CMS REQUIRED AMENDMENTS

General Amendment 1. - All references to medical necessity as they relate to the provision of mental health services are hereby replaced with “psycho-social necessity”.

General Amendment 2 - All referenced to medical necessity as they relate to the provision of substance abuse treatment services are hereby replaced with “service necessity”.

5E.1.2 – Amended to add underlined text as follows:

Names, locations, telephone numbers of, and non-English languages spoken by current contracted providers in the enrollee’s service area, including identification of providers that are not accepting new patients. For MCOs, PIHPs, and PAHPs this includes, at a minimum, information on primary care physicians, specialists, and hospitals. 

p. The process and procedures for obtaining emergency services, including use of the 911-telephone system or its local equivalent.

q. The locations of any emergency settings and other locations at which providers and hospitals furnish emergency services and poststabilization services covered under  the contract.
r. The post-stabilization care services rules set forth at § 422.113(c) of this chapter.
5E.1.10 – Amended to add underlined text as follows:
Replace the second bullet with the following:

· Physician incentive plans as set forth in 42 CFR 438.6(h).

New Section 5F

Automatic reenrollment.  If the State plan so specifies, the contract must provide for automatic reenrollment of a recipient who is disenrolled solely because he or she loses Medicaid eligibility for a period of 2 months or less.

3.6.8 – Amended to add underlined text as follows:
Compliance with Other State and Federal Laws and Regulations. All contracts must comply with all Federal and State laws and regulations including title VI of the Civil Rights Act of 1964; title IX of the Education Amendments of 1972 (regarding education programs and activities); the Age Discrimination Act of 1975; the Rehabilitation Act of 1973; and the Americans with Disabilities Act.  Each MCO, PIHP, PAHP or PCCM must comply with any other applicable Federal and State laws (such as Title VI of the Civil Rights Act of 1964, etc.) and other laws regarding privacy and confidentiality.  Each MCO, PIHP, PAHP, and PCCM must comply with any applicable Federal and State laws that pertain to enrollee rights and ensure that its staff and affiliated providers take those rights into account when furnishing services to enrollees.

New Section 4.2.8

Additional rules. The entities specified in 42 CFR 438.114(b) may not limit what constitutes an emergency medical condition on the basis of lists of diagnoses or symptoms.

Post stabilization care services are covered and paid for in accordance with provisions set forth at 42 CFR 422.113(c):  Financial responsibility--pre-approved. The entity is financially responsible for post-stabilization services obtained within or outside the entity that are pre-approved by a plan provider or other entity representative.

Financial responsibility--no pre-approval. The contracting entity is financially responsible for post-stabilization care services obtained within or outside the entity that are not pre-approved by a plan provider or other entity representative, but administered to maintain the enrollee's stabilized condition within 1 hour of a request to the entity for pre-approval of further post-stabilization care services.

Financial responsibility--no pre-approval. The contracting entity is financially responsible for post-stabilization care services obtained within or outside the entity that are not pre-approved by a plan provider or other entity representative, but administered to maintain, improve or resolve the enrollee's stabilized condition if—

· the organization does not respond to a request for pre-approval within 1 hour;

· the organization cannot be contacted; or

· the organization representative and the treating physician cannot reach an agreement concerning the enrollee's care and a plan physician is not available for consultation. In this situation, organization must give the treating physician the opportunity to consult with a plan physician and the treating physician may continue with care of the patient until a plan physician is reached or one of the criteria of 422.133(c)(3) is met.

Limit charges. The organization must limit charges to enrollees for post-stabilization care services to an amount no greater than what the organization would charge the enrollee if he or she had obtained the services through the organization.

End of financial responsibility.  The organization's financial responsibility for post-stabilization care services it has not pre-approved ends when:

· a plan physician with privileges at the treating hospital assumes responsibility for the enrollee's care;

· a plan physician assumes responsibility for the enrollee's care through transfer; 

· an organization representative and the treating physician reach an agreement concerning the enrollee's care; or

· the enrollee is discharged.
Amend 6.3 to add the following:
Medical Record Content – Is consistent with the utilization control requirement of Part 456.

New Section 5C.1.24
In establishing and maintaining the network, the entity must consider the following:

· The anticipated Medicaid enrollment,

· The expected utilization of services, taking into consideration the characteristics and health care needs of specific Medicaid populations represented in the particular MCO, PIHP, and PAHP,

· The numbers and types (in terms of training, experience, and specialization) of providers required to furnish the contracted Medicaid services,

· The numbers of network providers who are not accepting new Medicaid patients,

The geographic location of providers and Medicaid enrollees, considering distance, travel time, the means of transportation ordinarily used by Medicaid enrollees, and whether the location provides physical access for Medicaid enrollees with disabilities.

4.2.1 – Amended to add underlined text as follows:
Second Opinion. The contract must require that the entity provide for a second opinion from a qualified health care professional within the network, or arrange for the ability of the enrollee to obtain one outside the network, at no cost to the enrollee.

5C.1.1 – Amended to add underlined text as follows:
The Contractor must document that the network is adequate for the anticipated number of enrollees for the service area and must maintain a network of providers that is sufficient in number, mix, and geographic distribution to meet the needs of the anticipated number of enrollees in the service area.
The contract must require that the entity submit the documentation assuring adequate capacity and services as specified by the State, and specifically as follows, but no less frequently than:

· At the time it enters into a contract with the State.

· At any time there has been a significant change (as defined by the State) in the entity's  operations that would affect adequate capacity and services, including--

· Changes in services, benefits, geographic service area or payments, or;

· Enrollment of a new population in the MCO, PIHP, or PAHP.
5A.7 – Amended to add underlined text as follows:
Primary care and coordination of health care services. The contract must require that the entity implement procedures to:
· coordinate the services the MCO, PIHP, or PAHP furnishes to the enrollee with the services the enrollee receives from any other MCO, PIHP, or PAHP.

· share with other MCOs, PIHPs, and PAHPs serving the enrollee the results of its identification and assessment of any enrollee with special health care needs (as defined by the state) so that those activities need not be duplicated.

Enrollees with special health care needs - Assessment. The contract must require that the entity implement mechanisms to assess each Medicaid enrollee identified as having special health care needs in order to identify any ongoing special conditions of the enrollee that require a course of treatment or regular care monitoring. The assessment mechanisms must use appropriate health care professionals.

At State discretion, exceptions may exist for MCOs that serve dually eligible enrollees.

Enrollees with special health care needs.  Direct Access to Specialists.  For enrollees determined to need a course of treatment or regular care monitoring, the entity must have a mechanism in place to allow enrollees to directly access a specialist as appropriate for the enrollee’s condition and identified needs.  At State discretion, exceptions may exist for MCOs that serve dually eligible enrollees.

Authorization of services. The contract must require that the entity and its subcontractors have in place, and follow, written policies and procedures for processing requests for initial and continuing authorizations of services.

Timeframe for decisions.  Each contract must provide for decisions and notices within the timeframes outlined for service authorization notice of action in specified in this RFP.  

9.62.1(1) – Amended follows:
Remove reference to 42 CFR Part 438.6 in the first bullet and replace with: 42 CFR Part 438.

Section 10 Amended to add a definition as follows:

Action:  The contract must define action as the:

· Failure to provide services in a timely manner, as defined by the State; 

New Section 6.7.6

Notice of adverse action for Service Authorizations. Each contract must require the entity to notify the requesting provider, and give the enrollee written notice of any decision to deny a service authorization request, or to authorize a service in an amount, duration, or scope that is less than requested.  For MCOs and PIHPs, the notice must meet the requirements of §438.404, except that the notice to the provider need not be in writing.

Notice of Action – The MCO or PIHP must give the enrollee written notice of any action (not just service authorization actions) within the timeframes for each type of action.

The Contractor does not need to send a notice of action for a denial of payment where the action is due to the provider’s failure to adhere to contractual requirements and the enrollee cannot be held liable for payment.

Timeframes for notice of action: Denial of payment - MCO or PIHP gives notice on the date of action when the action is a denial of payment.

5A.4.2.7 – Replace with the following:
Timeframes for notice of action: Standard Service Authorization denial –The MCO, PIHP or PAHP gives notice as expeditiously as the enrollee's health condition requires and within State-established timeframes that may not exceed 14 calendar days following receipt of the request for service, with a possible extension of up to 14 additional calendar days, if the enrollee, or the provider, requests extension; or the MCO, PIHP, or PAHP justifies a need for additional information and how the extension is in the enrollee's interest (upon State request).

If the MCO, PIHP, or PAHP extends the timeframe, the contractor must give the enrollee written notice of the reason for the decision to extend the timeframe and inform the enrollee of the right to file a grievance if he or she disagrees with that decision; and issue and carry out its determination as expeditiously as the enrollee’s health condition requires and no later than the date the extension expires.

5B.2.8 – Add to this section, the following:
Appeal process: Resolution and notification the MCO or PIHP must resolve each appeal, and provide notice, as expeditiously as the enrollee’s health condition requires, within State- established timeframes not to exceed 45 days from the day the MCO or PIHP receives the appeal.

Extension -The MCO or PIHP may extend the timeframes by up to 14 calendar days if the enrollee requests the extension; or the MCO or PIHP shows that there is need for additional information and how the delay is in the enrollee’s interest (upon State request).

Requirements following extension- for any extension not requested by the enrollee, the MCO or PIHP must give the enrollee written notice of the reason for the delay.

5B.2.10 – Amended as follows:
Change v., Department’s action to Contractor’s action
5B.2.28 – Amended as follows:
Add new sentence:  In accordance with Iowa Administrative Code, the appellant may request a review of the proposed decision.
5B.2.29 – Amended by replacing with the following:
State Fair Hearing: Parties- the parties to the State Fair Hearing include the MCO or PIHP as well as the enrollee and his or her representative or the representative of a deceased enrollee's estate.

5B.3.3 – Amended as follows:
remove “14 days of receipt of all required documentation”,  and replace with “14 days from receipt of the grievance”.

DEPARTMENTS’ REQUIRED AMENDMENTS

7.5 – Amended as follows:

Strike the first paragraph and replace with the following:

Each bidder, as a mandatory part of its proposal, shall submit a bid bond or a certified check in the favor of, or made payable to, the State of Iowa in the amount of  $860,000.

6.7.1 – Amended as follows:

Strike the words “14 days” in the first bullet after the second paragraph and insert 12 days.

6.7.3 – Amended as follows:
Add the word not in the first line of the first paragraph between the words “shall” and “be”.

6.4.2 – Amended as follows:

Strike the entire section 6.4.2

General Amendment 3 - Any reference to Supported Community Living (SCL) in the RFP should be changed to Community Support Services.  Community Support Services are required services as per 441 Iowa Administrative Code Chapter 88.65(3)b(8).

A cursory definition of CSS follows along with examples:

Community Support Services

Medicaid-Iowa Plan 1915b(3)

· Community based

· Balance of support and maximizing individual independence

Components include the following

· Monitoring of mental health symptoms and functioning/reality orientation

· Ensuring client makes appointments/obtains medications

· Crisis intervention / developing crisis plan

· Communication with other providers

· Coordination and development of natural support systems for mental health

· Supportive relationships

Transportation assistance
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