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1932(a)1)A) A.  Section 1932(a) 1Y(A) of the Social Security Act.

The State of Iowa enrolis Medicaid beneficiaries on a mandatory basis into
. managed care entities {managed care organization (MCOs) and/or primary care case
- managers (PCCMs)) in the absence of section 1115 or section 1915(b) waiver
authority. This authority is granted under section 1932(a)(1)(A) of the Social
Security Act (the Act). Under this authority, a state can amend its Medicaid state
plan to require certain categories of Medicaid beneficiaries to enroll in nmanaged
care entities without being out of compliance with provisions of section 1902 of the
Act on statewideness (42 CFR 431.50), freedom of choice (42 CFR 431.51) or
comparability (42 CFR 446.230). This authority may nof be used to mandate
enroliment in Prepaid Inpatient Health Plans (PIEIPs), Prepaid Ambulatory Health
Plans (PAHPs), nor can it be used to mandate the enroliment of Medicaid
beneficiaries who are Medicare eligible, who are Indians (unless they would be
enrolled in certain plans—see D.2.ii. below), or who meet certain categories of
“special needs” beneficiaries (see D.2.jii. - vil. below)

B. {eneral Description of the Program and Public Process.
For B.1 and B.2, place a check mark on any or all that apply.

1932{a)(1)B)XH) 1.  The State wili confract with an
1932{a)(1)(B)i)
42 CFR 438.50(b)(1) i MCO
____ii.  PCCM (including capitated PCCMs that gualify as PAHPs)
X _ili. Both

42 CFR 438.50(bX2) ' 2. The payment method to the contracting entity will be:
42 CFR 438.50(b)(3)
X i fee for service;
X_ii. capitation;
jii. acase management fee;
iv. abonus/incentive payment;
____v. asupplemental payment, or
X vi. other, (Please provide a description below).

PCCM-providers will receive a monthly payment for members enrolied with them which will be an administration
fee for the performance of coordination and consolidation of care. Payments for state plan services will be made
under the regular Medicaid payment structure.

MCOs will be paid a capitation payment which will be payment in full for all services contracted and intended to be
provided by the MCO.
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A.  General Descrigﬁon of the Program

I

This program is called Medical Managed Health Care (MHC). All Medicaid members as described in
Section D are required to earoll in either & managed care organization {MCO), also known as a health
maintenance organization (HMO), o into the MediPASS program, a primary care case management
(PCCM) program. Those deseribed in Section E are not subject to mandatory enroliment.

The objectives of this program are to reduce costs, reduce inappropriate utilization, and ensure adequate
access to care for Medicaid recipients. s

This program is intended to enroll Medicaid members In MCOs, which will provide or authorize all .

primary care services and all necessary specialty services, or into the MediPASS program, where the
assigned medical practitioner will authorize all primary care services and all necessary specialty services.
The MCO or the MediPASS assigned practitioner will act as the patient mahager {(PM). The PM is
responsible for monitoring the care and utilization of non-emergency services. Neither emergency nor
famnily planning services are restricted under this program.

The PM will assist the participant in gaining access to the health care system and will monitor the
participant’s condition, health care needs, and service delivery on an ongoing basis. The PM will be
responsible for locating, coordinating, and monitoring all primery care and other covered medical and
rehabilitation services on behalf of members enrolled in the program.

Members enrolled under this program will be restricted to receive covered services from the PM or upon
referral and authorization of the PM. The Patient Manager will manage the member’s health care delivery.
The MHC program is intended fo enhance existing provider-patient relationships and to establish a
relationship where there has been none. It will enhance continuity of care and efficient and effective
service delivery. This is accomplished by providing the member with a choice between at least two

. MediPASS PMs or a combination of one MCO and the MediPASS program. Members will have a

minimum of 10 days to make the selection but may change the initial selection at any tire within the first
90 days of enrollment and at least every 12 months thereafter (without cause). The enroliment broker
facilitates this through enroliment counseling and information distribution so members may make an
informed decision. (See Section H for more details.)

Non-MCO contractors will act as enrollment brokers in assisting eligible members in choosing among
competing health plans in order to provide recipients with more information about the range of health care
options open to them. :

The state will share cost savings with members resulting from the use of more cost-effective medical care
with recipients by eliminating co-payments for those who enroll into an MICO program. Co-payments will
apply for those services provided under the MediPASS program. '
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8. The staie requires members in MediPASS to obiain services only from Medicaid-participating providers

" who provide such services. Providers must meet reimbursement, guality, and utilization standards that are
consistent with access, quality, and efficient and economic provisions of covered care and services.
Members enrolled in MCO plans may be referred to any MCO-credentialed provider. The plan may also
choose to allow non-emergency care o be provided by other practitioners on a-case-by-case basis if it
benefiis the enrollee. |

9. MediPASS will operate in all counties of the state except in those geographical areas without an adequate
number of primary care case managers participating in MediPASS. The MCO program will operate in
counties where MCOs have confracted with the state. Mandatory assignment will only oceur if the
member has a choice between at least two MediPASS PMs or a combination of one MCO and the

MediPASS progratm.
1905(t) 3, For states that pay a PCCM on a fee-for-service basis, incentive
42 CFR 440,168 _ ' payments are permitted as an enhancement to the PCCM’s
42 CFR 438.6(c)(3)3i)(v) case management fee, if certain conditions are met.

if applicable to this state plan, place a check mark to affirm the state bas met

all of the following conditions (which are identical to the risk incentive riles

for managed care contracts published in 42 CFR 438.6(c)3Av)).

i.  Incentive payments to the PCCM will not exceed 5% of the total
FFS paymenis for those services provided or authorized by the
PCCM for the period covered.

ii. Incentives will be based upon specific activities and targets.

jii. Incentives will be based upon a fixed period of time.

iv. Incentives will not be renewed autornatically.

v.  Incentives will be made available 10 both public and private
PCCMs. '

vi. Incentives will not be conditioned on intergovernmental transfer
© agreements.

X vii. Not applicable to this 1932 state plan amendment.
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CFR 438.50(b)(4) 4. Describe the public process utilized for both the design of the program and its

initial implementation. In addition, describe what methods the state will use to
ensure ongolng public invelvement once the state plan program has been
implemented. (Example: public meeting, advisory groups.)

This program, generally referred to as Medical Managed Health Care (MHC) was developed and implemented in
July of 1990 under a 1915(b) waiver. At that time the MHC program included the PCCM component called
Medicaid Patient Access to Services System (MediPASS). At that time the MHC program also inciuded HMOs that
had contracted with the Department of Human Services to provide medical managed care services of a fraditional
nature. In 2001 the Department applied for and was granted approval of an application to operaie its MHC program
under a 1932(a) state plan amendment. This meant the exclusion of enrollment of some specific members
previously enrolled. These included Native American Tndians, Alaska Natives and children receiving
comprehensive services from the Title V agency. ‘The Departiment moved to disenroll these members from the
process. I January of 2009 Iowa saw the departure of the final HMO doing business with the fowa Medicaid
population. Consequent to that, lowa was asked by federal authorities 16 remove referenced to HMOs ki the state
plan, This was done. The purpose of this submission is simply to add those references back into the state plan so as
to allow an HMO to operate within the state in selected counties.

Considering the above, the question regarding design and initial implementation of the program is moot. However,
the Department understands the need for input in changes such as thiz and has reached out to several entities. A
letter was sent to all tribal entities in the region explaining the re-implementation of HMO activity in Towa and
asking for any input deemed necessary from the tribal perspective. No responses were received from that request,
The Department also asked all of its Medical Assistance Advisory Committee (MAAC) members for any input they
would like to provide with regard to the addition of HMO activity. The MAAC is comprised of provider .
organization leaders and Medicaid members and Is chaired by the Director of the Department of Public Health. The
MAAC contact restlted in three comments. One was 2 message with regard to assurances that the menfal heakh
services provided by the HMO would be appropriate. However, MH services are not incleded in the HMO coverage
contract, The second was seeking an assurance that family planning could continue to be obtained from any
appropriate source under coverage by the HMO. This is part of the contract with the HMO. The third asked if
dental services would be provided by the HMO. Dental will continue to be provided under the fee-for-service
system in Medicaid. In addition, the Clinical Advisory Committee flling the role of the managed health care
advisory committee (MHCAC) was presented with the intended action. This committes of physicians and other
providers had no objection.

The history of MHC in Jowa and the efforts to retrieve input from providers and members is sufficient cause to
believe that the desired effect of public input is met. ‘
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1932(a)(1)(A) 5.  The state plan program will X /will not implement mandatory
enrollment into managed care on a statewide basis. If not statewide,
mandafory . { voluntary enroliment will be implemented in the

following county/area(s):

I county/counties (mandatory}
i. county/counties {voluntary)
i, area/areas {mandatory)

iv. area/areas (voluntary)

The MHC program will be implemented and will require mandatory enroliment on a state-wide basis. However, the
MediPASS program must have a sufficient panel of primary care practitioners 1o meet the needs of the prospective
enrollment, MediPASS will operate in all counties of the state except in those geographical areas without an
adequate number of primary care case managers participating in MediPASS. The MCO program will operate in
counties where MCOs have contracted with the State. Mandatory assignment will only occur if the member has a
choice befween at least two MediPASS PMs or a combination of one MCO and the MediPASS program

C. State Assurances and Compliance with the Statute and Regulations.

If applicable to the state plan, place a check mark to affinn that compliance with the
following statutes and regulations wilt be met.

1932(a 1DEAXE 1. X The state assures that all of the applicable requirements of

1903(m) section 1903(m) of the Act, for MCOs and MCO contracts will be met.

42 CFR 438.50(cX1) . .

1932 1AM 2. X The state assures that all the applicable requirements of section 1905(t)

1905(t) - of the Act for PCCMs and PCCM confracts will be met.

42 CFR 438.50(c)(2) ' '

1902(a)(23)(A)

1932(a)( 1A} 3. X The state assures that all the appIicabie requirements of section 1932

42 CFR 438.50(c)(3) (including subpart (a)(1)(A)) of the Act, for the state's option to limit freedom
of choice by requiring recipients to receive their benefits through managed
care entities will be met. .

1932¢a){(1XA X__The state assures that all the applicable requirements of 42 CFR 431.31

42 CFR 431,51 regarding freedom of choice for family planning services and supplies as

1905(a)(4)(C) . defined in section 1905{2)(@)C) will be met.
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1932(a){ 1{A) 3. X The state assures.‘fhat all applicable managed care requirements of
42 CFR 438 42 CFR Part 438 for MCOs and PCCMs will bo met.
42 CFR 438.50(c)(4)
1903(m)
1932(a)(1)(A) 6. X__The state assures that all applicable requirements of 42 CFR 438.6(c)
42 CFR 438.6(c) for payments under any risk contracts will be met.
472 CFR 438.30(c)6)
1932(a)1XA) 7. The state assures that afl appliéable requirements of 42 CFR 447.362 for
42 CER 447.362 payments under any nonrisk contracts will be met.

42 CFR 438.50(c)(6)

45 CFR 74.40 8. The state assures that all applicable requirements of 45 CFR 9236 for

procurement of contracts will be meft.

Assurances and Compliance

1. Consistent with this description, the state assures that all the requirements of Sections 1932, 1903(m),
and 1905(t) of the Social Security Act will be met.

2. The MHC program is available in selected counties in Iowa. Mandatory enrollment provisions will not
be implemented unless a choice of at least two MediPASS PMs or a combination of MCO and the
MediPASS progiam is available. :

3. Towa has safeguards in effect to guard againsﬁ conflict of interest on the part of employees of the state
and ifs agents. :

4. Jowa will monitor and oversee the operation of the mandatory managed care program, ensuring
compliance with all federal program requirements, federal and state laws and regulations, and the
requirements of the contracts agreed upon by Wedicaid and its contractors.

5. Towa will evaluate compliance by review and analysis of reports prepared and sent to the Jowa Medicaid
agency by the contractors. Deficiencies in one or more areas will result in the confractor being reguired to
prepare a corrective action plan, which will be monitored by the lowa Medicaid agency.

6. Reports from the grievance and complaint process will be analyzed and used for evaluation purposes.

7. Towa staff will provide fechnical assistance as necessary to ensure that contractors have adequate
information and resotirees to comply with alf requirements of law and their contracts.
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Citation
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8. Towa staff will evaluate each contractor for financial viability/solvency, access and quality assurance.

1932 {(1)(A)(E)

D. Eligible groups

1. Listall eligible groups that wili be enrolled on a mandatory basis.

The MHC program is limited to the following target groups of members:

1. Families, children, and p

Act or related coverage groups.

2. embers eligible for
Program (SCHIP). (Recipient

regnant women eligible for Medicaid under Section 1931 of the Social Security

Medicaid through the Medicaid expansion under the State Child Health Insurance
s in the Towa’s separate SCHIP program are not enroiled in mmanaged health care.)

2 Mandatory exempt groups identified in 1932(&)(1)(A)(i) and 42 CFR 438.50,

Use 2 check mark to affirm if there is voluntary-enrolment any of the
following mandatory exempt groups.

Recipients who are also eligible for Medicare.

1932(a)(2XB) i.

42 CFR 438(d)(1) )
I enroliment js voluntary, describe the circumstances of enroliment.
(Example: Recipients who become Medicare eligible during mid-
enrollment, remain eligible for managed care ond are not disenrolled info
fee-for-service.)

1932(a)(2X(C) il Indians who are members of Federally recognized Tribes except when

42 CFR 438(d)(2) the MCO or PCCM s operated by the Indian Health Service or an Indian
Heglth program operating under a contract, grant or cooperative agreement
with the Indian Health Service pursuant to the Indian Self Determination
Act; or an Urban Indian program operating tnder a contract or grant with
the Indian Health Service pursuant to title V of the Indian Health Care
Improvement Act. '

1932(a)(2){A)() _ Hi. Children under the age of 19 vears, who are eligible for Supplemental

42 CFR 438.50((3)(1) Security Income (SSI) undet title XVI.

1932(a)(2)(A XD iv. Children under the age of 19 years who are eligible under
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42 CFR 438.50(d)3)(1i) 1902(e}(3} of the Act.
1 SIAB)2AUY) v. Children under the age of 19 years who are in foster care or other ouf-of-
42 CFR 438.50(3)(iil) the-home placement. :
1932(a32)AXIV) vi. Children under the age of 19 years who are receiving foster care or -
42 CFR 438.50(3){(iv) adoption assistance under title IV-E.
1932(a}2)(AXID vii, Children under the age of 19 years who are receiving services througha
42 CFR 438.50(3)(v} family-centered, community based, coordinated care system that receives

grant funds under section 501{a)(1 (D} of title V, and is defined by the state
in terms of either program participation or special health care needs.

B. Identification of Mandato;y' Ex’cfngt Grouns

1932(a)(2) ‘ 1. Describe how the state defines children who receive services that are funded
42 CFR 438.50(d) under section S01(a)(1XD) of title V, (Examples: children receiving services
af a specific clinic or enrolled in a particular program. )

Children under age 19 receiving services through 2 family centered, community-based coordinated care system
receiving grant funds under Section 501(a)(1)D) of Title V. Members that are not excluded from enroilment
under this subsection are defined as children with special health-care needs that are receiving direct financial
agsistance from the State’s Maternal and Child Health Care program. : '

Afier consnitation with the State’s Maternal and Child Health agency, an agrecment was made that these
recipients will be identified using appropriate medical status codes from the Medicaid Management Information
System and through a data file transfer undertakén monthly between the Title V Agency and the Department of
Human Services. Any additional recipients that would be affected by this subsection will be requested to identify
themselves in the enrollment process.

If Towa’s Maternal and Child Health Care program identifies any child for whom they are providing
comprehensive services in that program whé iz enrolled in MEC, arrangements will be made to immediately
disenroll the child from MHC with the appropriate exclusion code. Services provided to such children will not
require authorization. Providers will be given emergency authorizations for claims processing until the child can
be disenrolled.
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1932(a}(2} " 2. Place a check mark to affirm if the state’s definition of title V children
42 CFR 438,50(d) is deterrined by: '
X _i. program participation,
i special health care needs, or
iiil. both
1932(a}(2) ' 3. Plece a check mark to affirm if the scope of these title V services
42 CFR 438.50(d) is received through a family-centered, community-based, coordinated
care systemn. :
X i yes
i, mo
193aX2) 4. Describe how the state identifies the following groups of children who are exernpt
42 CFR 438.50 {d) from mandatory enrollment: (Examples: eligibility database, self- identification)

i

i,

iii.

_ Children under 19 years of age who are eligible for 8] under title XV,

These members are assigned a specific aid type within the Jowa
Automated Benefits Caleulation system' from the SSNI (Title XiX)
database. Any members specified as falling into this identified coverage -
group are not atlowed enrollment through the Managed Care SubSystem

" of the MMIS.

Children under 19 years of age who are eligible under section 1902
(e)(3) of the Act;

These members ate assigned a specific aid type within the Jowa
Auntomated Renefits Calculation system from the SSNI (Title XIX)
database. Any members specified as falling into this identified coverage
group are not allowed enrollment through the Managed Care SubSystem
of the MMIS.

Children under 19 years of age who are iri foster care or other out-

~of-home placement;

These members are assigned a specific FBU (family base unit) number
within the Jowa Automated Benefits Calculation system from the SSNI
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State:;; TOWA
Citation
1932(a)(2) 5.
42 CFR 438.50{d}
1932(a)(2) . © 6.

42 CFR 438.50(d)

{Title XIX) database. Any members specified as falling Into this
identified coverage gioup are not allowed enrollment through the
Managed Care SubSystem of the MMIS.. ' -

iv. Children under 19 years of age who are receiving foster care or
adoption assistance.

These members are assigned a specific ald type within the lowa
Automated Benefits Calculation system from the SSNI (Title XIX)
database. Any members specified as falling into this identified coverage
group are not atlowed enrollment through the Managed Care SubSystem
of the MMIS.

Describe the state’s process for allowing children to request an exemption from
mandatory enroliment based on the special needs criteria as defined in the state
plan if they are not initially identified as exempt. (Example: self~identification)

The Departinent does not wish to interrupt any existing provider/patient
relationship that has resulted in the mutually beneficlal actions leading to
appropriate care management. For this reason, any member or guardian may
request an exception to the policy of mandatory enrollment. The Director will
consider all aspects of the request before making a decision fo act upon the
request. - :

Describe how the state identifies the following groups who are exempt from
mandatory enrollment into managed care: (Examples: usage of aid codes in the
eligibility system, self- identification) -

i. Recipients who are also eligible for Medicare,

Medicare eligible members are assigned a specific aid type within the
Towa Automated Benefits Calculation systern, Any member who isso
designated will be excluded from the enrollment assignment process.

if. . Indians who are members of Federally recognized Tribes except when
the MCO or PCCM is operated by the Indian Health Service or an
Indian Health program operating under a contract, grant or cooperative
agreement with the Indian Health Service pursuant to the Indian Self
Determination Act; or afi Urban Indian program operating under a
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47 CFR 438.50 E.

42 CFR 438.50 G.

H,

1932(2)(4)
42 CFR 438.50

contract or grant with the Indian Health Service pursuant fo title V of
the Indian Health Care Imeprovement Act.

lowa’s eligibility system (the Automated Benefit Calculation system)
contains a field for ethnicity which caseworkers use to document
whether a person applying for benefits is a member of a federally
recognized tribe. This already. existing indicator will be unsed to
exempt American Indians from the mandatory enrollment process in
Medicaid managed care.

Currently, the Mesquaki Tribe is the only Federally recognized .
American Indian Tribe in lowa, It is a subset of the Sac and Fox of
the Mississippl. The Jowa Tribe has fewer than 1,500 enrolled
members. The improving economic conditions on the Mesquaki
Setilement, primarily due to casino revenue, have resulted in a
significant growth trend and a 200% birth rate increase since 1992.
The Automated Benefit Caloulation system will identify any Mesquaki
members (as well as members of other fribes) who participate in
Medicaid.

List other eligible groups (not previously mentioned) who will be exempt from
mandatory enroliment

Members enrofied in the Medically Needy program

List all other eligible groups who will be permitted 1o enroli on a voluntary basis

None

Enrollment process.
1. Deéfinitions

i An existing provider-recipient relationship is one in which the
provider was the main source of Medicaid services for the recipient
during the previous year. This may be established through state
records of previous managed care enrollment or fee-for-service
experience, or through contact with the recipient.
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i A provider is considered to have "raditionally served” Medicaid
_ recipients if it has experience in serving the Medicaid population.
1932(a}(4)y 2. State process for enrollment by default.

42 CFR 438.59

Describe how the state’s default enrollment process will preserve:
i the existing provider-recipient relationship (as defined in H.1.1)

The defanlt selection for 2 member with a history of enrollment in the managed
health care program will be to put the member with the last selection made by the
member for either the MediPASS PM or the HMO, where applicable. The default
enrollment algorithm for any member new to the system will cause a defauit
enrollment to a practitioner in the same zip code as the member residence or as
near as possible to the residence of the member. The default enrollment may be
changed by the member.

Towa allows MCOs/PHPs or primary care cage managers to assist in enroliing
beneficiaries. There are times when the MCO or the MediPASS provider’s office
might be the initial point of contact with the MHC recipient. In order fo process
the recipient’s enrollment choice efficiently, the Department does allow forthe -
enrollment choice to be communicated to the enrollment broker from the MCO or
the MediPASS provider’s office. However, there are some safeguards in place to
ensure that the correct enrolhment is processed and that the choice is truly from
the recipient.

The MCOs” and MediPASS providers’ offices are able tohave a supply of MHC
enroliment forms at their location. The enrollment form does tequire the
signature of the case name (Medicaid applicant) in order to be accepted and
processed by the enroliment broker. Telephone calls from either place will
requife that the person listed as the case name be on the phone making the
enrollment choice.

i the relationship with providers that have traditionally served
Medicaid recipients (as defined in H.2.ii).

The MediPASS program requires that the PM be enrolled and participating
with the Jowa Medicaid program. This does not camry any specific volume or
timelines for such Medicaid program participation but does seek to.give
providers with-a history of participation a degree of familiarity with the
Medicaid program.
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State: - IOWA
Citation
1932(a)(4) 3,
42 CFR 438.50

iit.

the equitable distribution of Medicaid recipients among qualified
MCOs and PCCMs available to enroll thetn, (excluding those that are
subject to intermediate sanction described in 42 CER 438.702(2)(4);
and disenrollment for cause in accordance with 42 CFR 438,56
(QX2}. (Example: No aulo-assignments will be made if MCO meets a
certain percentage of capacity.) )

The enrollment algorithm for default enrollments first looks at the history of
participation by the member in the managed health care program. When such
a history is noted, the default enrollment will be to the last provider with
whom the member was enrolled if fhat provider s still available to the
member. A MediPASS PM may specify the area to be served which could
inélude the county in which the practice is located and all contiguous counties,
In those counties where an FIMO is an option, the algorithm will split default
enroliments equitably between the HMO and the available MediPASS PMs
after the defanlt first looks for a history within managed heaith care.

As part of the state’s discussion on the default enrollment process, include
the following information:

i.

it,

il

The state will use a lock-in for managed care managed care.

The time frame for recipients to choose a health plan before being auto-
assigned will be a minimer of 10 calendar days.

Describe the state's process for notifying Medicaid recipients of their
anto-assignment. (Example: state generated correspondence.)

Describe the state's process for notifying the Medicaid recipients who
are auto-assigned of their right to disenroll without canse during the
first 90 days of their enrollment (Examples: state generated
correspondence, HMO envollment packets etc.)

v, Describe the default assignment algorithm used for auto-assignment.
(Examples: ratio of plans in a geographic service area to polential
eroliees, usage of quality indicators.)
TN No. JA-12-002 £ 3 904 AFE PR
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vi. . Describe how the state will monitor any changes in the rate of default
assignment. (Example: usage of the Medical Management Information
System (MMIS), monthly reports generated by the evvollment broker)

Fnrollment and Disenrollment

1. All members will be given the opportunity to choose from at least two MHC providers including
enrollment into an MCO where this option is available, Ifa member has a prior provider relationship that
they wish to maintain, the earollment broker will assist that member in choosing a managed care entity that
will maintain this relatfonship. Iowa contracts with an independent contractor o conduet the enrollment
process and related activities. The enroliment broker performs services and supplies information as
follows to facilifate the enrollment process: '

a.  Under direction and oversight by the Department, recruit MediPASS patient managers for the
PCCM model of the program. '

b.  Review provider access for each county quarterly to assure appropriate primary care access for the
enrollees, This allows the Department to determine if the default enroliment algorithm is operating
properly and make adjustments as needed. Other reports generated both monthly and quarterly
mmonitor the volume of active enrollees by county and demonstrates the number who accepted the
default versus making an active selection.

c. Answer MHC-related questions from members and providers.

" 4. Prepare envollment materials for MHC program, for Department approval, and store ali MHC
materials (MCO, MediPASS and MHC in general). ' ‘

e, Process ﬁew enroliment packets for those MHC eligibles identified by the Department. |

£ Process the member’s choice of MHC option.

g Log aii grievances and reéuests for special authorization from MediPASS enrollees.

k. Review member’s request for enfollmeﬁt change during EPP for good cause.

i, Perform various quality assurance activities for the MEIC program. This includes but is not limited
to; paid claim audits, 24-hour access audit, appointment system survey, encounter data validation,

review and approval of special authorization for MediPASS enrollees, member and provider
educational correspondence, and utilization review for MediPASS providers.

TN No._1A-12-002 o - WA 01 o0
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i Supplies an enrollment packet to the member that includes individual MCOs” informing materials

and information supplied by the state. This will include a letter indicating the defenlt selection
made by the Department. :

Provides enroliment counseling which includes:

(1) Inquiring about patient/provider experience and preference.

(2)  Providing information on which MCOs or MediPASS PMs are available to maintain a prior
patient-provider relationship.

(3)  Facilitating direct contact with individual MCOs, as necessary.

(4)  Providing any information and education concerning the enroliment process, individual
MCOs’, benefits offered, the enrolimens packet, and any of the other insformation provided
for in this section. :

If the member fails to choose an MCO or MediPASS PCCM provider within a minimum of 10
calendar days after receiving enroliment materials, the Department assigns the member to a PCCM
or MCO. A letter Is sent to the member after the last day to make a change for the coming month
indicating their MediPASS PCCM provider for the coming month. :

Towa allows MCOs/PHPs or primary care case managers to assist in enrolling beneficiaries, There
are times when the MCO or the MediPASS provider’s office might be the initial point of contact
with the MHC member. In .order to process the member’s enrollment choice efficiently, the
Department does allow for the enrollment choice to be communicated to the enroliment broker from
the MCO or the MediPASS provider’s office. However, there are some safeguards in place to
ensure that the correct enrollment is processed and that the choice is truly from the member.

The MCOs’ and MediPASS providers® offices are able to have a supply of MEC enrollment forms
at their location. The enrollment form does require the signature of the case name (Medicaid
applicant) in order to be accepted and processed by the enrollment broker. Telephone calls from
either place will require that the person listed as the case name be on the phone making the
enrollment choice,

2 Default enrollment will be based upon maintaining prior provider-patient relationships or, where this is not
possible, on maintaining an equitable distribution among managed care entities. The default algorithin will
cause an equal split between HMO and MediPASS in those counties where both options are available,
However, any member previously enrolled with either option will be kept with that option if it is still
available. ' '

3. Informatiot in an easily understood format will be provided to members on providers, enrollec rightsand
responsibilities, grievance and appeal procedures, covered items and services, benefits not covered under
the managed care arrangement, and comparative information among managed care entities regarding
benefits and cost sharing, service areas, and quality and performance (to the extent available).
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4. Any selection or assignment of an MCO or PCCM may be changed at the request of the member for the

10,

11

12,

following “good cause” reasons: poor quality of care, lack of access fo special services or other reasons
satisfactory to the Department. Some examples of these reasons would be if a new MHC option becomes

" available in the enrollees’® county, or if a provider within a network were to leave and that provider's

patients/enroliees wish to change options to continue the same doctor/patient relationship, Wheneveran
enrolice is receiving prenatal care, there is a ‘good cause’ reason for allowing the enrollee to change
options to maintain the existing doctor/patient relationship. Recipients may disenroll at any time for good
cause. '

During the first 90 days of the initial enroliment and the first 90 days of enrollment each nine months after
the date of the initial enrollment, the recipient can change from one MCO or PCCM to another without
cause. After 90 days, the merber may not change the enrollment choice without good cause. This titme is
known as the extended participation program or EPP. Members ere sent a letter after the default selection
or the member’s selection becomes valid in which the member is advised that a change may be made
within the first 90 days of the enroliment,

Enrollees will be 'provided notification 60 days befors the end of a lock-in period (EPP) of their
opportunity to make a new choice of MCO or PCCM.

Enrollees will be given an opporfunity to change MCOs or PCCMs and will be sent a nofice to that effect.

MCOs and PCCMs will not discriminate against individuals eligible to be covered under the confract on
the basis of health status or need of services,

The MCO and PCCMs will not terminate enrollment because of an adverse chaﬁge in the recipient’s
health, A ’

An enrollee who is terminated from an MCO or PCCM solely because the enrollee has lost Medicaid
eligibility for a period of two months or less will automatically be re-enrolled into the same MCO or
PCCM upon regaining eligibility.

As stated in #5 above, an enrollment period shall not exceed nine months. An enrollee may disenrol]
following the initial 90 days of any period of enroliment if al of the following circumstances occur:
a. The enrollee submits a request for disenrollment to the Department citing good cause for
'digenrollment.
b.  The request cites the reason or reasons why the recipient wishes to disenroll.
¢.  The Department determines good cause for disénroliment exists.

The member will be informed at the time of enroliment of the right to disenroll.

TN No._1A-12-002
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13, Anenrollee will be allowed to choose his or her heaith professional i the MCO to the extent possible and
appropriate and will be allowed to change his or her health professional as often as requested per the policy
of the MCO. Changes made for good cause are not considered as a request for change if the MCO sels a
number of changes allowed yearly. '

14.  Enrollees will have access to specialists to the extent possible and appropriate and female enrollees will
have direct acoess {0 women's health services.

1932(a)(4) ' I.  State assurances on the enrvollment process

42 CFR 438.50

Place a check mark to affirm the state has met all of the applicable requirements of

choive, enrollment, and re-enroliment.

i

K The state assures it has an enrollment system that allows recipients who are

" already envolled to be given priority to continue that enroliment if the MCO or

PCCM does not have capacity o accept all who are seeking enroliment under
the program. '

X ‘The state assutes that, per the choice requirements in'42 CFR 438.52,
Medicaid recipients enrolled in either an MCO or PCCM mode! will have a
choice of at least two entities unless the area is considered rural as defined in 42
CFR 438.52(b)(3). '

The state plan program applies the rural exception to choice requirements of
42 CFR 438.52(z) for MCOs and PCCMs. '

_X__This provision is not applicable to_fhis 1932 State Plan Amendment,
_The state fimits enroliment into & single Health Insuring Organization {(HIO),
if and only if the HIO is one of the entities described in section 1932(2)(3)(C) of
the Act; and the recipient has a choice of at least two primary care providers
within the entity. {California only.) : :
X This provision is not applicable to this 1932 State Plan Amendment.
X__The state applies the automatic reenrollmenf provision in accordance
with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she
ioses Medicaid eligibility for a period of 2 months or less.

____This provision is not appﬁéabie to thig 1932 State Plan Amendment.

1932{a}{4) I Disengrollment
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42 CFR 438.50
1. The state will use lock-in for managed care.
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1932(2)(5)
42 CFR 438.50
42 CTR 438.10

- 19322} 5D}
1805(1) ‘

1932 (a)(1){AX()

2. The lock-in will apply for 9 months (up to 12 months).
3. Place a check mark to affirm state complance.

X The state assutes that beneficiary requests for disenrollment {with and
without cause) will be permitted in accordance with 42 CFR 438.56(c).

4. Describe any additional circumstances of “canse” for disenroliment (if any).

Information requirements for beneficiaries

" Place a check mark to affirm state compliance.

X The state assures that its state plan program is in compliance with 42 CFR
438.10(3) for information requirements specific to MCOs and PCCM programs
operated under section 1932(a)(1)(AXH) state plan amendments, (Place a check
mark to affirm state compliance.)

L. List all services that are excluded Tor each model (MCO & PCCM)

LI SO A EAC AR LY S IS b I IS S S Sl L e

The following are excluded for both the MCO and PCCM:

Services delivered for the purpose of treating a mental health or substance abuse disorder.

Dental Services

Prescription Drugs

ICF/MR

Nursing Facility

HCBS Waiver Services
Educational Services
Residential Care Facility

PACE

Transportation (non-emergency)

M.

Selective contracting under a 1932 state plan option

To respond to items #1 and #2, place a check mark. The third item requires a brief
narrative. ‘

1. The state will Jwillnot X intentionally Iimit the number of entities it

contracts under 2 1932 state plan option.
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2. X  The siate assures that if' it limits the sumber ef contracung entmes, this
limitation will not subsmntiaily impair beneficiary access to services.

3, Describe the criterfa the state uses to Hmit the number of entities it contracts
under a'1932 state plan option. (Example: ¢ limited monber of providers and/or
enrollees) Not Applicable

4. X ‘The selective contracting provision in not applicable to this state plan.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of
information unless it displays & valid OMB control number. The valid OMB conirol number for this information

collection is 0938-0933, The time required to complete this information collection is estimated to average 10 hours

per response, including the time to review instructions, search existing data resources, gather the data needed, and

complete and review the information collection. If you have comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Atti: PRA

Reporis Clearance Officer, Mail Stop C4«26-v05 Baltimore, Maryland 21244-1850

CMS-10120 {exp. 2/11/2011)
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