE’s requirements for
enrollment, education and practice standards for network providers that render services to Hoosier
Care Connect members.

Quality Management and Utilization Management is a critical aspect of managed care and
expectations, incentive programs, compliance, monitoring, and reporting for Hoosier Care
Connect.

Information Systems describes the functionality required and the data sharing and reporting
requirements of the MCEs in reference to encounter data, third-party liability (TPL), and general
financial reporting.

Performance Reporting and Incentives describes submission of performance data to the state.

Hoosier Care Connect

Hoosier Care Connect has expanded from a Medicaid managed care program to an all-inclusive plan of
benefits serving various populations eligible for the IHCP. Hoosier Care Connect is a risk-based managed
care program covering aged, blind and disabled Hoosiers. Indiana offers Hoosier Care Connect members
comprehensive benefits.

See Member Enrollment for details of each benefit package and the related aid categories.
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This manual documents policies and procedures applied to the Hoosier Care Connect component of the
THCP specific to MCEs and their roles in the program. General IHCP policies and information provided in
the Provider Reference Materials or elsewhere are referenced and not duplicated in this manual.

Throughout this manual, the member may also be referred to as an enrollee (and may be referred to as
recipient by other social service agencies). The following outlines the definitions for enrollee and potential
enrollee, as defined in the federal regulations. For the purpose of this manual, enrollees are in Hoosier Care
Connect.

e Enrollee is a Medicaid member who is currently enrolled in an MCE.

e Potential enrollee is a Medicaid member who is subject to mandatory enrollment or may
voluntarily elect to enroll in a given managed care program but is not yet an enrollee of a specific
MCE.

The healthcare industry, and managed care in particular, is constantly changing to meet the demands of its
patients, providers, and payers. Hoosier Care Connect is subject to many of these changes. Hoosier Care
Connect is a fluid program striving to meet the needs of its many constituents. The state provides many
forums — formal and informal — to address the concerns of Hoosier Care Connect participants and refine
policies to reflect the input received. The state Care Programs team documents the finalized policies and
incorporates changes into updates of this manual.

1.2 Managed Care Entity Orientation

When the MCEs contract with the state, the state schedules orientation sessions with the MCEs to review
policy and technical procedures necessary to the contract administration. This includes interfaces with the
state and its contractors before and after implementation of any contract. The MCEs identify individuals to
participate in the initial and/or ongoing orientation sessions. Individuals participating would generally be
from the following functional areas:

e Provider network development and enrollment, including primary medical providers (PMPs)
e Technical and systems support

e Medical policy

e Member services and enrollment

e Member financial obligations for premium payment programs

e Quality assurance and utilization review

The state designates members from its staff and contractor representatives to work with the MCE on
implementation issues. During orientation, the state and its Hoosier Care Connect contractors provide the
MCE with a broad range of materials.

The fiscal agent, currently Gainwell, provides the following:

e Claim resolution edits and audits documents are made available via File Exchange posting to the
MCEs twice a year, in January and July.

e [HCP explanation of benefits (EOB) codes are available on the Explanation of Benefits (EOB)
page at in.gov/medicaid/providers.

e THCP provider reference modules are available on the IJHCP Provider Reference Modules page at
in.gov/medicaid/providers.

¢ Financial cycle schedules for capitation payments
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Schedules for generation of all other information to and from the MCE

IHCP provider update bulletins and banner pages are available from the News, Bulletins and
Banner Pages page at in.gov/medicaid/providers.

Electronic file layouts and requirements for data exchanges, including provider extract files, and
third-party liability files, are available from the MCE Secure Landing page at
in.gov/medicaid/partners. The username is MCEhealthplans. This website is password protected.
MCE:s can obtain the password by contacting their OMPP Contract Compliance Officer.

User ID and password for access to electronic files, including Health Insurance Portability and
Accountability Act (HIPAA)-compliant member enrollment rosters and capitation payments.
Additional information about other electronic files and claim processing is provided in
Information Systems.

Companion guides for the 5010 HIPAA-compliant 834 Benefit Enrollment Transactions, 820
Capitation, 835 Remittance Advice Transactions, 837 Professional and Encounter Claims
Transactions and 837 Institutional Claims and Encounter Transactions. The guides for upgrading
to 5010 HIPAA-compliant transactions are available on the I[HCP Companion Guides page at
in.gov/medicaid/providers. This section contains structure and transaction specifications. The
IHCP Companion Guide Overview and the IHCP Notes provide IHCP information. See the
revision history document for specific updates. Providers and EDI vendors developing software
for electronic data interchange may need to view multiple guides.

MCE enrollment information, forms and procedures are available from the MCE Secure Landing
page at in.gov/medicaid/partners. Username is MCFEhealthplans. This site is password protected.
MCE:s can obtain the password by contacting their OMPP Contract Compliance Officer.

Procedures for PMP enrollment and disenrollment.

Member MCE auto-assignment process for Hoosier Care Connect and information regarding the
Hoosier Care Connect open enrollment process.

Agenda for the monthly MCE Technical Meeting, including format and procedure for submission
of agenda topics.

The state or its designee provides the following:

Orientation meeting schedule.

Resource-based relative value scale (RBRVS) and other relevant fee schedules.
Diagnosis-related group (DRG) information and base rates.

Telephone numbers for the state, enrollment broker, and fiscal agent contacts.
Annual THCP report and other program summary reports.

Program meeting schedules.

Readiness review criteria.

Quarterly and ad-hoc reporting requirements and schedule.

The enrollment broker provides the following materials:

Hoosier Care Connect member materials.

Enrollment broker script for member education and enrollment process.
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e In-service training opportunities.

The state arranges orientation sessions for each newly contracted MCE. Orientation sessions are not
automatically conducted for each contract renewal for an incumbent MCE. At the time of a contract
renewal, an incumbent MCE can request the orientation session to accommodate changes in networks or
other transitions for which the MCE believes an orientation session would be beneficial. The MCE must
make this special request in writing to their contract compliance officer and indicate preference of entire
orientation or a limited session to review specific topics.
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2 Administrative Requirements

2.1 State Licensure

Managed care entities (MCEs) must comply with the following to participate in the Hoosier Care Connect
program:

¢ Be an Indiana-licensed accident or sickness insurer, or an Indiana-licensed health maintenance
organization (HMO).

¢ Be fully authorized under Indiana law to arrange or administer the full range and scope of services
required under a procurement process undertaken by the state.

e Contract with the state on a prepaid, capitated basis to arrange, administer, and pay for the
delivery of healthcare services to its members.

2.2 National Committee for Quality Assurance
(NCQA) Accreditation

As required by /C 12-15-12-21, if the MCE was an IHCP vendor before July 1, 2008, the MCE must be
accredited by the National Committee for Quality Assurance (NCQA) on or before the contract start date.

If MCE fails to attain accreditation, they must seek OMPP approval before contract start date. Request
must include an explicit action plan of attainment.

Per 42 CFR 438.332(b)(1)-(3), the MCE must authorize NCQA to provide the state a copy of its most
recent accreditation review including: its accreditation status, survey type, and level (as applicable);
recommended actions or improvements, corrective action plans, and summaries of findings; and the
expiration date of the accreditation.

2.3 Subcontracts

The term subcontracts includes contractual agreements between the MCE and healthcare providers or other
ancillary medical providers. The term subcontracts includes contracts between the MCE and another
prepaid health plan, physician-hospital organization, any entity that performs delegated activities related to
the state MCE contract, and any administrative entities not involved in the actual delivery of medical care.
The state encourages the MCE to subcontract with entities located in Indiana.

The state must approve all subcontracts, and changes in subcontractors or material changes to
subcontracting arrangements. The state may waive its right to review subcontracts and material changes to
subcontracts. This waiver does not constitute any future waivers of review for that or any additional
subcontracts. Subcontracts with entities that are located outside of or will perform work outside of the
United States and Territories of the United States are prohibited. No subcontract may extend past the term
of the contract the MCE has with the state. A reference to this provision and its requirement must be
included in all provider agreements and subcontracts.

Subcontractor agreements do not terminate the legal responsibility of the MCE to the state to ensure that all
activities under the contract are carried out. The MCE must oversee subcontractor activities and submit
annual reports on its subcontractors’ compliance, corrective actions, and outcomes of the MCE’s
monitoring activities. The MCE is accountable for any functions and responsibilities that it delegates.
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The MCE must provide an indemnification clause in all subcontracts. This clause must indemnify and hold
harmless the state of Indiana, its officers, and employees from all claims and suits, including court costs,
attorney’s fees, and other expenses for injuries or damages sustained due to an act of omission of the MCE
or the subcontractor.

This indemnification requirement does not extend to the contractual obligations and agreements between
the MCE and healthcare providers, or other ancillary medical providers that have contracted with the MCE.
The subcontracts must further provide that the state shall not provide such indemnification to the
subcontractor.

If the MCE subcontracts with another prepaid health plan, physician-hospital organization or other
risk-bearing entity that accepts financial risk for services the MCE does not directly provide, the MCE must
monitor the financial stability of the subcontractors with payments equal to or greater than 5% of
premium/revenue. The MCE must obtain the following from the subcontractor each quarter:

e Statement of revenues and expenses

e Balance sheet

e  Cash flows and changes in equity and fund balance
¢ Incurred but not received (IBNR) estimates

At least annually, the MCE must obtain from the subcontractor audited financial statements, including a
statement of revenues and expenses, balance sheet, cash flows and changes in equity or fund balance, and
an actuarial opinion of the IBNR estimates. The MCE must make these documents available to the state on
request.

The MCE must maintain ultimate responsibility for adhering to and otherwise fully complying with all
terms and conditions of its Contract with the state, notwithstanding any relationship(s) with any
subcontractor per 42 CFR 438.230(b)(1) and 42 CFR 438.3(k). The MCE must comply with the following
subcontracting requirements:

e The MCE must obtain the state’s approval before subcontracting any portion of the project’s
requirements. Subcontracts with entities that are located outside of or will perform work outside of
the United States and Territories of the United States are prohibited. The MCE must give the state
a written request and submit a draft contract or model provider agreement at least 60 calendar days
before using a subcontractor. If the MCE changes the subcontractor contract, the MCE must
submit the amendment for the state review and approval 60 calendar days before the revised
contract’s effective date. The state must approve changes in vendors for any previously approved
subcontracts. All subcontracts must be submitted through the state document review process using
the Care Programs Subcontract Checklist. The state will not review a subcontract that is
submitted without the checklist attached.

¢ The MCE must evaluate prospective subcontractors’ ability to perform delegated activities before
subcontracting services associated with the Hoosier Care Connect program.

e The MCE must have a written agreement in place that specifies the subcontractor’s responsibilities
and provides an option for revoking delegation or imposing other sanctions if performance is
inadequate. The written agreement must comply with and is subject to the provisions of all Indiana
statutes. The subcontract cannot extend beyond the term of the state’s contract with the MCE.

¢ The MCE must collect performance and financial data from its subcontractors; monitor delegated
performance on an ongoing basis; and conduct formal, periodic, and random reviews, as directed
by the state. The MCE must incorporate all subcontractors’ data into the MCE’s performance and
financial data for a comprehensive evaluation of the MCE’s performance and, when appropriate,
identify areas for its subcontractors’ improvement. The MCE must take corrective action if
deficiencies are identified during a review.
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All subcontractors must fulfill all state and federal requirements appropriate to the services or
activities delegated under the subcontract.

The MCE must comply with all subcontract requirements specified in 42 CFR 438.230.

All subcontracts, provider contracts, agreements, or other arrangements by which the MCE intends
to deliver services must be subject to review and approval by the state and must be sufficient to
ensure the fulfillment of the requirements of 42 CFR 434.6. In accordance with IC 12-15-30-5(b),
subcontract agreements terminate when the MCE’s contract with the state terminates.

The MCE must have policies and procedures addressing auditing and monitoring subcontractors’ data, data
submissions, and performance. The MCE must integrate subcontractors’ financial and performance data (as
appropriate) into the MCE’s information system to accurately and completely report MCE performance and
to confirm contract compliance.

The MCE shall comply with 42 CFR 438.230 and the following subcontracting requirements:

The MCE shall obtain the explicit approval of the state before subcontracting any portion of the
project’s requirements. Subcontractors may include, but are not limited to a transportation broker,
behavioral health organizations (BHOs), and Physician Hospital Organizations (PHOs). The MCE
shall give the state a written request and submit a draft contract or model provider agreement at
least sixty (60) calendar days prior to the use of a subcontractor. If the MCE makes subsequent
changes to the duties included in the subcontractor contract, it shall notify the state sixty (60)
calendar days prior to the revised contract effective date and submit the amendment for review and
approval. The state has sixty (60) days to complete a review and provide an approval or denial on
the use of the subcontractor to the MCE. The state must approve changes in vendors for any
previously approved subcontracts.

The MCE must seek approval from the state for utilizing vendors for member outreach or to
provide direct medical or behavioral care to members. The MCE is required to provide a report
sixty (60) days after the end of each calendar year listing all such agreements. The report should
include method of identifying members for the vendor, services provided, number of members for
which each contracted vendor provided services, and standard demographics for the members who
received the services.

The MCE may not advertise or announce the new subcontractor relationship prior to the state’s
approval of the subcontract. For subcontractors which result in a material change triggering
member or provider notice, the sixty (60) day FSSA review period for the subcontract, thirty (30)
day period for document review, and thirty (30) or forty-five (45) day notice requirement may not
run concurrently.

The MCE shall evaluate prospective subcontractors’ abilities to perform delegated activities prior
to contracting with the subcontractor to perform services associated with the Hoosier Care
Connect program.

The MCE shall have a written agreement in place that specifies the subcontractor’s responsibilities
and provides an option for revoking delegation or imposing other sanctions if performance is
inadequate per 42 CFR 438.230(c)(1)(iii). The written agreement shall be in compliance with all
the state of Indiana statutes and will be subject to the provisions thereof. The subcontract cannot
extend beyond the term of the state’s Contract with the MCE.

The MCE shall collect performance and financial data from its subcontractors and monitor
delegated performance on an ongoing basis and conduct formal, periodic, and random reviews, as
directed by the state. The MCE shall incorporate all subcontractors’ data into the MCE’s
performance and financial data for a comprehensive evaluation of the MCE’s performance
compliance and identify areas for its subcontractors’ improvement when appropriate. The MCE
shall take corrective action if deficiencies are identified during the review.
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e All subcontractors shall fulfill all state and federal requirements including Medicaid laws,
regulations, applicable sub-regulatory guidance and contract provisions appropriate to the services
or activities delegated under the subcontract. In addition, all subcontractors shall fulfill the
requirements of the Contract (and any relevant amendments) that are appropriate to any service or
activity delegated under the subcontract.

e The MCE shall submit a plan to the state on how the subcontractor will be monitored for debarred
employees.

e  For the purposes of an audit, evaluation, or inspection by the state, CMS, the DHHS Inspector
General, the Comptroller General or their designees, the subcontractor shall make available for ten
(10) years from the final date of the contract period or from the date of completion of any audit,
whichever is later, its premises, physical facilities, equipment, books, records contracts, computer,
or other electronic systems relating to its Medicaid enrollees per 42 CFR 438.230(c)(3)(iii) and 42
CFR 438.3(k). This contract term shall specify that if the state, CMS, or the DHHS Inspector
General determine that there is a reasonable possibility of fraud or similar risk, the above state and
Federal agencies may inspect, evaluate, and audit the subcontractor at any time.

e The MCE shall comply with all subcontract requirements specified in 42 CFR 438.230, which
contains federal subcontracting requirements. All subcontracts, provider contracts, agreements or
other arrangements by which the MCE intends to deliver services required under the Contract,
whether or not characterized as a subcontract under the Contract, are subject to review and
approval by the state and must be sufficient to assure the fulfillment of the requirements of 42
CFR 434.6, which addresses general requirements for all Medicaid contracts and subcontracts.
FSSA may waive its right to review subcontracts, provider contracts, agreements or other
arrangements. Such waiver shall not constitute a waiver of any subcontract requirement.

e The subcontract shall specify the activities and obligations, and related reporting responsibilities
per 42 CFR 438.230(c)(1)(i)-(i1) and 42 CFR 438.3(k).

The state reserves the right to audit the MCE’s subcontractors’ self-reported data and change reporting
requirements at any time with reasonable notice. The state may require corrective actions and will assess
liquidated damages, as specified in the Contract Compliance and Pay for Outcomes section of the contract,
for noncompliance with reporting requirements and performance standards.

If the MCE uses subcontractors to provide direct services to members, such as behavioral health services,
the subcontractors must meet the same requirements as the MCE, and the MCE must demonstrate its
oversight and monitoring of the subcontractor’s compliance with these requirements. The MCE must
require subcontractors providing direct services to have quality improvement goals and performance
improvement activities specific to the types of services provided by the subcontractors.

The MCE is prohibited from subcontracting with providers who have been excluded from the federal
government or by the Indiana Health Coverage Program (IHCP) for fraud or abuse. The MCE shall be
responsible for checking the lists of providers currently excluded by the state and the federal government
every thirty (30) calendar days. The federal list is available at: http://exclusions.oig.hhs.gov. As described
in Section 6.0, all network providers must be IHCP enrolled providers. The MCE shall ensure when the
IHCP disenrolls a provider, the MCE also terminates the provider agreement for the Hoosier Care Connect
program.

While the MCE may choose to subcontract claim processing functions, or portions of those functions, with
a state-approved subcontractor, the MCE must demonstrate that the use of such subcontractors is invisible
to providers, including out-of-network and self-referral providers, and will not result in confusion to the
provider community about where to submit claims for payments. For example, the MCE may elect to
establish one post office box address for submission of all out-of-network provider claims. If different
subcontracting organizations are responsible for processing those claims, it is the MCE’s responsibility to
ensure that the subcontracting organizations forward claims to the appropriate processing entity. Using this
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type of method will not extend the timeliness standards for claim processing. In this example, the definition
of date of receipt is the date of the claim’s receipt at the post office box.

2.4 Financial Stability

The MCE must be licensed and in good standing to provide health insurance coverage in the state and must
comply with all applicable state and Federal insurance regulations. The state and the Indiana Department of
Insurance (IDOI) monitor MCE financial performance and require submission of quarterly financial
reports. The state includes IDOI findings in its monitoring activities. The MCE must copy the state on
required filings with IDOI and the required filings must break out financial information for the Hoosier
Care Connect lines of business separately.

2.4.1 Solvency

The MCE must maintain a fiscally solvent operation per federal regulations and must meet IDOI
requirements for minimum net worth, set reserve amount and risk-based capital surplus. The MCE must
have a process in place to review and authorize contracts established for reinsurance and third-party
liability, if applicable.

The MCE must comply with federal requirements for protection against insolvency (pursuant to 42 CFR
438.116). These requirements provide that, unless the MCE is a federally qualified HMO (as defined in
Section 1310 of the Public Health Service Act, as amended), the MCE must:

¢ Provide assurances satisfactory to the state that its provision against the risk of insolvency is
adequate to ensure that its enrollees would not be liable for the MCE’s debts if the MCE became
insolvent.

e Meet the solvency standards established by the state for private health maintenance organizations
or be licensed or certified by the state as a risk-bearing entity.

2.4.2 Insolvency and Receivership

Per 42 CFR 438.604(a)(4), 42 CFR 438.606, and 42 CFR 438.116, the MCE shall submit documentation on
which the state bases its determination that the MCE has made adequate provision against the risk of
solvency.

These requirements provide that, unless the MCE is a federally qualified HMO (as defined in Section 1310
of the Public Health Service Act), the MCE shall:

¢ Provide assurances satisfactory to the state showing that its provision against the risk of
insolvency is adequate to ensure that its members will not be liable for the MCE's debts if the
entity becomes insolvent per 42 CFR 428.106(a) and Section 1932(b)(6) of the Social Security
Act.

e Meet the solvency standards established by the state for private health maintenance organizations
or be licensed or certified by the state as a risk-bearing entity per 42 CFR 438.116(b) and Section
1903(m)(1) of the Social Security Act.

e The MCE must obtain continuation of coverage insurance (insolvency insurance) to continue plan
benefits for members until the end of the period for which premiums have been paid. This
coverage must extend to members in acute care hospitals or nursing facility settings when the
MCE’s insolvency occurs during the member’s inpatient stay. The MCE must continue to
reimburse for its member’s care under those circumstances (i.e., inpatient stays) until the member
is discharged from the acute care setting or nursing facility.
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2.4.3 Reinsurance

The following reinsurance requirements apply to the MCE’s Hoosier Care Connect line of business only.
The MCE must purchase reinsurance from a commercial reinsurer and must establish reinsurance
agreements meeting the requirements as enumerated in the scope of work. The MCE must submit new
policies, renewals, or amendments of reinsurance policies to the state for review and approval at least 120
calendar days before becoming effective. The MCE must submit through the state-established document
review process.

2.4.4 Financial Accounting Requirements

The MCE must maintain separate accounting records for Hoosier Care Connect. These records must
incorporate performance and financial data of subcontractors, particularly risk-bearing subcontractors, as
appropriate. The MCE must maintain accounting records in accordance with IDOI requirements.

The MCE shall make full disclosure, and the state shall review, ownership and control information for the
MCE, any subcontracting entities or providers as required by 42 CFR 455.100-106 as required by 42 CFR
438.604(a)(6), 42 CFR 438.606, 42 CFR 455.104(b)(1)(i)-(iii), 42 CFR 455.104(b)(2)-(4), 42 CFR
438.230, 42 CFR 438.608(c), and 42 CFR 438.602(c). The MCE must notify the state of any person or
corporation with 5% or more ownership or controlling interest in the MCE and must submit financial
statements for these individuals or corporations. Annual audits must include an annual actuarial opinion of
the MCE’s incurred-but-not-received (IBNR) claims specific to the Hoosier Care Connect program.

Authorized representatives or agents of state and Federal Government must have access to the MCE’s
accounting records and to the accounting records of its subcontractors upon reasonable notice and at
reasonable times during the performance and/or retention period of the Contract for purposes of review,
analysis, inspection, audit, or reproduction (given reasonable notice and at reasonable times during the
performance or retention contract period). In addition, the MCE must file financial and other information
required by the IDOI with the state insurance commissioner.

Copies of any accounting records pertaining to the contract must be made available by the MCE to the state
within 10 calendar days of receiving a written request from the state. If such original documentation is not
presented as requested, the MCE must provide transportation, lodging and subsistence at no cost for all
state and federal representatives to carry out audit functions at the principal offices of the MCE or where
such records are located. The FSSA, the state, the IDOI and other state and federal agencies (and their
respective authorized representatives or agent) must have access to all accounting and financial records of
any individual, partnership, firm or corporation, as the records relate to transactions with any department,
board, commission, institution, or other state or federal agency connected with the contract.

The MCE must maintain financial records pertaining to the contract, including all claims records, for

3 years following the end of the federal fiscal year during which the contract is terminated, or when all state
and federal audits of the contract have been completed, whichever is later (in accordance with 45 CFR
75.361). Financial records must address matters of ownership, organization, and operation of the MCE’s
financial, medical, and other recordkeeping systems. However, accounting records pertaining to the
contract must be retained until final resolution of all pending audit questions and for 1 year following the
termination of any litigation relating to the contract (if the litigation has not terminated within the three-
year period).

In addition, the state requires MCEs to produce the following financial information, on request.
e Tangible Net Equity (TNE) or Risk Based Capital at balance sheet date.
e (Cash and Cash Equivalents.

e Claims payment, IBNR, reimbursement, fee-for-service claims and provider contracts by line of
business.
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e Appropriate insurance coverage for medical malpractice, general liability, property, workmen’s
compensation and fidelity bond, in conformance with state and federal regulations.

e Revenue sufficiency by line of business/group.

e Renewal rates or proposed rates by line of business.

e Corrective Action Plan documentation and implementation.

¢ Financial, cash flow and medical expense projections by line of business.
e Underwriting plan and policy by line of business.

e Premium receivable analysis by line of business.

e Affiliate and intercompany receivables.

e Current liability payables by line of business.

e Medical liabilities by line of business.

e  Copies of any correspondence to and from the IDOI.

2.4.5 Insurance Requirements

The MCE must comply with all applicable insurance laws of Indiana and of the federal government
throughout the term of the contract. No fewer than 90 calendar days before delivering services under this
contract, the MCE must obtain Fidelity Bond or Fidelity Insurance from an insurance company authorized
to do business in the state of Indiana.

This insurance coverage must be maintained throughout the term of the contract. No fewer than 30 calendar
days before each policy’s renewal effective date, the MCE must submit its certificate of insurance to the
state for approval. The MCE must submit the certificate of insurance through the state-established
document review process.

2.4.6  Agreements and Coverage

The MCEs must adhere to and provide all agreements and proof of coverages listed below:

e The attachment point must be equal to or less than $200,000 and must apply to all services. The
MCE electing to establish commercial reinsurance agreements with an attachment point greater
than $200,000 must provide a justification in its proposal or submit justification to the state in
writing at least 120 calendar days before the policy renewal date or date of the proposed change.
The MCE must receive approval from the state before changing the attachment point.

¢ The MCE’s coinsurance responsibilities above the attachment point shall be no greater than 20%.
e Reinsurance agreements must transfer risk from the MCE to the reinsurer.

e The reinsurer’s payment to the MCE must depend on and vary directly with the amount and
timing of claims settled under the reinsured contract. Contractual features that delay timely
reimbursement are not acceptable.

e The MCE must maintain a plan acceptable to the commissioner of the IDOI for the continuation of
benefits in event of receivership. The MCE must finance the greater of $1 million or total
projected costs, as calculated by the form set forth in 760 IAC 1-70-8.
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e The MCE must obtain continuation of coverage insurance (insolvency insurance) to continue plan
benefits for members until the end of the period for which premiums are paid. This coverage must
extend to members in acute care hospitals or nursing facilities when the MCE’s insolvency occurs
during the members’ inpatient stays. The MCE must continue to reimburse for its members’ care
under those circumstances (for example, inpatient stays) until members are discharged from the
acute care setting or nursing facility.

2.4.7 Requirements for Reinsurance Companies

¢ The MCE must submit documentation proving that the reinsurer follows the National Association
of Insurance Commissioners’ (NAICs’) Reinsurance Accounting Standards.

e The MCE is required to obtain reinsurance from insurance organizations that have Standard and
Poor’s claims-paying ability ratings of AA or higher and a Moody’s bond rating of A1 or higher,
unless otherwise approved in the state in writing.

2.5 Maintenance Records

The MCE must develop and maintain written policies and procedures for each functional area in
compliance with the Code of Federal Regulations, Indiana Code, Indiana Administrative Code, FSSA
Policy and Procedure Manuals and the Contract. Written guidelines shall be maintained for developing,
reviewing, and approving all policies and procedures. The MCE review all policies and procedures at least
annually to ensure they reflect current practice and shall be updated as necessary. Reviewed policies shall
be signed and dated. All medical and quality management policies shall be reviewed and approved by the
MCE’s Medical Director. The state has the right to review all MCE policies and procedures. Should the
state determine an MCE policy requires revision, the MCE must work with the state to revise within the
timeframes specified by the state. If the state determines the MCE lacks a policy or process required to
fulfill the terms of the Contract, the MCE must adopt a policy or procedure as directed by the state.

2.5.1 Subcontractors — Maintenance of Records

The MCE shall adhere to the FSSA Records Retention and Disposition Schedule included in the Bidders’
Library, including any and all updates to the FSSA Records Retention And Disposition Schedule. The
MCE and the MCE’s subcontractors shall retain, as applicable enrollee grievance and appeal records in 42
CFR 438.416, base data in 42 CFR 438.5(c), MLR reports in 42 CFR 438.8(k), and the data, information,
and documentation specified in 42 CFR 438.604, 42 CFR 438.606, 42 CFR 438.608, and 42 CFR 438.610
for a period of no less than ten (10) years per 42 CFR 438.3(u).

2.6 Disclosures

The MCE, if not federally qualified HMO as defined in Section 1310 of Public Health Service Act, must
disclose to the state information on certain types of transactions it has with a party of interest, as defined in
the Public Health Service Act (see §1903(m)(2)(A4)(viii) and 1903(m)(4) of the Social Security Act).

2.6.1 Definition of a Party of Interest

Definition of 4 Party of Interest — as defined in §1318(b) of the Public Health Service Act, a party of
interest is:

e Any director, officer, partner, or employee responsible for management or administration of an
HMO; any person who is directly or indirectly the beneficial owner of more than five percent of
the equity of the HMO; any person who is the beneficial owner of a mortgage, deed of trust, note,
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or other interest secured by, and valuing more than five percent of the HMO; or, in the case of an
HMO organized as a nonprofit corporation, an incorporator or member of such corporation under
applicable state corporation law;

e Any organization in which a staff member who is a director, officer or partner has directly or
indirectly a beneficial interest of more than five percent of the equity of the HMO; or has a
mortgage, deed of trust, note, or other interest valuing more than five percent of the assets of the
HMO;

e Any person directly or indirectly controlling, controlled by, or under common control with an
HMO; and

e Any spouse, child, or parent of an individual described above.

2.6.2 Types of Transactions Which Must Be Disclosed
Business transactions which must be disclosed include:
e Any sale, exchange, or lease of any property between the HMO and a party in interest;
¢ Any lending of money or other extension of credit between the HMO and a party in interest; and

e Any furnishing for consideration of goods, services (including management services) or facilities
between the HMO and the party in interest. This does not include salaries paid to employees for
services provided in the normal course of their employment.

The information which must be disclosed in the transactions between the MCE and a party in interest listed
above includes:

e The name of the party in interest for each transaction;

e A description of each transaction and the quantity or units involved;

¢ The accrued dollar value of each transaction during the fiscal year; and
e Justification of the reasonableness of each transaction.

In addition to the above information on business transactions, the MCE may be required, upon the request
of FSSA, to submit a consolidated financial statement for the MCE and the party in interest.

Per Section 1903(m)(4)(B) of the Social Security Act, any reports of transactions between the MCE and
parties in interest that are provided to the state, or other agencies shall be made available to the MCE’s
members upon reasonable request.

If the contract is an initial contract with the state, but the MCE has operated previously in the commercial
or Medicare markets, information on business transactions for the entire year preceding the initial contract
period must be disclosed. If the contract is being renewed or extended, the MCE must disclose information
about business transactions that occurred during the prior contract period. The business transactions that
must be reported are not limited to transactions related to serving the Hoosier Care Connect enrollment. All
the MCEs’ business transactions must be reported.

2.7 Debarred Individuals

The MCE is required to disclose to the OMPP PI Section information required by 42 CFR 455.106
regarding the MCE’s staff and persons with an ownership/controlling interest in the MCE that have been
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convicted of a criminal offense related to that person’s involvement in Medicare/Medicaid or Title XIX
programs.

In accordance with 42 CFR 438.610(a)(1)-(2), 42 CFR 438.610(c)(1)-(2), 42 CFR 438.610(a)(1)-(2), 42
CFR 438.610(c)(3)-(4), Section 1932(d)(1) of the Social Security Act, SMDL 6/12/08, and SMDL 1/16/09,
the MCE must not knowingly have a relationship with the following:

¢ Anindividual who is (or is affiliated with a person/entity that is) debarred, suspended, or
otherwise excluded from participating in procurement activities under the Federal Acquisition
Regulation or from participating in non-procurement activities under regulations issued under
Executive Order No. 12549 or under guidelines implementing Executive Order No. 12549; which
relates to debarment and suspension

¢ Anindividual who is an affiliate, as defined in the Federal Acquisition Regulation, of a person
described above

The relationships include directors, officers, or partners of the MCE; persons with beneficial ownership of
5% or more of the MCE’s equity, network providers, subcontractors, or persons with an employment,
consulting, or other arrangement with the MCE for the provision of items and services that are significant
and material to the MCE's obligations under the contract.

In accordance with 42 CFR 438.610, if the state finds that the MCE is in violation of this regulation, the
state will notify the Secretary of noncompliance and determine if the contract will be terminated.

The MCE shall have policies and procedures in place to routinely monitor staff positions and
subcontractors for individuals debarred or excluded. As part of readiness review, the MCE shall
demonstrate to the OMPP that it has mechanisms in place to monitor staff and subcontractors for
individuals debarred by federal agencies.

The MCE shall be required to disclose to the FSSA PI Unit information required by 42 CFR 455.106
regarding the MCE’s staff and persons with an ownership/controlling interest in the MCE that have been
convicted of a criminal offense related to that person’s involvement in Medicare, Medicaid, or Title XX
programs.

2.8 Medical Loss Ratio

Each reporting year, consistent with MLR standards as required in 42 CFR 438.8, the MCE shall calculate,
attest to the accuracy, and submit to FSSA its Medical Loss Ratio (MLR). The calculation must fully
comply with 42 CFR 438.8(d)-(f) which specifies that the MLR calculation is the ratio of the numerator (as
defined in accordance with 42 CFR 438.8(e)) to the denominator (as defined in accordance with 42 CFR
438.8(f)). In accordance with 42 CFR 438.604(a)(3), 42 CFR 438.606, and 42 CFR 438.8, the MCE is
required to submit data on the basis of which the state determines the compliance with MLR requirements.
In addition, the state provides the following clarifications:

e The MLR calculation shall be performed separately for each MLR reporting year per 42 CFR
438.8(a).

e The MLR calculation shall be performed separately for each program. The MLR for the Hoosier
Care Connect program shall be calculated separately from other managed care programs.

e  For each MLR reporting year, a preliminary calculation will be performed with six months of
incurred claims run-out, and a final calculation will be performed with 18 months of incurred
claims run-out.

e Incurred claims reported in the MLR should relate only to members who were enrolled with the
MCE on the dates of service, based on data and information available on the reporting date.

Library Reference Number: MC10010 14
Policies and Procedures as of Jan. 10, 2024

Published: Jan. 10, 2024

Version: 6.0



Hoosier Care Connect Administrative Requirements
MCE Policies and Procedures Manual

(Claims for members who were retroactively disenrolled should be recouped from providers and
excluded from MLR reporting).

e Under sub-capitated or sub-contracted arrangements, the MCE may only include amounts actually
paid to providers for covered services and supplies as incurred claims. The non-benefit portion of
sub-capitated and sub-contracted payments should be excluded from incurred claims. The MCE
should ensure all subcontracts provide for sufficient transparency to allow for this required
reporting.

The MCE shall maintain, at minimum, a medical loss ratio (MLR) of 90% for the Hoosier Care Connect
line of business per 42 CFR 438.8(c). The state reserves the right to recoup excess capitation paid to the
MCE in the event the MCE’s MLR, as calculated by the state on an annual basis, is less than 90%.

In any instance where the state makes a retroactive change to the capitation payments for the MLR
reporting year where the MLR report has already been submitted, the MCE must re-calculate the MLR for
all reporting years affected by the change and submit a new MLR report meeting the applicable
requirements per 42 CFR 438.8(m) and 42 CFR 438.8(k). In addition, the MCE is required to submit MLR
reporting as described in the MCE Reporting Manual. The state reserves the right to recoup excess
capitation paid to the MCE if the MCE’s MLR, as calculated by the state on an annual basis, is less than
90%.

2.9 Administrative and Organizational Structure

2.9.1 Staffing

The MCE must ensure that all staff members, including subcontractor staff, have appropriate and ongoing
training (for example, orientation, cultural sensitivity, program updates, clinical protocols, policies and
procedures compliance, computer systems, and so forth), education, and experience to fulfill the
requirements of their positions. The MCE must institute mechanisms to maintain a high level of
performance and data reporting, regardless of staff vacancies or turnover. The MCE must also have an
effective method to mitigate the effects of staff turnover (for example, cross-training, use of temporary staff
or consultants.). Processes must also be in place to solicit feedback from MCEs’ staff members to improve
the work environment. The MCE must maintain documentation to confirm internal training, curriculum,
schedules and attendance. The MCE must have descriptions for the positions discussed in this section. The
descriptions must include the responsibilities of and qualifications for the position, for example, but must
not be limited to education (for example, high school, college degree or graduate degree), professional
credentials (for example, licensure or certifications), direct work experience, and membership in
professional or community associations.

2.9.2 Key Staff

The state encourages the MCE to have key staff members dedicated to its Hoosier Care Connect lines of
business. The MCE must set up and maintain a business office or work site within five miles of downtown
Indianapolis, Indiana, from which, at a minimum, key staff members physically perform the majority of
their daily duties and responsibilities, and a major portion of the plan’s operations take place. For all
functions conducted outside the state of Indiana, the MCE must ensure a seamless integration of its
operations. The MCE is responsible for ensuring all staff functions conducted outside the state of Indiana
are readily reportable to FSSA at all times. Indiana-based staff must maintain a full understanding of the
operations conducted outside Indiana and must be prepared to discuss these operations upon request,
including during unannounced FSSA site visits.

The MCE must employ specific key staff dedicated as a full-time equivalent (FTE) and the state reserves
the right to approve or deny the individuals in these positions. In addition to the key staff members, the
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MCE must also employ the additional staff necessary to ensure compliance with the state’s performance
requirements. The key staff members are as follows:

¢  Chief Executive Officer, President, or Executive Director — The Chief Executive Officer or
Executive Director has full and final responsibility for plan management and compliance with all
provisions of the Contract.

e Chief Financial Officer — The Chief Financial Officer must oversee the budget and accounting
systems of the MCE for the Hoosier Care Connect program. This Officer must, at a minimum, be
responsible for ensuring that the MCE meets the state’s requirements for financial performance
and reporting.

¢ Compliance Officer — The MCE must employ a Compliance Officer who is accountable to the
MCE’s executive leadership and dedicated full-time to the Hoosier Care Connect program. This
individual is the primary liaison with the state (or its designees) to facilitate communications
between FSSA, the state’s contractors and the MCE’s executive leadership and staff. This
individual must maintain a current knowledge of federal and state legislation, legislative initiatives
and regulations that may impact the Hoosier Care Connect program. It is the responsibility of the
Compliance Officer to coordinate reporting to the state to review the timeliness, accuracy and
completeness of reports and data submissions to the state. The Compliance Officer, in close
coordination with other key staff, has primary responsibility for developing and implementing
policies, procedures, and practices designed to ensure all MCE functions are in compliant with the
terms of the Contract. The Compliance Officer must meet with the state’s Family and Social
Services Administration (FSSA) Program Integrity (PI) unit on a quarterly basis.

¢ Medical Director — The MCE must employ a Medical Director who is an IHCP provider. The
Medical Director must be dedicated full time to the Hoosier Care Connect program. The Medical
Director must oversee the development and implementation of the MCE’s disease management,
care management, and complex case management programs; oversee the development of the
MCE’s clinical practice guidelines; review any potential quality of care problems; oversee the
MCE’s clinical management program and programs that address special needs populations;
oversee health screenings and assessments; serve as the MCE’s medical professional interface
with the MCE’s healthcare providers; and direct the Quality Management and Utilization
Management programs, including, but not limited to, monitoring corrective actions and other
quality management, utilization management or program integrity activities. The Medical
Director, in close coordination with other key staff, is responsible for ensuring that the medical
management and quality management components of the MCE’s operations are in compliance
with the terms of the Contract. The Medical Director shall attend all FSSA quality meetings,
including the Quality Strategy Committee and Subcommittee meetings. If the Medical Director is
unable to attend an FSSA quality meeting, the Medical Director shall designate a representative to
take their place. This representative must report back to the Medical Director on the meeting’s
agenda and action items.

e Chief Information Officer or Information Technology (IT) Director — The MCE must employ a
CIO. This individual will oversee the MCE’s Hoosier Care Connect IT systems and serve as a
liaison between the MCE and the state fiscal agent or other FSSA contractors regarding encounter
claims submissions, capitation payment, member eligibility, enrollment and other data
transmission interface and management issues. The CIO or IT Director, in close coordination with
other key staff, is responsible for ensuring all program data transactions are in compliance with the
terms of the Contract. The CIO or IT Director is responsible for attendance at all Technical
Meetings called by the state. If the CIO or IT Director is unable to attend a Technical Meeting, the
CIO or IT Director shall designate a representative to take their place. This representative must
report back to the CIO or IT Director on the Technical Meeting’s agenda and action items. For
more information on the IS program requirements, see [nformation Systems.

e Member Services Manager — The MCE must employ a Member Services Manager.. The member
services manager must, at a minimum, be responsible for directing the activities of the MCE’s
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member services, including, but not limited to, member helpline telephone performance, member
email communications, member education, the member website, member outreach programs and
development, and approval and distribution of member materials. The Member Services Manager
must oversee the interface with the enrollment broker regarding such issues as member eligibility,
enrollment and disenrollment. The Member Services Manager must provide an orientation and on-
going training for member services helpline representatives, at a minimum, to support accurately
informing members of how the MCE operates, availability of covered services, benefit limitations,
health screenings, emergency services, preventive and enhanced services, disease management,
care management and complex case management services, and member grievances and appeals
procedures. The Member Services Manager, in close coordination with other key staff, is
responsible for ensuring that all of the MCE’s member services operations are in compliance with
the terms of the contract. For more information regarding the member services program
requirements, see Member Services.

Provider Services Manager — The MCE must employ a Provider Services Manager who is
dedicated full-time to the Hoosier Care Connect program. The Provider Services Manager must, at
a minimum, be responsible for the provider services helpline performance, provider recruitment,
contracting and credentialing, facilitating the provider claims dispute process, developing and
distributing the provider manual and education materials, and developing outreach programs. The
Provider Services Manager oversees the process of providing information to the state fiscal agent
regarding the MCE’s provider network. The Provider Services Manager, in close coordination
with other key staff, is responsible for ensuring that all the MCE’s provider services operations are
in compliance with the terms of the Contract. For more information regarding the provider
services program requirements, see Hoosier Care Connect Redetermination.

Quality Management Manager — The MCE must employ a Quality Management Manager. The
Quality Management Manager must, at a minimum, be responsible for directing the activities of
the MCE’s quality management staff, under the direct supervision of the medical director, in
monitoring and auditing the MCE’s health care delivery system, including, but not limited to,
internal processes and procedures, provider networks, service quality and clinical quality. The
Quality Management Manager must assist the MCE’s compliance officer in overseeing the
activities of the MCE’s operations to meet the state’s goal of providing health care outcomes of
Hoosier Care Connect members. For more information regarding the quality management
requirements, see Quality Management and Improvement Work Plan Requirements.

Special Investigation Unit Manager — The MCE must employ a Special investigation Unit (SIU)
Manager who is dedicated full-time to the MCE’s Indiana Medicaid product lines. The SIU
Manager shall be located in Indiana. The SIU Manager is responsible for directing the activities of
Special Investigation Unit staff, attending meetings with FSSA and reducing or eliminating
wasteful, fraudulent, or abusive healthcare billings and services. It is the responsibility of the STU
Manager to coordinate the timeliness, accuracy and completeness of all suspected or confirmed
instances of waste, fraud and abuse referrals to the OMPP PI Section. The SIU Manager shall
report to the Compliance Officer and meet with the OMPP Program Integrity (OMPP PI) Unit at a
minimum of quarterly or more frequently as directed by the OMPP PI Section. The Special
Investigation Unit Manager shall be a subject matter expert in Medicaid program integrity and
hold qualifications similar to those of state program integrity unit managers.

Utilization Management Manager — The MCE must employ a Utilization Management Manager
who is dedicated full-time to the Hoosier Care Connect program. The Utilization Management
Manager must, at a minimum, be responsible for directing the activities of the utilization
management staff. With direct supervision by the Medical Director, the Utilization Management
Manager must direct staff performance regarding prior authorization, medical necessity
determinations, concurrent review, retrospective review, appropriate utilization of health care
services, continuity of care, care coordination and other clinical and medical management
programs. The Utilization Management Manager (or Claims Manager, as applicable) shall work
with the Special Investigation Unit (SIU) Manager to assure that service billing and utilization
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issues are documented and reported to the SIU, and matters requiring SIU review or investigation
shall be timely submitted within five (5) business days to enable recovery of overpayments or
other appropriate action. For more information regarding the utilization management
requirements, see Utilization Management Program.

e Behavioral Health Manager — The MCE must employ a Behavioral Health Manager who is
dedicated full-time to the Hoosier Care Connect program. The Behavioral Health Manager is
responsible for ensuring that the MCE’s behavioral health operations, which include the
operations of any behavioral health subcontractors, are in compliance with the terms of the
contract. The Behavioral Health Manager must coordinate with all functional areas, including
quality management, utilization management, network development and management, provider
relations, member outreach and education, member services, contract compliance and reporting.
The Behavioral Health Manager must fully participate in all quality management and
improvement activities, including participating in Quality Strategy Committee and Subcommittee
meetings and in the Mental Health Quality Assurance Committee. The Behavioral Health Manager
must work closely with the MCE’s network development and provider relations staff to develop
and maintain the behavioral health network and ensure that there is communication, collaboration
and coordination with the physical health provider network. The Behavioral Health Manager shall
collaborate with key staff to ensure the coordination of physical and behavioral health care as set
forth in and coordination with Medicaid Rehabilitation Option (MRO) and as set forth in 1915(i)
Home- and Community-Based Services (HCBS). The Behavioral Health Manager must work
closely with the utilization management staff to monitor behavioral health utilization, especially to
identify and address potential behavioral health under- or over-utilization. The Behavioral Health
Manager, or their designee, shall be the primary liaison with behavioral health community
resources, including Community Mental Health Centers (CMHCs), and be responsible for all
reporting related to the MCE’s provision of behavioral health services.

If the MCE subcontracts with a behavioral health organization (BHO) to provide behavioral health
services, the Behavioral Health Manager will continue to work closely with the MCE’s other
managers to provide monitoring and oversight of the BHO and to ensure the BHO’s compliance
with the Contract.

¢ Dental Manager — The MCE must employ an Indiana Dentist as Dental Manager. This individual,
in coordination with the Medical Director, is responsible for ensuring the dental benefit operated
by the MCE or subcontractor is compliant with standards of dental care and consistent with this
Contract. The Dental Manager establishes and coordinates the implementation of the MCE’s oral
health strategy to ensure comprehensive, whole person health.

e Data Compliance Manager — The MCE must employ a Data Compliance Manager. The Data
Compliance Manager will provide oversight to ensure the MCE’s data conform to FSSA data
standards and policies. The Data Compliance Manager must have extensive experience in
managing data quality and data exchange processes, including data integration and data
verification. The Data Compliance Manager must also be knowledgeable in health care data and
health care data exchange standards. The Data Compliance Manager manages data quality, change
management, and data exchanges with the FSSA or its designees. The Data Compliance Manager
shall be responsible for data quality and verification, data delivery, change management processes
used for data extract corrections and modification and enforcement of data standards and policies
for data exchanges to FSSA as defined by the state. The Data Compliance Manager shall
coordinate with the state to implement data exchange requirements.

e Pharmacy Director — The MCE must employ a Pharmacy Director who is an Indiana licensed
pharmacist dedicated full-time to Medicaid programs. The Pharmacy Director shall oversee all
pharmacy benefits under the Contract. For more information, see Covered Services. This
individual shall represent the MCE at meetings of the state’s Drug Utilization Review (DUR)
Board meetings and the Mental Health Quality Advisory Committee (MHQAC). The state prefers
the Pharmacy Director attend Therapeutics Committee meetings when applicable. If the MCE
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subcontracts with a Pharmacy Benefits Manager (PBM), the Pharmacy Director shall be
responsible for oversight and contract compliance of the PBM.

¢ Member Advocate/Non-Discrimination Coordinator — The MCE must employ a Member
Advocate/Non-Discrimination Coordinator dedicated full-time time to the Hoosier Care Connect
program who is responsible for representation of members’ interests including input in policy
development, planning and decision-making. The Member Advocate shall be responsible for
development and oversight of the Member Advisory Committee. For more information, see
Member Services. This individual shall also be responsible for the MCE’s compliance with federal
and state civil rights laws, regulations, rules and policies, including but not limited to, Title VI of
the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, the Americans with
Disabilities Act (ADA) and the Age Discrimination Act. This position also serves as an
ombudsperson for member issues or when a member needs assistance navigating a health plan
process or decision.

e Grievance and Appeals Manager — The MCE shall employ a Grievance and Appeals Manager
responsible for managing the MCE’s grievance and appeals process. This individual shall be
responsible for ensuring compliance with processing timelines and policy and procedure
adherence. For more information, see Member Services.

¢ (Claims Manager — The MCE shall employ a Claims manager dedicated full-time to the Hoosier
Care Connect program responsible for ensuring prompt and accurate provider claim processing in
accordance with the terms of the contract. This individual shall work in collaboration with the CIO
or IT Director to ensure the timely and accurate submission of encounter data. The Claims
Manager (or utilization management manager, as applicable) shall work with the special
investigation unit (SIU) manager to assure that service billing and utilization issues are
documented and reported to the SIU, and matters requiring SIU review or investigation shall be
timely submitted within 5 business days to enable recovery of overpayments or other appropriate
action.

¢  Care Management Manager — The MCE must employ a full-time Care Management Manager
dedicated to the Hoosier Care Connect program. This manager must oversee disease management,
care management, complex case management and Right Choices Program (RCP) functions. The
Care Management Manager must, at a minimum, be a registered nurse or other medical
professional with extensive experience in providing care coordination to a variety of populations.
This individual will work directly under the MCE’s Medical Director to develop, expand and
maintain the care management program. The individual will be responsible for overseeing care
management teams, care plan development and care plan implementation. The care management
manager is responsible for directing the activities of the care managers. These responsibilities
extend to physical and behavioral health care services. This individual will work with the Medical
Director, Provider and Member Services Managers, and with state staff as necessary, to
communicate to providers and members. The Care Management Manager provides input, as
requested by the state, at state-level meetings.

¢ Indiana Department of Child Services (DCS) Liaison - The MCE must employ a full-time Liaison
to Indiana DCS, dedicated to overseeing the Hoosier Care Connect wards and foster children
population. The Liaison shall be responsible for coordinating with the two (2) designated Indiana
DCS staff to promptly resolve any issues identified by the MCE, Indiana DCS, or the state that
arise related to the program or to the individual healthcare of a member. The Liaison shall also be
responsible for aiding in the transition of the Hoosier Care Connect wards and foster children
population if the state determines in its best interest to address the healthcare needs of this
population via a different channel.

The MCE must provide written notification to the MCE’s assigned Contract Compliance Officer of
anticipated key staff vacancies within five business days of receiving the key staff person’s notice to
terminate employment or five business days before the vacancy occurs, whichever occurs first. At that
time, the MCE must present the state’s policy Contract Compliance Officer with an interim plan to cover
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the responsibilities created by the key staff vacancy. Likewise, the MCE must notify the state’s policy
Contract Compliance Officer in writing within five business days after a candidate’s acceptance to fill a
key staff position or five business days before the candidate’s start date, whichever occurs first. All key
staff must be accessible to the state and its other program subcontractors via voice and electronic mail. The
MCE must submit updated contact information for key staff as changes occur. Additionally, MCEs are
required to review and complete a contact sheet on a quarterly basis (see Reporting Manual).

2.9.3 Other Required Staff Positions

In addition to the key staff positions outlined, the MCE is required to employ the following staff:

e  Part-time or on-call board certified psychiatrist and addiction specialist with qualifications and
certification as outlined by ASAM for behavioral health utilization management activities;

e A sufficient number of care management staff based within Indiana to meet the requirements. Care
managers for complex case management and RCP, must be licensed physician assistants,
registered nurses, therapists, or social workers and have training, expertise, and experience in
providing case management and care coordination services for individuals, including specialized
populations such as wards and foster children, with the conditions prevalent in the Hoosier Care
Connect population.

e A Transition Coordinator responsible for oversight of the continuity of care requirements. This
individual shall be dedicated to oversight of all member transitions in and out of the Hoosier Care
Connect program and the MCE’s enrollment. The Transition Coordinator shall be responsible for
ensuring the transfer and receipt of all outstanding prior authorization decisions, utilization
management data and clinical information such as disease management, care management and
complex case management notes.

e Special Investigation Unit staff to support the Special Investigation Unit Manager and help review
and investigate MCE’s providers and members that are engaging in wasteful, abusive, or
fraudulent billing or service utilization. The SIU shall have, at a minimum, one full-time,
dedicated staff member for every 100,000 members, excluding the SIU Manager. Accordingly, for
example, plans servicing 360,000 members shall have a Special Investigation Unit Manager and
3.6 FTE additional staff. A majority of SIU staff including the SIU Manager shall work in Indiana
to enable sufficient onsite audit capability and facilitate in-person meeting attendance as directed
by FSSA.

2.9.4 Suggested Staff Positions

The MCE is responsible for ensuring adequate staffing to meet the requirements of the Contract and the
delivery of high quality, operationally efficient services. FSSA may set required staffing levels for MCEs.
FSSA may require additional staffing for MCEs who fail to maintain compliance with the performance
metrics of the Contract. Suggested staffing includes but is not limited to those listed below. The MCE shall
adhere to the state approved staffing plan.

e Executive management to interface with FSSA leadership to coordinate and confer with the state
on matters related to the MCE’s participation in the Hoosier Care Connect program.

e Technical support services staff to ensure the timely and efficient maintenance of information
technology support services, production of reports and processing of data requests and submission
of encounter data.

¢ Quality management staff dedicated to performing quality management and improvement
activities and participate in the MCE’s internal Quality Management and Improvement
Committee.
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2.9.5

Utilization and medical management staff dedicated to performing utilization management and
review activities.

Member services representatives to coordinate communications between the MCE and its
members, respond to member inquiries, and assist all members regarding issues such as the
MCE’s policies, procedures, general operations, benefit coverage and eligibility. Member services
staff should have access to real time data on members, including, but not limited to, eligibility
status and all service and utilization data. Member services staff must have the appropriate training
and demonstrate full competency before interacting with members.

Member marketing and outreach staff to manage marketing and outreach efforts for the Hoosier
Care Connect program.

Compliance staff to support the Compliance Officer and help ensure all MCE functions are in
compliance with state and federal laws and regulations, the state’s policies and procedures and the
terms of the Contract.

Provider representatives to develop the MCE’s network and coordinate communications between
the MCE and contracted and non-contracted providers.

Claims processors to process electronic and paper claims in a timely and accurate manner, process
claims correction letters, process claims resubmissions and address overall disposition of all
claims for the MCE, per state and federal guidelines.

A sufficient number of staff to ensure the submission of timely, complete, and accurate encounter
claims data.

Member and provider education/outreach staff to promote health-related and preventive care
education and programs, maintain member and provider awareness of the MCE’s policies and
procedures, and identify and address barriers to an effective health care delivery system for the
MCE’s members and providers.

Website staff to maintain and update the MCE’s member and provider websites.

Staff Training and Qualifications

The MCE must ensure that each staff person, including those of a subcontractor, has appropriate education
and experience to fulfill the requirements of their position, as well as ongoing training (e.g., orientation,
cultural sensitivity, program updates, clinical protocols, policies and procedures compliance, management
of IT systems, training on fraud and abuse and the False Claims Act, HIPAA, etc.). The MCE must provide
initial and ongoing training and must ensure that all staff are trained in the major components of the
Hoosier Care Connect program. Staff training must include, but is not limited to:

An overview of the Hoosier Care Connect program and associated policies and procedures,
including updates whenever changes occur;

Contract requirements and state and federal requirements specific to job functions;

In accordance with 42 CFR 422.128(b)(1)(ii)(H), 42 CFR 489.102(a)(5), and 42 CFR 438.3(j)(1)-
(2), training on the MCE’s policies and procedures on advance directives;

Initial and ongoing training on identifying and handling quality of care concerns;
Cultural sensitivity training;
Training on fraud and abuse and the False Claims Act;

Health Insurance Portability and Accountability Act (HIPAA) training;
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e Management of IT systems;
e Clinical protocol training for all clinical staff;

¢ Training for care management staff in trauma-informed care, safety, security, and needs of the
wards and foster children population;

e  Utilization management staff shall receive ongoing training regarding interpretation and
application of the MCE’s utilization management guidelines. The ongoing training shall, at
minimum, be conducted on a quarterly basis and as changes to the MCE’s utilization management
guidelines and policies and procedures occur;

e Assessment processes, person-centered planning, and population specific training relevant to the
populations enrolled in the Hoosier Care Connect program for all care managers. The MCE shall
also ensure all applicable subcontractors provide such training to their relevant staff;

¢ Training and education to understand abuse, neglect, exploitation, and prevention including the
detection, reporting, investigation and remediation procedures and requirements; and

e Training for transportation, prior authorization, and member services staff on the geography of the
state and location of network service providers to facilitate the approval of services and
recommended providers in the most geographically appropriate location.

Utilization management staff must receive ongoing training regarding interpretation and application of the
MCE’s utilization management guidelines. The ongoing training must be conducted, at a minimum, on a
quarterly basis and as changes to the MCE’s utilization management guidelines and policies and procedures
occur.

The MCE must update its training materials on a regular basis to reflect program changes. The MCE must
maintain documentation to confirm internal staff training, curricula, schedules, and attendance and must
provide this information to the state upon request and/or during regular on-site visits.

The MCE shall ensure that any MCE staff member given an FSSA email completes all FSSA required
trainings. Unless an alternative deadline is identified by FSSA for a specific training, all FSSA required
trainings must be completed by its respective due date. The MCE may request additional time to complete
but FSSA is under no obligation to grant extensions. Each FSSA required training that is past due, without
an approved extension, will be documented on the MCE Quarterly Scorecard. If the MCE experiences
issues accessing FSSA required trainings, the MCE shall communicate with their respective FSSA Contract
Compliance Officer to discuss resolutions.

2.10 FSSA State Meeting Requirements

The state conducts meetings and collaborative workgroups for the Hoosier Care Connect program. The
MCE must comply with all meeting requirements established by the state and is expected to cooperate with
the state and/or its designees in preparing for and participating in these meetings. The MCE must also
participate in meetings and proceedings with external entities as directed by the state, including but not
limited to, the DUR Board, MHQAC, Medicaid Advisory Committee, Therapeutics Committee, Indiana
Psychotropic Medication Advisory Committee, and legislative hearings. The state may also require the
participation of subcontracted entities in other instances, as determined necessary. All expenses for
attendance at all meetings are considered to be included in the total bid price and shall be at no additional
cost to the state. The state reserves the right to cancel any regularly scheduled meetings, change the
meeting frequency or format, or add meetings to the schedule, as it deems necessary.

At Contract initiation, the state will conduct a series of orientation sessions. The MCE must ensure the
attendance of appropriate staff at each session based on topics to be discussed. During Contract
implementation, the MCE must meet with FSSA on a state approved schedule to coordinate a smooth
transition and implementation. The MCE should be prepared to meet weekly.
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The state reserves the right to meet at least annually with the MCE’s executive leadership to review the
MCE’s performance, discuss the MCE’s outstanding or commendable contributions, identify areas for
improvement, and outline upcoming issues that may impact the MCE or the Hoosier Care Connect
program.

2.11 Maintenance of Written Policies and Procedures

The MCE must develop and maintain written policies and procedures for each functional area in
compliance with the Code of Federal Regulations, Indiana Code, Indiana Administrative Code, FSSA
Policy and Procedure Manuals and the Contract. Written guidelines shall be maintained for developing,
reviewing, and approving all policies and procedures. The MCE review all policies and procedures at least
annually to ensure they reflect current practice and shall be updated as necessary. Reviewed policies shall
be signed and dated. All medical and quality management policies shall be reviewed and approved by the
MCE’s Medical Director. The state has the right to review all MCE policies and procedures. Should the
state determine an MCE policy requires revision, the MCE must work with the state to revise within the
timeframes specified by the state. If the state determines the MCE lacks a policy or process required to
fulfill the terms of the Contract, the MCE must adopt a policy or procedure as directed by the state

2.12 Participation in Readiness Review

The MCE must undergo and must pass a two (2)-phase readiness review process and be ready to assume
responsibility for contracted services upon the Contract effective date as described in further detail in the
Readiness Review requirements and documentation. The MCE must maintain a detailed implementation
plan, to be approved by the state, which identifies the elements for implementing the proposed services
which include, but are not limited to, the MCE's tasks, staff responsibilities, timelines and processes that
will be used to ensure contracted services begin upon the Contract effective date. In addition to submitting
the implementation plan with the proposal, the MCE may be required to submit a revised implementation
plan for review as part of the Readiness Review.

2.13 Confidentiality of Members’ Medical Records and
Other Information

The MCE must have written policies and procedures pertaining to maintaining the confidentiality of all
medical records and other pertinent information, including, but not limited to, health and enrollment
information. The MCE must ensure that members’ medical records, as well as any other health and
enrollment information that contains individually identifiable health information, is used and disclosed in
accordance with the privacy requirements set forth in the Health Insurance Portability and Accountability
Act (HIPAA) Privacy Rule (see 45 CFR parts 160 and 164, subparts A and E, 42 CFR 438.208(b)(6), and
42 CFR 438.224). The MCE must also comply with all other applicable state and federal privacy and
confidentiality requirements, including but not limited to 42 CFR Part 2.

2.14 Material Change to Operations

A material change to operations is any change in overall business operations, such as policy, process or
protocol which affects, or can reasonably be expected to affect, the MCE’s IHCP membership or provider
network.

Prior to implementing a material change in operation, the MCE shall submit a request to FSSA for review
and approval at least thirty (30) calendar days in advance of member and provider notification. The request
must contain, at minimum, information regarding the nature of the change, the rationale for the change, the
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proposed effective date and sample member and provider notification materials. All material changes must
be communicated to members or providers at least thirty (30) days prior to the effective date of the change.

2.15 Response to State Inquiries and Requests for
Information

FSSA may, at any time during the term of the Contract, request financial or other information from the
MCE. Responses shall fully disclose all financial or other information requested. Information may be
designated as confidential but may not be withheld from FSSA as proprietary. Information designated as
confidential may not be disclosed by FSSA without the prior written consent of the MCE except as required
by law. If the MCE believes the requested information is confidential and may not be disclosed to third
parties, the MCE shall provide a detailed legal analysis to FSSA, setting forth the specific reasons why the
information is confidential and describing the specific harm or injury that would result from disclosure.

2.15.1 Internet Quorum Inquiries

The MCE must respond to Internet Quorum (IQ) inquiries within the time frame set forth by the state. The
state forwards all IQs via email to the MCE Compliance Officer. When forwarding an IQ inquiry to the
MCE for a response, the state will designate that the inquiry is an IQ inquiry and identify when the MCE’s
response is due. IQ inquiries typically include member, provider and other constituent concerns and require
a prompt response. The MCE’s failure to provide a timely and satisfactory response to IQ inquiries, as
determined by the state Contract Compliance Officer, will subject the MCE to the liquidated damages set
forth in the contract. A satisfactory response must include sufficient information to enable the state to
respond to the inquiry thoroughly and accurately within the time frames given. When applicable, the state
may request additional details to determine what caused the issue to arise and how the MCE plans to
mitigate the issue moving forward.

2.15.2 Data Requests

MCEs can submit data requests to the state for statistics to help manage their member populations. These
data requests are produced by the state Data Management and Analysis Unit. The MCEs are not allowed to
make data requests to any other state contracted entities, such as the state fiscal agent.

MCEs who want to request data from the Office of Medicaid Policy and Planning (OMPP) should contact
their OMPP contract representative. The state reviews the data request to determine whether the data will
be provided. Data will not be provided for the following scenarios:

¢ The MCE has access to this data via another mechanism (such as via the 834 enrollment roster).
e There are HIPAA concerns. Data is not released for non-MCE enrolled members.

If the state approves the data request, the state Contract Compliance Officer forwards the Data Request
Form to the state Data Management and Analysis Unit. If the state denies the data request, the state
Contract Compliance Officer notifies the MCE representative via email that the requested data will not be
produced and why.

After the data request is complete, the state Data Management and Analysis Unit sends the data to the state
Contract Compliance Officer for review. The state Contract Compliance Officer reviews the data and
forwards it to the MCE representative to complete the process.
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2.16 Capitation Related to a Vacated Program

2.16.1 Capitation Adjustments — Systematic

Capitation payments are subject to change even after they have been paid to the MCE. Most are performed
systematically as in the case of retroactive capitation rates. The state may retroactively reset capitation rates
for the MCEs. The state sends written notification to the fiscal agent’s care programs director. The
notification includes the capitation categories, time period, newly calculated rate, and the affected
MCE/region. Adjustments can apply to Hoosier Care Connect capitation rates.

The state fiscal agent processes the rate changes in CoreMMIS. The systematic capitation reconciliation
process then determines affected prior payments and creates recoupment adjustments. The corresponding
payment adjustment is also created. All recoupment and payment adjustments are noted by reason codes
that distinguish adjustment details from regular per member per month details in the MCE’s 820s. See
applicable program capitation adjustment reason codes in Appendix A.

Capitation adjustments can also occur for eligibility-based scenarios:
¢  Member date of death reported retroactively (IEDSS)
¢ Member date of birth corrections (IEDSS)
e Retroactive member eligibility changes (aid category, level of care, benefit package)
e Retroactive MCE assignment changes

For example, a Hoosier Care Connect Package C member may become retroactively eligible for Package
A. The capitation reconciliation process automatically detects the eligibility change and recoups the
outdated rates, in addition to paying the updated rates.

2.16.2 Capitation Adjustments — Manual

Manual adjustments to monthly capitation payments are performed by the fiscal agent as required.

Manual adjustments are placed on 4old status in CoreMMIS until reviewed and approved by the fiscal
agent. Approved manual adjustments are activated prior to the capitation cycle.
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3 Covered Benefits

This section provides information about the services that are covered and excluded from the various
programs covered by the managed care umbrella. Covered services for Hoosier Care Connect are identified
separately when necessary. Information is also included about in-network versus out-of-network services
and self-referral services.

Continuity of care is very important to member outcomes and this section also includes information about
members who must transfer to another program because of pregnancy, long-term care and so forth.

3.1 Self-Referral Services

The MCE must include providers of self-referral services in its contracted network. The MCE and its PMPs
may direct members to seek self-referral services from providers contracted in the MCE’s network;
however, except for behavioral health (non-psychiatric) and routine dental services, the MCE cannot
require members to use the network providers. When Hoosier Care Connect members choose to receive
self-referral services from IHCP-enrolled self-referral providers that are not contracted with the MCE, the
MCE is responsible for payment to these providers, up to the applicable benefit limits and at IHCP FFS
rates.

The following services are considered self-referral services, in that they do not require a PMP referral. Self-
referral limitations are indicated for each type of service.

e Emergency Services (any provider; require IHCP enrollment to facilitate payment)
e  Urgent Care Services (any IHCP-enrolled provider)

e Family Planning (any IHCP-enrolled provider)

e Immunizations (any IHCP-enrolled provider)

¢ Podiatry (any [HCP-enrolled provider)

e Psychiatric services (any IHCP-enrolled provider)

¢ Eye care (except surgery) [any IHCP-enrolled provider]

¢ Diabetes self-management services (any IHCP-enrolled provider subject to MCE prior
authorization (PA) requirements)

e Chiropractic services (any IHCP-enrolled provider subject to MCE PA requirements)
e Behavioral health (non-psychiatric) [any MCE network provider]
e Dental (routine) [any MCE network provider]
The Indiana Administrative Code 405 IAC 5 provides further detail about the self-referral benefits.

¢ Emergency services are covered without the need for prior authorization or the existence of an
MCE contract with the emergency care provider. Emergency services must be available 24 hours a
day, 7 days a week, to the prudent layperson standard of an emergency medical condition, as
defined in 42 CFR 438.114(b), 42 CFR 438.113(c), Section 1852(d)(2) of the Act, and /C 12-15-
12.
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e Family planning services under federal regulation 42 CFR 431.51(b)(2) and Section 1902(a)(23)
of the Social Security Act requires freedom of choice of providers and access to family planning
services and supplies. Family planning services are those services provided to individuals of
childbearing age to temporarily or permanently prevent or delay pregnancy. The MCE may place
appropriate limits on the service for utilization control, provided family planning services are
provided in a manner that protects and enables the member’s freedom to choose the method of
family planning to be used per 42 CFR 438.210(a)(4)(ii)(C). Family planning services also include
sexually transmitted disease testing and treatment. Members may self-refer to any IHCP provider
qualified to provide the family planning service(s), including providers that are not in the MCE’s
network. Members may not be restricted in choice of a family planning service provider, so long
as the provider is an IHCP provider. The Family Planning Services provider reference module
provides a complete and current list of family planning services.

o Abortions and abortifacients are not covered family planning services except as allowable
under the federal Hyde Amendment. Abortions are only covered if the pregnancy is the
result of an act of rape or incest or a case where a woman suffers from a physical
disorder, physical injury, or physical illness, including a life-endangering physical
condition caused by or arising from the pregnancy itself, which would as be certified by a
physician, place the woman in danger of death unless an abortion is performed and in
compliance with 42 CFR 441.202.

e The Family Planning Services provider reference module provides a complete and current list of
family planning services.

The MCE must provide all covered family planning services and supplies except for services or
supplies identified in 405 IAC 5-24 and 405 IAC 9-7 as covered by IHCP as fee-for-service when
provided by an IHCP-enrolled pharmacy or durable medical equipment provider. When the
services or supplies are rendered by a provider type other than a pharmacy or DME provider, the
MCE remains responsible for reimbursement.

e Immunizations are self-referred to any IHCP-enrolled provider and are covered regardless of
where they are received.

e Podiatric services may be provided by any provider licensed under /C 25-22.5 (doctor of medicine
or doctor of osteopathy) or /C 25-29 (doctor of podiatric medicine) who has entered into a
provider agreement under /C 12-15-11.

e  Psychiatric services may be provided by any provider licensed under /C 25-22.5 (doctor of
medicine or doctor of osteopathy) who has entered into a provider agreement under /C 12-15-11.

e Eye care services, except surgical services, may be provided by any provider licensed under /C
25-22.5 (doctor of medicine or doctor of osteopathy) or IC 25-24 (optometrist) who has entered
into a provider agreement under /C 12-15-11.

e Diabetes self-management services are covered if rendered by an in-network provider authorized
to render these services. Non-MCE-network providers are subject to MCE PA requirements.

e  Chiropractic services may be provided by a licensed chiropractor, enrolled as an IHCP provider,
when rendered within the scope of the practice of chiropractic, as defined in /C 25-10-1-1 and 846
14C 1-1. Non-MCE network providers are subject to MCE PA requirements.

e Behavioral health services are self-referred if rendered by an in-network provider. Members may
self-refer, within the MCE’s network, for behavioral health services not provided by a psychiatrist,
including mental health, substance abuse, and chemical dependency services rendered by mental
health specialty providers. The mental health providers to which the member may self-refer within
network are:

o Outpatient mental health clinics
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o Licensed clinical social workers
o Psychiatric nurses
o Independent practice school psychologists

o Advanced practice nurses under /C 25-23-1-1(b)(3), credentialed in psychiatric or mental
health nursing by the American Nurses Credentialing Center

o Marital and family therapists
o Licensed mental health counselors

¢ Routine dental services may be provided by any in-MCE-network licensed dental provider that has
entered into a provider agreement under /C /2-15-11.

3.2 Early and Periodic Screening, Diagnostic and
Treatment Services

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is a federally mandated preventive
healthcare program designed to improve the overall health of Medicaid-eligible infants, children and
adolescents from birth to 21 years old.

HealthWatch is the name of Indiana’s EPSDT program. HealthWatch services are available for [HCP
members under age 21. HealthWatch includes all IHCP-covered preventive, diagnostic and treatment
services, as well as other prior-authorized treatment services that the screening provider determines to be
medically necessary.

The primary goal of HealthWatch is to ensure that children enrolled in the IHCP receive age-appropriate
comprehensive, preventive services. Early detection and treatment can reduce the risk of more costly
treatment or hospitalization resulting from delayed treatment. See the Early and Periodic Screening,
Diagnostic, and Treatment (EPSDT)/HealthWatch provider reference module for details regarding
components and recommended frequency of HealthWatch screenings.

The MCE must provide all covered EPSDT services for Hoosier Care Connect members, including legend
and non-legend drugs, except those carved out of managed care in the contract. In covering well-child
visits, the MCE must follow the latest guidance from the American Academy of Pediatrics (AAP).

The state encourages MCEs to work with prenatal clinics and other providers to educate pregnant women
about the importance of EPSDT screenings and encourage mothers to schedule preventive visits for their
infants.

Lead-level screening is an important component of HealthWatch. Based on the state’s obligation to monitor
the MCE’s performance in this area, in accordance with /C-12-15-12-20, the state requires MCEs to screen
children for lead poisoning. Lead poisoning may cause anemia, permanent brain damage, learning
disorders, loss of balance, kidney damage, blindness, hearing loss, seizures, coma, and death. With early
screening and treatment, the serious effects of lead poisoning can be prevented.

It is a priority for the state that all IHCP children between nine months and six years are tested for lead
poisoning, and that children with elevated lead levels are identified and receive the recommended follow-
up treatment.

3.2.1 Prenatal and Pregnancy-Related Care

The state has implemented pregnancy-related standards of care that are applied to members in all Indiana
Health Coverage Programs. MCEs must consider these as minimum standards for their Hoosier Care
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Connect enrollees. These standards of care are based on the American Congress of Obstetricians and
Gynecologists (ACOG)-recommended policies that include prenatal, delivery, and postpartum care. In
general, the IHCP provides coverage for 14 prenatal and two postpartum care visits, which ideally occur
throughout a low-risk pregnancy as follows:

¢  First trimester — Three visits

e Second trimester — Three visits

e Third trimester — Eight visits

e Postpartum — Two visits within eight weeks of delivery

The program does not place limits on the number of prenatal visits reimbursed for members with
complicating conditions that designate the member medically high-risk. The IHCP reimburses for
appropriate laboratory tests and screenings during the pregnancy and two postpartum visits.

These standards, including diagnoses designated as high-risk and recommended laboratory tests and
screenings, are described in detail in the Obstetrical and Gynecological Services provider reference
module.

Members who enroll with an MCE, either voluntarily or by auto-assignment, in the third trimester of
pregnancy must receive particular attention regarding continuity of prenatal care. MCEs must make
financial arrangements with out-of-network providers to continue care through pregnancy if members do
not wish to change doctors in the late stages of pregnancy.

3.2.2 Additional Standards

MCE:s are expected to have detailed practice standards for other patient conditions including the following:
e Breast cancer and mammography
e Cervical cancer and pap smears
e Human immunodeficiency virus/Acquired Immune Deficiency Syndrome (HIV/AIDS)
e Asthma
¢ Diabetes
e Hypertension
e Sexually transmitted diseases
e Cholesterol screening
e Prevention of influenza
e Tobacco dependence treatment
e Immunizations
e Domestic violence
e Autism Spectrum Disorder (ASD)

These standards are developed by the state’s QIC, based on consultation with and recommendations from
the following:

e THCP physician providers
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¢ Indiana medical community at large

e  External Quality Review Organization (EQRO) and the Healthcare Effectiveness Data and
Information Set (HEDIS)

¢ Federal Agency of Health Care Policy and Research (AHCPR)

e Centers for Disease Control and Prevention (CDC)

e THCP Coordinated Care Technical Assistance Group (TAG)

e Other Department of Health and Human Services (DHHS) collaborative TAG committees.

A medical director and one other person knowledgeable about managed care, quality improvement, and
data analysis represents MCEs on the QIC committee. MCEs must have practice standards in place for any
of the previously listed or other conditions and must make these standards available to Hoosier Care
Connect enrollees after review and approval by the state.

3.3 Emergency Services

The MCEs must cover emergency services without the need for prior authorization or the existence of a
contract with the emergency care provider. Services for treatment of an emergency medical condition, as
defined in 42 CFR 438.114 and IC 12-15-12 (subject to the prudent layperson standard), must be available
24 hours a day, 7 days a week.

Service for treatment of an emergency medical condition, as defined in the 405 I4C 5-2-9, must be
available 24 hours a day, seven days a week.

The MCE must cover the medical screening examination, as defined by the Emergency Medical Treatment
and Active Labor Act (EMTALA) regulations at 42 CFR 489.24, provided to a member who presents to an
emergency department with an emergency medical condition. The MCE must also comply with all
applicable emergency services requirements specified in /C 12-15-12. For Hoosier Care Connect, the MCE
must reimburse out-of-network emergency department providers no more than the Medicaid FFS rate per
Section 1932(b)(2)(D) of the Social Security Act.

The MCE is required to reimburse for the medical screening examination and facility fee for the screening.
The MCE is not required to reimburse providers for services rendered in an emergency department for
treatment of conditions that do not meet the prudent layperson standard as an emergency medical condition,
unless the MCE authorized the treatment.

In accordance with 42 CFR 438.114, the MCE may not determine what constitutes an emergency on the
basis of lists of diagnoses or symptoms. The MCE may not deny payment for treatment obtained when a
member had an emergency medical condition, even if the outcomes, in the absence of immediate medical
attention, would not have been those specified in the definition of emergency medical condition, and may
not deny payment for treatment obtained when a representative of the MCE instructs the member to seek
emergency services per 42 CFR 438.114(c)(1)(ii)(A)-(B). The MCE may not deny or pay less than the
allowed amount for the Current Procedural Terminology (CPT) code on the claim without a medical record
review. When the MCE conducts a prudent layperson review to determine whether an emergency medical
condition exists, the reviewer must not have more than a high school education and must not have training
in medicine, nursing or social work.

The MCE is prohibited from refusing to cover emergency services if the emergency department provider or
hospital does not notify the member’s primary medical provider (PMP) or the MCE of the member’s
screening and treatment within 10 calendar days of presentation for emergency services. The member who
has an emergency is not liable for the payment of subsequent screening and treatment required to diagnose
or stabilize the specific condition. The attending emergency physician, or the provider actually treating the
member, is responsible for determining when the member is sufficiently stabilized for transfer or discharge.
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The MCE must comply with policies and procedures set forth in Emergency Services provider reference
module regarding emergency department services. If a prudent layperson review determines the service
was not an emergency, the MCE must reimburse for physician services billed on a CMS-1500 claim. The
MCE must reimburse for facility charges billed on a UB-04 if a prudent layperson review determines the
service was not an emergency.

The MCE must demonstrate to the state that it has the following mechanisms in place to facilitate payment
for emergency services and manage emergency department utilization:

e A mechanism for a plan provider or MCE representative to respond within one hour to all
emergency room providers 24 hours per day, 7 days per week. The MCE is financially responsible
for the post-stabilization services if the MCE fails to respond to a call from an emergency room
provider within one hour.

¢ A mechanism to track the emergency services notification to the MCE (by the emergency
department provider, hospital, fiscal agent or member’s PMP) of a member’s presentation for
emergency services.

¢ A mechanism to document a member’s PMP’s referral to the emergency room and pay claims
accordingly.

e A mechanism in place to document a member’s referral to the emergency room by the MCE’s 24-
Hour Nurse Call Line and pay claims resulting from such referral as emergent.

¢ A mechanism, policies and procedures for conducting prudent layperson reviews within 30 days
of receiving medical records.

¢ A mechanism and process to accept medical records for a prudent layperson review with an initial
claim and after a claim has processed. The MCE must at a minimum allow a provider to submit
medical records for a prudent layperson review within 120 days of a claim’s adjudication.

3.3.1 Post Stabilization Care

As described in 42 CFR 438.114(e) and IC 12-15-12-17, the MCE must cover post stabilization services
related to an emergency medical condition to maintain, improve, or resolve the member’s condition. The
MCE must demonstrate to the state that it has a mechanism in place to respond to requests for authorization
to continue post-stabilization care. MCEs must respond to these requests within one hour, 24 hours per day,
seven days per week. The MCE is financially responsible for post-stabilization services if the MCE fails to
respond to a call from an emergency room provider within one hour.

3.4 In-Patient Services

The services covered by MCEs for which capitation payments are received must be provided to the
member in an amount, duration, and scope that is no less than the IHCP-covered services detailed in state
regulation 405 IAC 5, in accordance with federal regulation 42 CFR 438.210(a)(3). Services excluded from
the MCE’s scope of responsibility but covered by the Indiana Health Coverage Programs (IHCP) are
referred to as carve-outs and are addressed later in this section.

Detailed explanations of Medicaid-covered services and limitations are cited in 405 IAC 5. The following
are broad categories of services provided by the MCE in arrangement with the state:
e Physician services
— Primary care services

— Preventive health services (including vaccinations added to the periodicity schedule but not yet
available through the Vaccines for Children program)

— Therapeutic and rehabilitative services
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— Specialty care services

e Hospital services
— Inpatient care
— Outpatient services
— Therapy services
— Laboratory and X-ray services
— Diagnostic studies

e Early and Periodic Screening, Diagnostic and Treatment (EPSDT) services
— Initial and periodic screenings
— Diagnosis and treatment

¢ Home health services
— Physical, occupational and respiratory therapy
— Speech pathology
— Renal dialysis

e Medical supplies and equipment
— Medical supplies and durable medical equipment
— Braces and orthopedic shoes

Prosthetic devices

Hearing aids

e Transportation services
— Emergency transportation
— Nonemergency transportation
— Transportation to and from services provided by the MCE

— Transportation to and from services excluded from MCE capitation but covered by the [HCP
under fee-for-service (FFS), otherwise known as carved-out services

e Diabetes self-management services

e Pregnancy care coordination

e Prenatal care programs targeted to provide better outcomes in high-risk pregnancies
¢ Newborn healthcare and parenting education

e Tobacco dependence treatment

e Behavioral health services, such as mental health, substance abuse, and chemical dependency
services

e ABA Therapy

e Routine dental

e Chiropractor

e Prescription Drugs

e Urgent Care Services

e Vision Services

e Family Planning Services

e Food Supplements, Nutritional Supplements, and Infant Formulas
e Laboratory and Radiology Services

e Podiatry
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Special provisions for specific types of service, coverage and payment policies apply to some services and
providers. These provisions, discussed later in this section, include the following:

e Emergency care services

e Out-of-network services

o Self-referral services

o Behavioral health services

e EPSDT services

e Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs)
o Extended hospital stays for children involved in investigations by protective services
e Hoosier Care Connect carve-outs and related services

e Short-term placements in long-term care facilities

o Continuity of care

e 24-hour nurse call line

e Women, Infants, and Children (WIC) program infant formula

o Disease management

3.5 Diabetes Supplies Coverage

The MCE shall cover diabetes supplies in alignment with FSSA’s Preferred Diabetes Supply List (PDSL).
The MCE shall configure its claims payment system to approve the diabetes supplies of FSSA’s contracted
vendors preferred blood glucose monitors and diabetic test strips for all IHCP enrollees. The MCE shall
require prior authorization for all of FSSA’s non-preferred blood glucose monitors and diabetic test strips.

3.6 Drug Coverage

Prescription drugs, certain over-the-counter drugs, and pharmacy supplements are benefits under the
Hoosier Care Connect program to be covered by the MCE. The MCE agrees to abide by 42 CFR 437-
438.3(s), the Medicaid and CHIP Managed Care Final Rule (CMS-2390-F) and P.L. 115-271, “SUPPORT”
Act. If directed as such by FSSA, the MCE shall utilize a common or unified PDL/PA criteria, including
discontinuation of commercial discount and commercial rebates agreements with pharmaceutical
manufacturers for [HCP member pharmacy benefits, or consolidation of the pharmacy benefit under the
FFS program.

If the MCE enters into a contract or agreement with a Pharmacy Benefit Manager (PBM) for the provision
and administration of pharmacy services, the contract or agreement shall be developed as a pass-through
pricing model as defined below:

1. All monies related to services provided for the MCE are passed through to the MCE,
including but not limited to: dispensing fees and ingredient costs paid to pharmacies, and all
revenue received, including but not limited to pricing discounts paid to the PBM, rebates
(including manufacturer fees and administration fees for rebating), inflationary payments, and
supplemental or commercial rebates;

2. All payment streams, including any financial benefits such as rebates, discounts, credits,
clawbacks, fees, grants, reimbursements, or other payments that the PBM receives related to
services provided for the MCE are fully disclosed to the MCE, and provided to the state
upon request, and;
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3. The PBM is paid an administrative fee which covers the cost of providing the PBM services
as described in the PBM contract or agreement as well as margin.

The payment model for the PBM’s administrative fee shall be made available to the state. If concerns
are identified, the state reserves the right to request any changes be made to the payment model.

3.6.1 Drug Rebates

The MCE shall ensure compliance with the requirements under Section 1927 of the Social Security Act. In
accordance with the Affordable Care Act, manufacturers that participate in the Medicaid drug rebate program
are required to pay rebates for drugs dispensed to individuals enrolled with a Medicaid Managed Care Entity.
To facilitate collection of these rebates, FSSA must include utilization data of Hoosier Care Connect
contractors when generating quarterly drug rebate invoices to manufacturers as well as reporting quarterly
utilization statistics to the Centers for Medicare and Medicaid Services (CMS). The MCE shall provide
reports to the state to support rebate collection. This reporting shall include physician administered drugs.
The state intends to use and share the MCE paid amount information on the state’s pharmacy claims extracts
for rebate purposes.

The MCE shall provide this reporting to the state in the manner and timeframe prescribed by FSSA, including,
but not limited to, through the submission of complete and accurate pharmacy encounter data and a rebate
file to the state or its designee. An example of a rebate file is provided in the Bidders’ Library; this file layout
is provided as an example only and is subject to change. Throughout the course of the Contract, FSSA may
update the file layout to support rebate collection. FSSA shall make its best effort to provide the MCE sixty
(60) days advanced notice of the change and the MCE shall be required to comply with the change in the
timeframe designated by the state.

The MCE shall comply with all file layout requirements including, but not limited to, format and naming
conventions and submission of paid amounts.

Additionally, the MCE shall assist FSSA or the state’s PBM contractor in resolving drug rebate disputes with
a manufacturer, at MCE’s expense. As maximization of drug rebates is heavily dependent on cooperation by
the MCE with the state or the state’s designated rebate vendor, the MCE must respond to all inquiries from
the state or the vendor pertaining to all drug rebate matters in a timely fashion. The MCE must acknowledge
receipt of such inquiries in writing (e.g., by email) within two (2) business days of receipt, and in that
acknowledgement provide a best estimate of when a final response will be provided.

3.6.2 Preferred Drug List Requirements

The MCE shall maintain a preferred drug list (PDL). In accordance with IC 12-15-35-46, state approval of
the PDL shall be required prior to MCE implementation. The MCE shall submit the proposed PDL to
FSSA at least thirty-five (35) calendar days before the intended PDL implementation date. The FSSA shall
submit the PDL to the DUR Board for review and recommendation. The MCE shall be accessible to the
DUR Board to respond to any questions regarding the PDL. The DUR Board will

provide a recommendation regarding approval of the PDL in accordance with the terms of IC 12-15-35-46.
FSSA will approve, disapprove or modify the formulary based on the DUR Board’s recommendation. The
MCE shall comply with the decision within sixty (60) days after receiving notice of the decision.

The MCE shall utilize a Pharmacy and Therapeutics Committee which shall meet regularly to make
recommendations for changes to the PDL. In accordance with IC 12-15-35-47, prior to removing one (1) or
more drugs from the PDL or placing new restrictions on one (1) or more drugs, the MCE shall submit the
proposed change to FSSA which shall forward the proposal to the DUR Board. Such changes shall be
submitted at least thirty-five (35) calendar days in advance of the proposed change. The MCE shall also
meet with FSSA staff and/or the DUR Board, as directed by FSSA, to answer questions about the clinical
rationale for the proposed change. The MCE is not required to seek approval from the state in order to add
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a drug to the PDI; however, the MCE shall notify FSSA of any addition to the PDL within thirty (30) days
after making the addition.

In accordance with CMS-2390-F, the MCE shall demonstrate prescription drug coverage consistent with
the amount, duration, and scope of the fee-for-service program. The MCE shall engage with the state to
develop universal medically necessary prior authorization criteria for [IHCP. The MCE shall implement the
universal IHCP criteria into their program and may not utilize more restrictive criteria.

The MCE shall maintain an Over-the-Counter (OTC) Drug Formulary and Pharmacy Supplements
Formulary which contains, at a minimum, the same items included in the FFS OTC Drug Formulary and
Pharmacy Supplements Formulary and as updated by the DUR Board. Any additions to the MCE OTC
Drug Formulary are required to only be from participating rebating labelers.

The PDL shall be made readily available to providers in the MCE’s network and to members by linking to
the Pharmacy Services page on https://www.in.gov/medicaid/providers. The PDL shall be formatted in a
similar manner to the FFS PDL, listing both preferred and nonpreferred drugs, as well as applicable edits.
The PDL shall be updated and posted on or before the intended PDL implementation date to reflect all
changes in the status of a drug or addition of new drugs. The MCE shall also support e-Prescribing
technologies to communicate the PDL to prescribers through electronic medical records (EMRs) and e-
Prescribing applications. Refer to 3.6.5 for additional requirements on e-Prescribing.

Notwithstanding the foregoing, the MCE may opt to utilize the state’s PDL and to contract with the state’s
PBM contractor for pharmacy claims processing. If the MCE takes this approach, an MCE Pharmacy and
Therapeutics Committee shall not be required, and the MCE shall be permitted to utilize the work of the
Therapeutics Committee and DUR Board in maintaining the state’s PDL.

3.6.3 DUR Board and MHQAC Reporting Requirements

In accordance with /C 12-15-35-48, the DUR Board shall review the prescription drug programs of the
MCE at least one time per year. This review shall include, but is not limited to, review of the following:

e An analysis of the single source drugs requiring prior authorization in comparison to other MCEs’
prescription drug programs in the HIP program

e A determination and analysis of the number and the type of drugs subject to a restriction
e A review of the rationale for the prior authorization of a drug and a restriction on a drug

e A review of the number of requests an MCE received for prior authorization, including the number
of times prior authorization was approved and disapproved

e A review of patient and provider satisfaction survey reports and pharmacy-related grievance data
for a 12-month period

The MCE shall provide the FSSA with the information necessary for the DUR Board to conduct this review
in the timeframe and format specified by the FSSA. In addition to the DUR Board approval, the MCE must
also seek the advice of the Mental Health Medicaid Quality Advisory Committee, as required in /C /2-15-
35.5, before implementing a restriction on a mental health drug described in /C 12-15-35.5-3(b).

The MCE shall comply with any additional reporting requests required for submission to the DUR Board.
See the MCE Reporting Manual for more information on pharmacy reporting requirements.

3.6.4 Dispensing and Monitoring Requirements

The MCE shall administer pharmacy benefits in accordance with all applicable state and federal laws and
regulations. The MCE shall comply with the requirements of /C 12-15-35.5-3 in establishing prescribing
limits to mental health drugs. For any drugs that require prior authorization, the MCE shall provide a
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response by telephone or other telecommunication device within 24 hours of a request for prior
authorization. Additionally, the MCE shall provide for the dispensing of at least a 72-hour supply of a
covered outpatient prescription drug in an emergency situation as required under 42 U.S.C 1396r-
8(d)(5)(B). The MCE must employ an automated system for approval of a 72-hour emergency supply of a
restricted drug. The automated system must allow the pharmacist to dispense the 72-hour supply and then
follow up with the MCE or provider the next business day.

The MCE may require prior authorization requirements, such as general member information, justification
for drug related to the medical needs of the member and a planned course of treatment, if applicable, as
related to the number of drugs provided and duration of treatment. The MCE is required to have a process
in place to provide the member drugs that are medically necessary but not included on the formulary.

The MCE shall provide online and real-time rules-based point-of-sale (POS) claims processing for
pharmacy benefits. The MCE shall maintain prospective drug utilization review edits and apply these edits
at the POS.

Additionally, the MCE shall implement retrospective drug use review to identify patterns of fraud, abuse,
gross overuse, or inappropriate or medically unnecessary care, among physicians, pharmacists, and
individuals receiving benefits, or associated with specific drugs or groups of drugs.

Administration of all criteria shall be performed by the MCE or its subcontracted PBM. The MCE shall
regularly report findings on audits performed and outcomes completed by the PBM about providers as
follows:

e The MCE shall regularly report findings on audits performed and outcomes completed by the
MCE on its contracted PBM and by its PBM about pharmacy providers.

e The MCE shall immediately report to the OMPP claims processing outages experienced by the
MCE and/or its PBM within one hour.

e The MCE shall provide a root cause analysis of the outage to the OMPP within 10 calendar days.
Root cause analyses of any noncompliance issues are to be submitted within 10 calendar days of
resolution.

e The MCE shall provide a root cause analysis of the claims processing error to the office in a
timely manner.

The MCE shall monitor their PBM and report to the OMPP when the PBM does not meet the following
service levels:

+ Escalation of requests to the appropriate contact within one business day

* Notification to the requestor of all escalations within one business day

* Provide call logs requested by the MCE within one business day

» Answer at least 90% of all calls within 30 seconds (“answered” means the call is picked up by a
qualified staff person)

» Average hold time shall not exceed 30 seconds
* Resolve all prior authorization (PA) requests within 24 hours
* Resolve 95% of all call queries with the first call

» Notification to the MCE of call breaches or system downtimes within one hour

3.6.5  E-Prescribing

The MCE shall support e-Prescribing services. Much of the e-Prescribing activity is supported by
prescribing providers through web and office-based applications or certified electronic health record (EHR)
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systems to communicate with the pharmacies. When EHR systems are used, the MCE shall supply the EHR
systems with information about member eligibility, patient history and applicable PDL or drug formulary.

3.7 Behavioral Health Services

The MCE must provide behavioral health services, which include mental health and substance abuse
services, according to the requirements in this section. In doing so, the MCE must ensure that behavioral
health services are provided as part of the continuing care and must demonstrate that behavioral health
services are integrated with physical care services. The MCE must develop protocols to do the following:

e Provide care that addresses the needs of members in an integrated way, with attention to the
physical health and chronic disease contributions to behavioral health.

e Provide a written plan and evidence of ongoing, increased communication between the PMP, the
MCE, and the behavioral healthcare provider.

¢ Coordinate management of utilization of behavioral healthcare services with Medicaid
Rehabilitation Option (MRO) services and services for physical health.

e Address the unique behavioral health and developmental needs of wards, foster children and
former foster children, including, but not limited to (i) frequent psychiatric inpatient utilization;
(i1) psychotropic medication use; and (iii) assisting children as they age out of the foster care
system.

The MCE must provide all medically necessary community-based, partial hospital and inpatient hospital
behavioral health services as identified in Attachment E of the Scope of Work. MCEs must pay community
mental health centers (CMHCs) at no less than the following:

e The IHCP FFS rate for any covered non-MRO service that the CMHC provides to a Hoosier Care
Connect member.

e The Medicare rate or 130% of Medicaid FFS rate for any covered non-MRO service that the
CMHC provides to a Hoosier Care Connect member.

The MCE provides behavioral health services through hospitals, offices, clinics, in home, at school and
other locations, as permitted under state and federal law. A full range of services, including crisis services,
indicated by the behavioral healthcare needs of members, must be available to members.

Behavioral health services codes billed in a primary care setting must be reviewed for medical necessity
and, if appropriate, be paid by the MCE.

The MCE must ensure the availability of behavioral health crisis intervention services 24 hours a day, 7
days a week.

The MCE must allow members to self-refer to any behavioral healthcare provider in the MCE’s network
without a referral from the PMP or without MCE authorization. Members may also self-refer to any IHCP-
enrolled psychiatrist.

The MCE contractually mandates that its behavioral healthcare network providers notify a member’s MCE
within 5 calendar days of the member’s visit and submit information about the treatment plan, the
member’s diagnosis, medications, and so forth. Disclosure of mental health records by the provider to the
MCE and to the PMP is permissible under the Health Insurance Portability and Accountability Act
(HIPAA) and state law (IC 16-39-2-6(a)) without consent of the patient, because it is for treatment.
However, consent from the patient is necessary for substance abuse records.

The MCE must develop mechanisms for facilitating communication between behavioral health and
physical health providers to ensure the provision of integrated member care. Incentive programs, case
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managers, behavioral health profiles and so forth, are mechanisms to ensure care coordination and the
reciprocal exchange of health information between physical and behavioral health providers. The MCE
must require the behavioral health provider to share clinical information directly with the member’s PMP.

3.7.1 Behavioral Health Provider Network

The state requires MCEs to develop a sufficient network of behavioral health providers to deliver the full
range of behavioral health services. The network must include psychiatrists, psychologists, clinical social
workers and other licensed behavioral healthcare providers. In addition, MCEs must provide inpatient care
for a full range of mental health and substance abuse diagnoses. All services covered under the clinic
option must be delivered by licensed psychiatrists and health service provider in psychology (HSPP) or by
an advanced practice nurse or person holding a master’s degree in social work, marital and family therapy,
or mental health counseling.

The MCE must train its providers to identify and treat members with behavioral health disorders, and must
train PMPs and specialists on when and how to refer members for behavioral health treatment. The MCE
must also train providers to screen and treat individuals who have co-existing mental health and substance
abuse disorders. The MCE is responsible for ensuring that its behavioral health network providers are
trained in cultural diversity and can respectfully and effectively interact with individuals with varying
racial, ethnic, and linguistic differences. The MCE must provide to the state its written training plan,
including dates, methods (such as seminar, web conference), and subject matter for integration and cultural
competency training.

3.7.2 Case Management for Members Receiving Behavioral
Health Services

The MCE must provide case management for members receiving behavioral health services, and for any
member at risk for an inpatient psychiatric or substance abuse hospitalization. The MCE must ensure the
coordination of physical and behavioral healthcare among all providers treating the member. At least
quarterly, the MCE must send a behavioral health profile to the respective PMP. The behavioral health
profile lists physical and behavioral treatment received by the member during the previous reporting period.
Information about substance abuse treatment and HIV/AIDS should only be released if member consent
has been obtained.

The MCE must employ or contract with case managers with training, expertise, and experience in
providing case management services for members receiving behavioral health services. At a minimum, the
MCE must provide case management services for any member at risk for inpatient psychiatric or substance
abuse hospitalization, and for members discharged from an inpatient psychiatric or substance abuse
hospitalization, for no fewer than 90 calendar days following that inpatient hospitalization. Case managers
must contact members during an inpatient behavioral health hospitalization or immediately when they are
notified of a member’s inpatient behavioral health hospitalization. The case managers must schedule an
outpatient follow-up appointment to occur no later than seven calendar days following discharge for the
inpatient behavioral health hospitalization.

Case managers must use the results of health screenings and more detailed health assessments to identify
members who need case management services. Case managers must also monitor members receiving
behavioral health services who are new to the MCE’s plan to ensure that the members are linked to
appropriate behavioral health providers. The case manager must monitor whether members are receiving
appropriate services and whether members are at risk of over- or under-utilizing services. The state must
provide access to Core Medicaid Management Information System (CoreMMIS) to allow the MCE to
monitor MRO utilization, which is covered by Medicaid FFS. The state shall provide data to the MCE on
members eligible for MRO and 1915(i) Home- and Community-Based Services (HCBS) services. The
MCE shall use this data to ensure coordination with these carved-out services.
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Case managers must regularly and routinely consult with the member’s physical and behavioral health
providers to facilitate sharing of clinical information, and to develop and maintain a coordinated physical
health and behavioral health treatment plan for the member. In addition, with the appropriate consent, case
managers must notify PMPs and behavioral health providers when a member is hospitalized or receives
emergency treatment for behavioral health issues, including substance abuse. Case managers must provide
this notification within seventy-two (72) hours of the hospital admission or emergency treatment.

3.7.3 Behavioral Health Care Coordination

