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STATE OF WEST VIRGINIA
DEPARTMENT OF HEALTH AND HUMAN RESOURCES
PURCHASE OF SERVICE CONTRACT
ARTICLE I: STANDARD WEST VIRGINIA TERMS

This CONTRACT s made and entered into by and between the STATE OF WEST VIRGINIA,
DEPARTMENT OF HEALTH AND HUMAN RESOURCES (DHHR), BUREAU FOR
MEDICAL SERVICES(BMS), hereinafter referred to as the "Department,” Aetha Better
Health of West Virginiahereinafter referigto as the "Managed Care Organiza(piCO)."

WHEREAS, the Department has conducted an open solicitation for the servaoed GO
interested in entering into@ontractto provide riskbased comprehensive health services
chil dr en6s r\aces|ahkeSodiallydNecessaayrServicesq SatBhinistratiorto
selectWest VirginiaMedicaidmanaged carenrollees who are in foster carer, are receiving
adoption assistan@nd those children eligible under tBerious Emotional Disord¢ SED)
Home andCommunity Based &vices HCBS) waiver programand

WHEREAS, theMCO has demonstrated the ability to provide +issed comprehensive health
services in compliance with the program terms and requirepserads

WHEREAS, the Department has approvedNteO to provide riskbased comprehensive health
services chil drends r esi detoselectVest \drgimadedeadmanagece s, an
careenrolles who are in foster carar are receiving adoption assistanaad

WHEREAS, the Department hagpmoved the MCO to provide righkased comprehensive health
services, and Medicaid HCBS waiver to select West Virginia Medicaid managed care enrollees
whoareel i gi bl e and enroll ed thyrandugh the Depart me

WHEREAS, the MCQnustserve as an Administrative Services Organization (ASO) for the
administration of SNS and has demonstrated the ability to oversee the utilmanagement of
such services and oversight of the providers that administer them; and

NOW THEREFORE, in consideration of the foregoing recitals and of the mutual covenants
contained herein, the Department andM@O hereby agree as follows.

1. GENERAL TERMS AND CONDITIONS

Written MCO responses to Bequest foProposal(including the Departmeéd written

responses to oral and written questions, appendices, amendments, and addenda) and/or to other
formal requests by the Department for information armideents are hereby incorpadtby

reference as part of tl@@ontracthaving the full force and effect as if specifically contained

herein In the event of a cdlict in language between th@ontractand other documents

mentioned above, the following ordefrprecedencwvill apply:

A. The terms of this éntract and



B. MCO responses tthe RFP.

In construing thiContract, whenever appropriate, the singular tevidealso be deemed to
mean the plural and vieeersa Titles of paragraphs used herein are for the purpose of
facilitating ease of reference only andl not beconstrued to be a part of thi:ract.

2. CONTRACT TERM

The initial term of this Contrags-expected-commencemmencesn March1, 2020and will

end on June 30, 2028xrd-run-through-June-30,2020,-at-which-tthee The Contract may be
renewed, at the option of the Department, for three (3) successive gma(Periodswith the

first renewal option beginning on July 1, 2020 and ending 3Qn2021 This Contractmay be
renewed upon the mutual written consent oflepartmentand theMCO, with written approval

of the State of West Virginia, Department of Administratidarchasing Divisiomnd the
Attorney Gener al 0s apprbvalisasto forra ontyJdhe Ceptgrsfaee ner a |
Medicaid and Medicare Services (CM8lst review and approvhis Contractor any

amendments to therewf accordance with 42 CFR 4886.

Any request for renewal should be submitted toState of West Virgiia, Department of
Administration Purchasing Divisiathirty (30) days prior to the expiration date of the initial
Contractterm or appropriate renewal terBHHR will be responsible for submitting the request
but the MCO assumes responsibility for subimittany documentation required for a renewal.
Contractrenewalmustbe in accordance with tHgontractTerms andConditions of the original
Contract. Renewal of thiSontractis limited to successive one (1) year periods or multiple
renewal periods of less than ofig year, provided that the multiple renewal periods do not
exceedhirty-six (36)months in total. Automatic renewal of tt@®ntractis prohibited Attorney
Gener#d approval may be required ftre certainContractTerms andConditionsproposed by
the Department

In the event the Department optgémewthe Gntract, noticanustbe sent to th&1CO thirty

(30) calendadays prior to the end of tleirrentContrad period In the event a decision is made
not torenewthe Gntract, noticevill also be sent to tHdCO thirty (30) calendadays prior to
the end of theurrentContractperiod.

Any modification to thisContractwill be subject to the terms of the Rwith the capitationrates
being adjustetb reflect the correspondirigscal Y ear.

Using actuarially sound standardse Departmentvill calculatecapitation payments to the
MCO on the annual basfer the State Fiscal YeaiSFY) (plan yea)time period(i.e., SFY2L
beginsJuly 1, 2@0, and endsune 30, 2P1).

Notwithstanding the foregoingjie State of West Virginia, Department of Administration
Purchasing Divisiompproval is not required dheD e p a r t delegatediosexempt
purchases.

3. ENTIRE AGREEMENT

This Contract(includingall provisions incorporated by reference in Section laand
appendices, exhibits, rateatrices and schedules hereto) constittitesentire agreement



between the partieBlo amendment or other modification changing @ontractwill have any
force or effect unless it is in writing and duly executed by the paBad modification will be
incorporated as a written amendment toGbetract

4. CONTRACT ADMINISTRATION

This Contractwill be administered for the State BP¥H1HR. The Assistant to the Deputy
Secretaryill serve as Contracting Officer upon the execution of0datract The Contracting
Officer will bethe primary contadbr all matters related to thSontract.

5. NOTICES

Any notice rejuired under thi€ontract musbe deemed sufficiently given upon delivery, if
delivered by hand (signed receipt obtainedhoee 8) days after posting if properly addressed
and sent certified mail return receipt requeskbatices musbe adiressed as follows:

Managed Care Organization

Department

Jeff Wiseman

Assistant to the Deputy Secretary

West Virginia Department of Health and Human Resources
1 Davis Square, Suite 100E

Charleston, WV 25301

3045586052 (office phone)

Jeff. A.Wiseman@wv.gov

Said notices wilbecome effective on the date of receipt or the date specified within the notice,
whichever comes lateEither party willbe notified of an address change in writing.

All questions, requests, and other matters related to the administratimsi@ontract must be
addressedvith Jeff Wisemario be considered.


mailto:Jeff.A.Wiseman@wv.gov

ARTICLE Il: GENERAL CONTRACT TERMS FOR MANAGED CARE
ORGANIZATIONS

1. DEFINITIONS
As used throughout thiSontract,the following terms willhave the meanings set forth below.

Abusei provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the Medicaid program, or in reimieatder services that

are not Medically lcessary or that fail to meet professionally recognized standards for health
care It also includes beneficiary practices that result in unnecessary cost to the Medicaid
program.

Administrative Services Only (ASQ@)a contract to admister benefits, such as claims
processing, claims review, and network access.

Actuaryi an individual who meets the qualification standards established by the American
Academy of Actuaries for an actuary and follows the practice standards established by the
Actuarial Standards Board. In th@ontract Actuary refers to an individual who isteng on

behalf of the State when used in reference to the development and certification of capitation
rates.

Administration for Children and Families (ACF) division within the federal Department of
Health and Human Servic@@HHS) responsible for prontmg the economic and social well
being of families, child¥n, individuals and communities.

Adoption Assistancé asocial services program, under Title XX of the Social Security Act
(SSA) that provides cash assistance and/or social services to ad@rewmespvho adopt "hard
to place" foster care children who were in the custody of a local departntesdlthf and human
resource®r a childplacing agency licensed by Waétginia.

AdvanceDirectivei a written instruction, such as a living will or dulalpower of attorney for
health care, recognized under State law (whether statutory or as recognized by the courts of the
State), relating to the provision of health care when the individual is incapacitated.

Adverse Benefit Determinationt he MCOG6s deci sion to deny or | i
(in whole or in part) for health care services, including new authorizations and previously
authorized services; the MCOO0s reduction, sus
seni ce; the MCOb6s failure to provide services &
resolve grievances or appeals within the ti me
denial of a request by an enrollee who resides in a rural area Witbran(1) MCO to receive

outofnet wor k services; or the denial of an enrol
including copayments.

Adverse Childhood Experiences (ACES3tressful or traumatic events, including abuse and
neglect. They maglso include household dysfunction such as witnessing domestic violence or
growing up with family members who have substance use disorders. ACEs are strongly related




to the devel opment and prevalence of a wide
lifespan, including those associated with substance misuse.

Agency for Healthcare Research and Quality (AHR@)e lead Federal agency charged with
improving the safety and quality of America's health care system. AHRQ develops the
knowledge, tools, andata needed to improve the health care system and help Americans, health
care professionals, and policymakers make informed health decisions.

Appeali a request for a review of the M@ adverse benefit determinaticas defined in this
Contractand 42 CFR138.400(b) (17).

Authorized Ageni any corporation, company, organization person or their affiliates, not in
competition with theviCO for the provision of managed care services, retained by the
Department to provide assistaneith administering &8 MCO program or any other matter

Authorized Representativea person authorized by thearolleein writing to make health

related decisions on behalf af anrolleg including, but not limited to Enroliment and

Disenrollment decisions, filing Appealsd@rievances with the Contractor, and choice of a
Primary Care Physician (PCP). The Authorized Representative is the Parent, Adoptive Parent or
legal guardian for a child. For an adult, this person is the legal guardian (guardianship action),
health care pwer of attorney, other person that has power of attorney, or another signed HIPAA
compliant document indicating who can make decisions on behalf ehtb#ee For Foster
Careenrollees, the Authorized Representativetish e  cChild Prdtéctve Seiiges(CP9

worker atBCF.

Behavioral Health Servicésservices used to treat a mental illness, behavioral disorder and/or
substance use disorder which necessitates therapeutic and/or supportive treatthesgrvices
include but not limited to psyologicaland psychiatric services

Bureau for Children and Famili¢BCF)i adivision within theWest VirginiaDHHR

responsible fothe operation of a number of programs that affect families and children, including
day care centers, adult care providees]y childhood services and the fostering and adoption of
West Virginia childrenBureau staff located in the county offices are responsible for thtoday

day delivery of services such as child and adult protective services, foster care, adoption,
financial assistance, and food stamps.

Bureau for Medical Services (BM$)adivision within theWest VirginiaDHHR that serves as
is the designated single state agency responsible for the administfatienState's Medicaid
program and providingccess topropriate health care for Medicagdigible individuals.

Bureau for Public Health (BPH)adivision within the West Virgini@®HHR thatdirects public

health activities at all levels within the state to fulfill the core functions of public health: the
asessment of community health status and available resources; policy development resulting in
proposals to support and encourage better health; and assurance that needed services are
available, accessible, and of acceptable quality.




Business Continuity PlafBCP)i a plan that provides for a quick and smooth restoration of the
MCO information system after a disruptive event. BCP includes business impact analysis, BCP
development, testing, awareness, training, and maintenHEmsdsa dayto-day plan.

Capitdion Paymenti a payment the State makes periodicall$hieMCO on behalf of each
beneficiary enrolled under th@ontractand based on the actuarially sound capitation rate for the
provision ofcoveredservicesReimbursement for this contract will bestigned using a braided
funding stream, with Medicaid am®ICF dollars beingoraidedto develop a monthly capitation
payment for holistic car@ he State makes the payment regardless of whether the particular
beneficiary receives services during the periogeced by the payment.

Cardiac Rehabilitatiofh acomprehensive outpatient program of medical evaluation, prescribed
exercise, cardiac risk factor modification, and education and counseling that is designed to
restoreenrollees with heart disease to activeroductive lives.

Care Coordinatioiii organizing patient care activities and sharing information among all the
participants concerned witm&nrolle® sare to achieve safer and more effective care. Through
organized care coordinatioarn enrolleés needs and preferences are known ahead of time and
communicated at the right time to the right people to provide safe, appropriate, and effective
care.

Caregiveli theBCF-authorized caretaker forchild in FosterCareandmay bea Foster
Parent(s), relatie(s), orstaff of atwenty-four (24)}hour childcare facility.

Care Managemerita Defined as a teaivased, person centered approach to effectively
managing patientsd medical , soci anhustiaciude,ab e hav i
a minimum, tle following:

High-risk care management (e.qg., high utilizers / legkt beneficiaries);

Care Needs Screening;

Identification ofenrolleesin need of care management;

Development of Care Plans (across priority populations);

Development of comprehensiassessments (across priority populations);

Transitional care managememanagement ofnrolleeneeds during transitions of care
(e.g., from hospital to home);

1 Care Management for special populations (including pregnant women and children at
risk of physical, development, or soeeamotional delay);

Chronic care management (e.g., management of multiple chronic conditions);
Coordination of services (e.g., appointment/wellness reminders and social services
coordination/referrals);

Management of unmet kh-related resource needs and higtk social environments;
Management of higleost procedures (e.g., transplant, specialty drugs);

Management of rare diseases (e.g., transplant, specialty drugs);

Management of medicatienglated clinical services which promote appropriate
medication use and adherence, drug therapy monitoring for effectiveness, medication
related adverse effects; and

1 Development and deployment of population health programs.
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Case Maagement a personcentric, collaborative process of assessment, planning, facilitation,

and advocacy for options and services to meet
communication and available resources to promote Qualityefesttive outcomes. &e

Management serves as a means for achieamnglleewellness and autonomy through advocacy,
communication, education, and identification of services and resources. Interventions are
undertaken with the purpose of helpmgyollees receive appropriateace. Case Management is
distinguished from Utilization Management in that it is voluntary and it is distinguished from

Disease Management by its intensity and focus on any disease(s) or conafitiméenrollee

Centers for Medicare and Medicaid Seed(CMS) i a division within the federal Department

of Health and Human Servicessponsible fothe oversight of the Medicare program, the federal
portion of the Medicaid program and Children's Health Insurance Program, the Health Insurance
Marketplace, ad related quality assurance activities

Child Abuse- The Federal Child Abuse Prevention and Treatment Act (CAPTA) (42 U.S.C.A. 8
51069), as amended by the CAPTA Reauthorization Act of 2010, defines child abuse and neglect
as, at minimum:

T "Any recent acbr failure to act on the part of a parent or caretaker which results in death,
serious physical or emotional harm, sexual abuse or exploitation"; or

T "An act or failure to act which presents an imminent risk of serious harm."

Child Protective ServicgCPS) Workeii aprofessional social worker who provides assistance

to children and families by helping them address psychological and social problems related to
child abuse and neglect. CPS Workers provide interventions, prepare treatment plans and case
plans, and perform duties related to various social services program areas such as CPS, Foster
Care, and Adoption Assistance.

Children and Youth with Special Health Care Needs (CYSHiCiRpse who have or are at
increased risk for a chronic physical, deysiental, behavioral, or emotional condition and who
also require health and related services of a type or amount beyond that required by children
generally.

Chil dr en 0 si tlBelACFroffice prov@liBg federal oversight for child welfai@cusing
onimproving the lives of children and families through programs that reduce child abuse and
neglect, increase the number of adoptions, and strengthen foster care

ChoiceCounseling the provision of information and services designed to amsistleesin
makingmanaged carenrollment decisions; it includes answering questions and identifying
factors to consider when choosibgtween managed care and-feeservices (FFS)Choice
counseling does not include making recommendations for or against enrollmerami¥tC.

Cold-Call Marketingi any unsolicited personal contact by the MCO with a poteatiedlleefor
the purpose of influencing the potentairolleeto enroll in thafarticular MCO Cold Call
Marketing includes, without limitation:




1 Unsolicited personal contact with a poten&alolleeoutside of arenroliment
event, such as dodo-door or telephonearketing.

1 Any marketing activities athe earollmentevent where péticipation is
mandaobry.

1 Any other personal contact with a poten&atolleeif the potentiakenrolleehas
not initiated the contact with the MCO.

CommonArea(Marketing)iany ar ea i n a provi detotegeriemlci | i ti e
public. Common eeas include, without limitation: reception areas, waiting rooms, hallways, etc.

Complainti an expression of dissatisfaction made about an MCO decision or services received
from the MCO when an informal grievance is filsdme complaints may be subject to appeal.

Consultant/Consultant Affiliateésany corporation, company, organization person or their
affiliates retained by the Department to provide assistance in this project or any other project; not
theMCO or Subcontractor.

Consumer Assessment of Healthcare Providers and Systems (CAldP&)rolleesurvey
program of AHRQ measure patient experience with health plans, providers, and health care
facilities. This survey is conducted annually by Bh&O and resultaresubmitted to the

External Quality Review OrganizatioBQRO).

Co-payment a required payment made by an MEQrolleefor certain covered services or
medical supplies in addition to a payment made by the MCO for that same covered service or
medical spply.

Corrective Actiori an improvement in a business process that may be required by the
Department to correct or resolve a deficiency

Corrective Action PlafiCAP) 1 a detailed written plan that may be required by the Department
to correct or resolve a deficiency in the MCO

CostSharingi copays that the MCO enrollee is billed at the time of service. Copays are
determined by the Departmentsiea on thenrolle® &amily income. There are no premiuims
deductibles under the West Virginia Medicaid program.

Covered Services (Contract Serviceslealth care services the MCO must arrange to provide to
Medicaidenrolless, including all services rpiired by this Contract and state and federal law, and
all Value-Added Services negotiated by the MCO and the Department.

Critical Incident- Critical incidents are serious in nature and pose immediate risk to the health,
safety, or welfare of the membarathers. These incidents requiredapth investigation, an
expedited timeline, and possibly additional resources.



Dayiex cept whe businesshaey g4 & r imsusedalprefezesiced in thzontract
will be construed as calendar days.

DefaultEnrollment (Assignment) a process established bye Department through the CMS
waiver authorityto assign an enrollee who has not selected an MCO to an MCO.

Department theWest VirginiaDepartment of Health and Human Resou(&d$HR).

Department of Athinistration (DOA) Purchasing Divisidnthe West Virginia agency
responsible for the timely, responsive, and efficient procurement of goods and services for state
government.

Department of Health and Human ServidesldS) i thefederal departmerttedicaed to

enhancingand protedhg the health and welbeing of all Americans by providing for effective

health and human services and fostering advances in medicine, public health, and social services
It oversees CMfand ACF federal agencies.

Direct Mail Maketingi any materials sent to potentienrolleesby the MCOs or theirgents
through U.S. mail or any other diremtindirect delivery method.

Disability i a physical or mental impairment that substantially limits one (1) or more of an
i ndi v maau ldel actigities, such as caring for oneself, performing manual tasks, walking,
seeing, hearing, speaking, breathing, learning, and/or working.

Disabled Person or Person with Disabilitg person undesixty-five (65) years of age,
including a childwho qualifies for Medicaid services because of a disability.

Durable Medical Equipment (DME)certain medical equipment or supplies a provider orders
for an enrolle® ase such as wheelchairs, crutches, diabetic supplies, hospital beds, oxygen
equipmentnd supplies, nebulizers, and walkers.

Early and Periodic Screening, Diagnosis, and Treatment (EPISMEdically Necessary

services, including interperiodic aperiodic screenings, listed ire&ion 1905(a) of the Social

Security Act.EPSDT entitledvedicaid-eligible infants, childrenandand other Medicaid

enrolleesunder agaéwenty-one @1) to any treatment or procedure that fits within any of the
categories of Medicatdovered services listed in Section 1905(a) ofSbeial SecurityAct if

thattrea ment or service IS necessary to Acorrect
illnesses or condition's

Emergency Care includes inpatient and outpatient services needed immediately and provided
by a qualified Medicaid provider f@amergencynedical behavioral healthgr dentalconditions

where the presenting symptoms are of sufficient severity that a person with average knowledge
of health and medicine woul@asonably expect the absencénhediate medical attention to

result in placing tair health or the health of an unborn child in immediate jeopardy, serious
impairment of bodily functions, or serious dysfunctidrany bodily organ or part; artlatare

1 Section 1905(r)(5) of the Social Security Act



needed to evaluate or stabilize an emergency medical conditiese include acciaeal injury

and poison related problems and complaints that may be indicative of serious, life threatening
medical problemssuch aghest or abdominal pain, difficulty breathing or swallowing, or loss of
consciousnessf the patient presents at the hdapemergency department and requests an
examination, a nurse triage screening is always allolmetie case of behavioral health

services, emergency care means those clinical, rehabilitative, or supportive behavioral health
services provided for behavairealth conditions or disorders for which a prudent layperson

with an average knowledge of health and medicine, could reasonably expect to result in risk of
danger to a personb6s sel fTheseincludehbatars notlimiten ot i
to, crisis stabilization treatment services.

Emergency Dental Conditidnadental or oral condition, without regard to the nature or cause

of the condition, which in the opinion of a prudent layperson possessing an average knowledge
of health and medice requires immediate seces for relief of symptoms and stabilization of

the condition; such conditions may include severe pain, hemorrhage, acute infection, traumatic
injury to the teeth and surrounding tissue, or unusual swelling of the face or gums.

Emergency Medical Conditioinconditions where the presenting symptoms are of sufficient
severity that a person with average knowledge of health and medicine would reasonably expect
the absence of immediate medical attention to result in placing thedudiei health or the

health of an unborn child in immediate jeopardy, serious impairment of bodily functions, or
serious dysfunction of any bodily organ or part.

Emergency Medical Transportatiborambulance services for an emergency medical condition.

Emergency Room Caileemergency servicen&nrolleereceives in an emergency room.

Emergency Servicdscovered inpatient and outpatient services that are: given by a qualified
provider; and are needed to evaluate or stabilize an emergency medicaboonditi

Encounter Daté procedurdevel data on each contact between an enrolled individual and the
health care system for a health care service or set of services includedavered services
under the Gntract.

Enrolleei a recipientmembemwho has beenertified by the State adigible to enroll under this
Contract, and whose name appears orMf® enroliment information which the Department

will transmit to theMCO every month in accordance with an established notification schedule
An enrolleemay dso refer to an indidivual who has been deemed eligible for Medicaid, but not
yet enrolled with a specific MCO.

Enroliment Brokeii the entity contracted by the Department to conduct outreach and enrollment
of eligible West Virginia Medicaid managed camrolleesThe enroliment broker is not
applicable under this contract as a single MCO contract.

Excluded Services healthcare services that the MCO does not pay for or cover.
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ExternalQuality Reviewi the analysis and evaluation by an EQRO, of aggregated information
on quality, timeliness, and access to the health care services tNe&E@er its Subcontractors
furnish to Medicaid beneficiaries.

External Quality Review Organization (EQROdhe entitycontracted by the Department to
conduct periodic independent studies regarding the quality of care delivékésstd/irginia
Medicaid managed caenrolleesEQRO must meet the competence and independence
requirements set forth #2 CFR438.354, and penfm external quality review, other EQR
related activities as set forth42 CFR438.358, or both.

Family First Prevention Services AGFPSA)i thelaw thatreforms Title I\-E and Title V-B
of the Social Security Act arfédderal child welfare financingrovidingservices to families at
risk of entering the child welfare system.

Family Planning Servicésthose services provided to individuals of childbearing age to
temporarily or permanently prevent or delay pregnambgse services includeealtheducation

and counseling necessary to make informed choices and understand contraceptive methods;
limited history and physical examination; laboratory tests if medically indicated as part of
decision making process for choice of contraceptive methods)atisgand treatment of

sexually transmitted diseases (STDs) if medically indicated; screening, testing, and counseling of
atrisk individuals for human immunodeficiency virus (HIV) and referral for treatment; fellow

up care for complications associatednagébntraceptive methods issued by the family planning
provider; provision of contraceptive pills /devices/supplies; tubal ligation; vasectomies; and
pregnancy testing and counseling.

Family Service Plan (ESP)a plan developed for and in consultation wita family to
document the strategy to reduce the risk, needs, and contributing influences which require Youth
Services intervention.

Fiscal Agenti an entity performing administrative service functions, inclugirayider
paymentenrolleeeligibility, and capitation payment function®r themanaged care program
under a separateontractwith the Department.

Formal Grievancé a written expression of dissatisfactioith the conduct or action of an MCO
other than those subject to appeal

Foster Caré a wenty-four (24) hour substitute care for children placed away from their parents

or guardians and for whom the Title-&/ agency\VV DHHR BCF) has placement and care
responsibility. This includes, but is not limited to, placements in foster family hdostsr

homes of relatives, group homes, emergency shelters, residential facilities, child care institutions,
and preadoptive homes.

Foster Parerit asubstitute caregiver who assumes the daily caretaking responsibilities for
children inBCF custody who have been placed in their home.

Fraudi an intentional deception or misrepresentation made by a person with the knowledge that
the deception could result in some unauthorized benefit to himself or some other person. It
includes any act that oetitutes fraud under applicable Federal or State law.
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Gift (Marketing)i any promotonal itemor incentiveoffered by an MCO tenrolleesor
potentialenrollees.

Grievancéd an expression of dissatisfactipeither in writing(forma) or orally (informal),
regarding any aspect of service delivery provided or paid for by the,M®@r than thoskICO
adverse benefit determinatiotigt are subject to appedhe term grievance also refers to the
overall system that includes grievances and appeals handlelMCO level and access to the
State fair hearing process.

GrievanceProcess the procedure for addressiagenrolle@s grievances and complaints

GrievanceSystemi includes a grievance process, an appeals process, and access todhe State
fair hearing system.

Habilitation Services and Devicédealthcare services and devices that helpgndividualkeep,
learn, or improve skills and functioning for daily livisgch accupational thepy, speech
therapy, and other services for people wigeadbilities in inpatient and/ or outpatient settings.

Health AssessmeiitHealth assessment is a process involving systematic collection and analysis
of healthrelated information on patients for use by patients, clinicians, and health care teams to
identify and support beneficial health behaviors and mutually work to direct changes in
potentially harmful health behaviors. Health assessments are not intended to be diagnostic tools
and they are not complete health histories; instead, they aim to be one methgdge patients

in their own health, leading to better health choices and improved health behaviors in the long
term.provides

Health Homé& adesignated providemmcluding providethat operates in coordination with a
team of health care professiog)abr a health team selected by an eligible individual to provide
health home services as defined in Section 1945 of the Social Security Act. Chronic condition
health homes are available for eligible individuals with certain chronic conditions. West

A

Virgini aés requirements for health homes are def.i
Health Plari another term used to refer to an MCO. Also referred to as a Plan.

Home and @mmurity Based Services (HCBS)s er vi ces provided in the
community totargeted population groups, such as people with intellectual or developmental
disabilities, physical disabilities, and/or mental illnessesprovide opportunities for Medicaid
beneficiaries to meeive services in their own home or community rather than instisior other

isolated settings.

Home Health Caré health care services a person receives at home, including limitetthpart
or intermittent skilled nursing care, home health aide sesvaeupational therapy, speech
therapy, medical social services, DME, medical supplies, and other services.

Home Visitation Prografha pr o gr a m o fwithihlthel Gffice of Ra@rkal, Child and
Family Health thainvolves partnerships at federaktgt and community levels to assist families

in meeting their parenting goals. Programs are available at no cost to families across the state.
Programs are delivered by local home visitors who have received extensive training in evidence
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based curriculumd& hese irhome visitscan be initiated during pregnancy and continue to age
three to five. Using a familgentered, assdétuilding approach, families determine what issues
they want to address. The intent of the program is to partner with families seclghdw up
healthy, strong and ready to learn.

Hospice Services services to help people who have a terminal prognosis live comfortably. A
terminal prognosis means that a person has a terminal illness and is expected to(bave six
months or less to liveA specially trained team of professionals and caregivers provide care for
the whole person, including physical, emotional, social, and spiritual needs.

Hospitalizationi care in a hospital that requires admission as an inpatient and usually requires an
overnight stay. An overnight stay for observation could be outpatient care.

Hospital Outpatient Cariecare in a hospital that usually does not require an overnight stay.

Individualized Service Plan (ISP)a plan developed byMultidisciplinary Treatmenteam
(MDT) for a child who is involved in court proceedings either because of child abuse and
neglect, status offense, or delinquency proceedings.

Informal Grievancé an oral expression of dissatisfaction other than those subjagpéal.

Information Seurity Plani a written MCO compliance plan with the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) and The Health Information Technology for
Economic and Clinical Health Act (HITECH Act).

Key Personnel those staff as outlined withirticle Il, Section 5.10

Liguidated Damagesr easonabl e estimates of theandDepart me
damage resul ti ngpeffornmmet he MCOO6s non

Long-acting Reversible Contraceptives (LARChHonpermanent methods prevent pregnancy
lasting more than one cycleARC includes intrauterine devices (IUDs) and contraceptive
injections andmplants.

Managed Care Initiative West Virginias Medicaid managed care program, as described in the
current state plan and federal waiver and amentsnand approved by CM$his may include
one or moreMCOs and voluntary or mandatory enroliment options in a given geographic area.

Managed Care Organization (MCDgn Health Maintenance Organization (HMO) entity
licensed to do business in the Stat®\fst Virginig that has, or is seeking to qualify for,
comprehensive risk contract, and that is

1. A Federally qualified HMO that meets the advance directives requiremet2sGFR
489 Subpart;lor

2. Any public or private entity that meets the advadicectives requirements and is
determined to also meet the following conditions:
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a. Makes the services it provides to its Medicaid enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid
beneficiareswithin the area served by the entiand

b. Meets the solvency standardsA@f CFR438.116.

Managing Employeé ageneral manager, business manager, administrator, director, or other
individual who exercises operational or managerial control over, odwéctly or indirectly
conducts the dato-day operation of an institution, organization, or agentgccordance with

42 CFR 455.101

Marketingi any communication, fronthe MCO to a Medicaiekligible persorwho is not

enrolled in theMICO, that can reamably be interpred as intended to influence such person
enr ol | i n t h aMedipagpragrang ar ¢itler to idt@Ard@l &, or to disenroll from,
anot he rMedicgidpdogram Marketing does not include communication to a Medicaid
benefigary from the issuer of a qualified health plan, as defined in 45 CFR 155.20, about the
qualified health plan.

MCO Readiness Revieivthe assurances made by a selected MCO and the examination
conducted by the Depart me préparedaess, and availabifityetm t s, o0
fulfill its obligations under this Contract, State Plan, and federal waiver.

MCO Service Ared allthe counties included i n amwwhinDepartm
which the MCO has beaontractedo provide MCO sefices.

Medicaidi the West Virginia Medical Assistance Program operatetifundedy the
Departmenpursuant to Title XIX, Social Security Act (42 U.S.C. 81396 et saqg related
State and Federal rules and regulations (same as Medical Assistance).

Medicaid Management Information System (MMIS&an integrated group of subsystensed
for the processing, colleaty, analysis, and reporting efformation needed to support Medicaid
andChildren's Health Insurance Progré@HIP) functions including claimand payments.

Medicaid Policyi collectively refers to documents and other written materials including the
State Medicaid plan, program instructions, attendant provider manuals, program bulletins, and all
published policy decisions issued by BMS. Theséenels are available through BMS.

Medicaid Program Provider Manudlservicespecific documents created by the Bureau for
Medical Services to describe policies and procedures applicable to the program generally and
that service specifically.

Medical Assessmerit an initial medical evaluation completed femnrolleesn FosterCare when
they havenewly enteedor arere-entering Foster Car&d heMedical Assessment must follow the
requirements set forth in Medicaid EPSDT program, and include dentahd)ead
developmentaécreeningsA trauma assessmemiust also be performed at this time.
Assessments must be completed withinty (30) calendadays.
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Medical Loss RatidMLR) i theratio of thenumerator (as defined in accordance with 42 CFR
438.8(e) to the denominator (as defined in accordance with 42 CFR 43&B8@ubject to an
applicable adjustmestas providedinder thisContractandAppendixG.

Medically Necessary refers to servicesr supplies fordiagnosing, evaluating, treating, or
preventing an injury, iliness, condition, or disease, based on evilesed clinical standards of
care. Medically necessary services are accepted health care services andmoppes by
health care entities, popriate to evaluatioandtreatment ofx disease, conditioillness or
injury and consistent with the applicable standard of.dae¢ermination of medical necessity is
based on specific criteria.

For Medicaidcoveredmedical or other health servicesdhildren under twentgne (21) it refers

to servicesvhich: a) are reasonable and necessary to prevent illness or medical conditions, or
provide early screening, interventions, and/or treatment for conditions that cause suffering or
pain, cause physicdeformity, or limitation in function, cause illness or infirmity, endanger life,

or worsen disability; b) are provided at appropriate facilities and at the appropriate levels of care
for the treatment of a member &thedmagndsisofdhe condi
conditions; d) are no more intrusive or restrictive than necessary to provide a proper balance of
safety, effectiveness, efficiency, and independence, and e) will assist the individual to achieve or
maintain maximum functional cap&gin performing daily activities, taking into account the
functional capacity of the individual, and those functional capacities that are appropriate for
individuals of the same age

Mountain Health TrustfMHT)ithe name of West Vi tory managadicare Me d i c
program forTemporary Assistance to Needy Famili@&NF) and TANFrelated children and
adults who are eligible to participate in managed care.

Multidisciplinary Team (MDT)i ateam consisting of persons representing various disciplines
associated with key components of the Foster Care assessment droe@dB® T serves as the
central point for decision making during the life of a case and develops the caSéhplan.
purpose offte MDT meetings is to review the outcome and recommendations frthder
related to the assessment of tlesterCareenrolleeand theenrolle® family.

National Committee for Quality Assurance (NCQAthe independent organization that
accredits MCOsmanaged behavioral health organizations, and accredits and certifies Disease
Management programs.

Networki doctors, hospitals, facilities, and other licensed health care professionals who contract
with an MCO to give care to ienrollees.

Non-EmergencyServices any care or services that are not considered emergency services as
defined in this Contract. This does not include any services furnished in a hospital emergency
department that are required to be provided as an appropriate medical screamimgugon or
stabilizing examination and treatment under section 1867 of the Social Security Act.

Non-Participating Providei adoctor, hospitalfacility, or other licensed health care
professional who has not signed a contoaidtad a contract signea tis/her behalgreeing to
provide servicesto h e MdDOllees
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Open Panel PCPs who are acpng new patients for the MCO

Overpayment money paid to a Provider by an MCO for a claim or claims, which exceeds the
amount which should have bepaid by the MCO.

Participating Provideri a doctor, hospital, facility, or other licensed health care professional who
has signed a contract or had a contract signed on his/her behalf agreeing to provide services to
t he MaOlRs

PatientCentered Mdical Homei fia health care setting that facilitates partnerships between
individual patients and their personal physic
and communities. A patiementered medical home integrates patients as active panisiin

their own health and webleing. Patients are cared for by a physician or physician practice that
leads a multidisciplinary health team, which may include, but is not limited to, nurse
practitionergNP), nurses, physician assista(f#\), behavioal health providers, pharmacists,

social workers, physical therapists, dental and eye care providers and dieticians to meet the needs
of the patient in all aspects of preventive, acute, chronic care aruf-&felcare using evidenee

based medicine anddhnology. At the point in time th&MS includes theNP as a leader of the
multidisciplinary health team, this state will autatically implement this chang&X6-29 H-9 of

the West Virginia State Cojle 0

Patient Protection and Affordable Care AePACA) i the Patient Protection and Affordable
Care Act of 2010 (P.L. 11148), as amended by the Health Care and Education Reconciliation
Act of 2010 (Public Law 11-152), together known as the Affordable Care Act (ACA).

PeriodicitySchedulei the requirementand frequency by which periodic screening services are
provided and covere&chedule must meet current standards of pediatric medical and dental
practice and specify screening services applicable at each stagewnfdless life, beginning

with a neoatal examination, up to the age at which an individual is no longer eligible for
EPSDT services

Person Centered Service Planning Team (PC8RTeamformed when a member enrolled in
the SED waiver turns fifteen (15) and thatasponsible for developinmeasurable outcomes
tha guide thanember toward transition or graduation from waiver enrollment

Persons with Special Health Care Ne€dCN)i individualswho have chronic physical,
developmental, behavioral or emotional conditions. Such needs atgpd or amount beyond
thatgenerallyrequired byindividuals in that age range

Physician Services health care services that a licensed medical physician provides or
coordinates.

PoststabilizationServicesi services subsequent to an emergency medaalition that a
treating physician views as Medicallyebessary after an enrolsecondition has been stabilized
in order to maintain the stabilized condition or to improve or resolve the edgsati@adition.
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Potential Enrolleé a Medicaid recipient tw is subject to mandatory enroliment or may
voluntarily elect to enroll in a given managed care program, but is not yet an enrollee of a
specific MCO.

Pregnant Women or PregnarRglated Services al women receiving related services and

services for otlr conditions that might complicate the pregnancy, unless specifically identified

in theMedicaidState Plan as not being related to the pregnancy. This includes counseling for
cessation of tobacco use and services during the postpartum period. Thegyregniaal for

which these services must be covered includes the prenatal period through the postpartum period
(including thesixty (60)-day postpartum period following the end of pregnancy; see 42 CFR
440.210(a)(3).

Prescription Drug Coveradehealth insuance that helps pay for prescription drugs and
medications. Prescription drug coverage is not provided by the NTG®Departmenprovides
outpatienfprescription drug coverage directly to Medicaittollees

Prescription Drug$ drugs and medication thdiy law, require a prescription.

Primary Care Physiciaina doctor who directly provides and coordinates health care services to
MCO enrolless.

Primary Care Provider (PCIP)a specific clinician responsible ftneating anctoordinating the
health careneeds of certain enrollees.

Primary Service$ basic or general health services rendered by general practitioners, family
practitioners, internists, obstetriciaasid pediatricians.

Prior Authorization/Preauthorizatianapproval granted for payment puges by the MCO for
its active, specified enrollees, or the Medicaid Program to a provider to render specified services
to a specifieegnrollee

Provideri anindividual or entity that is engaged in the deliverheélthservicesor ordering or
referringfor those servicesyho meets the requirements of the West Virginia Medicaid Program
and isenrolled inthe MCOGs network.

Psychiatric Residential Treatment Facilities (PRTR)separate, standalone entity providing a

range of comprehensive psychiatricwsees to treat the psychiatrondition of residents under

age twentyone (21) years on an inpatient basis under the direction of a physician. The purpose

of such comprehensi ve s e conditicnesspreventfuither i mpr ov e
regressiorso that the services will no longer be needed. (42 CFR 8483.352, subpart D of part

441).

Pulmonary Rehabilitation individually tailored multidisciplinary approach to the rehabilitation
of enrollees who have pulmonary disease.

Qualified Residentialreatment Program (QRTP)a specific category of la&censednonfoster
family home settingvith a traumanformed treatment model that is designed to address the
needs, including clinical needs as appropriate, of children with serious emotional or tehavio
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disorders or disturbances and, with respect to a child, is able to implement the treatment
identified for the child by the required thirty (30) day assessment of the appropriateness of the
theplacement.

Requlationi a Federal or State agency statentérgeneral applicability designed to implement
or interpret law, policyor procedure.

Rehabilitation Services and Devidgeblealth care services and devices that help an individual
keep, get back, or improve skills and functioning for daily living tleatehbeen lost or impaired
because he was sick, hurt, or disabled including occupational therapy, speech therapy, and
psychiatric rehabilitation services in inpatient and/ or outpatient settings.

Request foProposal§RFP) i a procurement method in whiclkerndors submit proposals in
response to the request for propegaiblished by the Purchasing Divisidhrequires an award

to the highest scoring vendor, rather than the lowest cost vendor, based upon a technical
evaluation of t he savaadadastredakiatidh@sdstraierrad solas gobesb p o
value procurementhrough their proposals, vendors offer a solution to the objectives, problem,
or need specified in the RFP, and define how they intend to meet (or exceed) the RFP
requirements.

Residential Placemeintan Out of Home Placement setting designed to meet the needs of
children and youth with behavioral, emotional and mental health needs that prevent them from
being able to reside in a less structured family home setting. A residesdiahent facility

offers a structured physical environment and a treatment program designed to help children
improve their ability to function in multiple areas of life.

Riski the possibility of monetary loss or gain by MEO resulting from service costs
exceeding or being less than payments made to it by the Department.

Routine Caré basic primary care services including the diagnosis and treatment of conditions to
prevent deterioration to a more severe level, or minimidefe risk of development of chronic
illness or the need for more complex treatment.

Serious Emotional Disturbance (SEDa diagnosable mental, behavioral, or emotional disorder

at any time during the past ye#rsufficient duration to meet diagnosticteriaspecified within

the Diagnostic Statistical Manual (DSMhdthat resulted in functional impairmiwhich

substantially interfered with or limitedh e chi | dés rol e or functionir
community activities.

Serious Emotional Disturipae (SEDWaiveri a Medicaidhome and communitpased

services waiveauthorized under 81915(c) of the Social Security Abe SED waiveprovides
additionalservicedo those provided through tiMedicaid State Plato childrenfrom three (3)

up to agéwenty-one (21)with anSED. It allows the State tprovide an array of homand
communitybased services that enable children who would otherwise require institutionalization
to reman in their home and community.

Service Authorizatiofi (alsoPrior Authorizatior); includes an enrollée request for the
provision of a service.
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Skilled Nursing Caré services from licensed nurses ier&olleé® ewn home or in a nursing
home.

Socially Necessary Servic€SNS)i Services provided to improve relationsfiand social
functioning, with the goal of preserving the
of the family or social system. Socially necessary services are interventions designed to maintain
or establish safety, permanency and veelhg for targeted populations.

Specialisfi a provideiwho focuses on a specific kind of health ¢arteh as a surgeon or a
cardiologist

Start Datd the date th€ontractfor services becomes effective.

Sulrontracti any written agreement between €O and another party to ffill any
requirements of this @htract.

Subcontractor party contracting with th®1CO to perform any services reédt to the
requirements of this @tract.Subcontractors nyainclude, without limitation, filiates,
subsidiaris, and affiliated and unaffiliated third parties.

Subcontractor Mnitoring Fani a written plan describg how obligations, services, and
functions performed bthe MCO's Subcontractor will be reviewed to ensure that such
obligations, services, and funmtisareperformed to the same exteéhatthey were performed
by MCO.

Supplemental Security Income (S$Ix Federal income supplement program designed to help
aged, blindand disabled people with little or no income by providing cash to meet basic needs
for food, clothing and shelter.

Systems Quality Assurance Plaa written plan developed by the MCO that describes the
processes, techniques, and tools that the MCO will use for assuring that the MCO information
systems meet th@ontractrequirements

Targeted Case Management (TCiMhe coordination of services to ensure that eligible
Medicaidenrollees have access to a full array of needed services including the appropriate
medical, educational, or other services. TCM is responsible for identifgigralleé® s

problems, needs, strengths, and resources; coordinating services necessary to meet those needs;
and monitoring the provision of necessary and appropriate services. This process is intended to
assistenrolless and as appropriate, their familiés,accessing services which are supportive,
effective and cost efficient. TCM activities ensure that the changing needs of the Medicaid
enrolleeare addressed on an ongoing basis and that appropriate choices are provided from the
widest array of optionsof meeting those needs. TCM is not a direct service. TCM is composed
of a number of federally designated components: Needs assessment and Reassessment;
Development and Revision of TCM Service Plan; Referral and Related Activities; and
Monitoring and Followup.

Temporary Assistance to Needy Families (TANFRhe federally funded program that provides
assistance to single parent families with children who meet the categorical requirements for aid.
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Tertiary Service$ highly specialized medical services adisiared in a specialized medical
facility.

Third Partyi any individual entity or program which is or may be liable to pay all or part of the
expenditures for Medicaid furnished under a SRde.

Title XIX T refers to Title XIX of the Social Security Acbdified at 42 United States Code
Annotated Section 1396 et. seq., including any amendments thereto (see Medicaid).

Transition of Caré the movement of patients between health care practitioners and/or settings
as their condition and care needs change during the course of a chronic or acute illness. For
Foster Carenrollees, and AdoptionAssistancenrollees, Transition of Care planning ma

involve activities or needs related toenrolle® placement irBCF custody or, transition from
Mountain Health TrusftMHT) Medicaid or commercial health plans to $ygecialized Managed
Care Plan for Children andodth program; changes in Residentffdacementaging out of

Foster Cargor transitioning out oSpecialized Managed Care Plan for Children andthto

MHT or West Virginia Health BridgeW/VHB) Medicaidmanaged carer a commercial health
plan

Trauma Assessmentan in-depth exploration ahe natureand severity of the traumatic events
experienced directly or witnessed by the child, the sequarbese events, and the current
traumarelated symptoms to determine the best type of treatioetitat specific childThe

provider must use BCF approvedssessment tool tdentify the types and severity of

symptoms the child is experiencing. The comprehengigama Assessment must provide
recommendations to coordimeds.e services and me

Trauma Assessment Screening toolused by providers to ascertainiam d i v tradimaa | 6 s
history and traumeelated symptoms. This informati@an help identify individuals at risk of
developing more pervasive and severe symptoms of traumaticatceggorm treatment

options

ValueAddedServicesi serviceghat include additional value benefits that are actual health care
services, benefits, or positive incentives that will promote healthy lifestyles and improve health
outcomes amongnrollees.

West Virginia Health Bridge (WVHB) the nameo f We st Wandatgry manamed sare
program for adults eligible for thdedicaidAlternative Benefit Plan (ABP).

Withhold Arrangement a payment mechanism under which a portion of a Capitation Payment

is withheld from an MCO and a portiaf or all of the withheld amount will be paid to the MCO

for meeting measures specified in the Contract. The measures for a Withhold Arrangement are
distinct from general operational requirements under the Contract. Arrangements that withhold a
portion ofa Capitation Payment for noncompliance with general operational requirements are
contractual remedies and not a Withhold Arrangement.

Urgent Caré refers to circumstances in which the individual requires prompt medical attention
for the care and managenteh a significant physical or mental disorder, but there is no
immediate threat to the individuallife.
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2. DELEGATIONS OF AUTHORITY

The West VirginilBDHHR shall be responsible for administering this contract. West Virginia

Bureau for Medical ServisdBMS) within theDHHR is the single state agency responsible for
administering the Medicaid prograffhe West VirginiaBCF within DHHR is responsible for

the oversight of children withi BSNSNoe St ateds
delegatiorby eitrer party in administering thiSontractwill relieve either party of responsibility

for carrying out the terms of theo@tract.

3. FUNCTIONS AND DUTIES OF THE MANAGED CARE ORGANIZATION

TheMCO agrees to perform the functions and duties and fulfill the responsibilities described in
Article 1ll, Statement of Work.

4. FUNCTIONS AND DUTIES OF THE STATE
4.1 Eligibility Determination

The Department will determine the initial and ongoing eligibfittyservicesof eachenrollee or
potentialenrollee under this @htract.

4.2 Enrollment

The Department will conduct MCO enrollmearbcessn accordance with 42 CFR 438. 9he
Department, either directly or through a@ssigneewill process all enrollrants into theviCO.

The Department will notify th#1CO of such enroliments by means oflaily andmonthly
enrollment roster report which explicitly identifies those additions who were not enrolled in the
MCO during the previous montfhe roster will be mvided viasecure FilélransferProtocol
(FTP)or electronic media, and will be delivered by the Department tMB® as soon as

possible following the MMIS cubff date for the month, but not later than the lastinesslay
before the end of the month

4.3 Enrollee Assignment

All eligible children and youth will be enrolled in a single contracted ME@ollees may
choose to remain in fder-service(FFS)as their alternative delivery system option under this
contract. For SNS, the MCO shall have adstmative responsibilities for ainrollees eligible

for services, independent of their enrollment status with the MCO for Medioa&ted services.

4.4 Voluntary and Involuntary Disenrollment

All MCO enrollees will remain continuously enredl throughat the term of this @ntract,

except in situations where clientse their Medicaid eligibilityare admitted to akilled nursing
facility (SNF) or nursing facility voluntarily disenrollor are recategorized into a Medicaid
coverage category not incled in the managed care delivery systdihe Department will notify

the MCO of all disenrollment, by means of a monthly enroliment roster report which explicitly
identifies terminations from enrollment and the cause of the disenroliment (e.g. loss of Medicaid
eligibility, change in eligibility status to a coverage code not iregdud the managed care

initiative, voluntary switching té-FSor other causes).
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4.5 Capitation Payments to Managed Care Organization

Payment to the MCO wil!/| be based on the enrol
eligibility vendor to its Fiscahgent each month for MC@ligible members.

The MCO must notify BMS in writing of any inconsistency between enrollment and payment
data no later than within fortfve (45) calendar days from the day inconsistency was

determined by the MCO. BMS agreegtovide to the MCO information needed to determine

the source of the inconsistency within ten (10) business days after receiving written notice of the
request to furnish such information. BMS will recoup overpayments or reimburse underpayments
as soon asdministratively possible. The adjusted payment (representing reinstated enrollees) for
each month of coverage will be included in the next monthly capitation payment, based on
updated MCO enrollment information for that month of coverage.

Any retrospectiveadjustments to prior capitations will be made in the form of an addition to or
subtraction from the current monthoés capitati
likely for newborns, where the MCO may be aware of the birth before BMS.

In full consideration of Contract services rendered by the MCO, the Department agrees to pay
the MCO monthly payments based on the methodology specified in Appendix B. Department
capitation payments to the MCO will apply to the time peMaaechJuly 1, 2020, thragh June

30, 2@01 (State Fiscal Year ZB21). State Fiscal Year 2020 capitation srgeswill be
determined by the Department no later tBsober-April 15, 204920, or upon CMS approval,
whichever is latelhe MCO assumes risk for the cost of seesacovered urat thisContract

and will incur loss if the cost of furnishing the serviegseeds the payments under tlenttact
TheMCO must accept as payment in full, tmount paid by the Department

No payment will be made for services furnished by a provider other thaviGleprovider; if

the services were available under pneviderContractunlessotherwise authorized by the MCO
except when theggaymentsare specifically required toe made by th8tatein Title XIX of the
Act, in42 CFR chapter IVor when théStateagency makes direpymentgo network
providersfor graduate medical education costs approved undé&téteplan

Paymentdor medical serviceprovided for under th€ontractwill be denied for new enrollees
when, and for so long as, payment for thoselle® is denied by CMEMS may deny

payment for new enrollees to the State if its determination is not timely contested by the MCO
per 42 CFR 438.726(b) and §438.730

The Department is obligated to make payment either by mail or electronic transfeM@the
Capitation payments will be made for the month in which services are being provided according
to the payment schedule for the monthsetsforth inthis Contract The Department reserves the
right to change the payment process, but the payment timing described above will remain the
same

Participant populationefirolleemonths) were developed based on histofié¢ed participation.
SED waiver enrollee capitation aomts were based on other state experience, PRTF costs,
projected service utilization and other factoffie MCOwill be paida capitated rate on a
PMPM rateset by the Statavhich sall be firm and fixed for the period of theoatract, subject
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to any rae adjustments warranted for modifications to State or Federal regulation, waiver
amendments, State Plan amendments,lataddition, the MCO, serving as an Administrative
Service Organization (ASO), shall be paid a fixed monthly amount for ASO sergiated to
socially necessary services (SNS) administration. This payment shall be issued by the Bureau
for Children and Families.

4.6 Federal Disallowance

If the federal government recoups money from3tageof West Virginiafor expenses and/or

coststhat are deemed unallowable by the federal governmerDgpartmenhas the right to, in

turn, recoup payments made to the MCO for these same expenses and/or costs, even if they had
not been previously disallowed by tbepartmenand were incurred by the MC@ny such

expenses and/or costs would then be deemed unallowable Dgpghementlf the Department
retroactively recoups money from the MCO due to a federal disallowand@epaetmentvill

recoup the entire amount paidtt@ MCO for the federally disallowed expenses and/or costs, not
just the federal portion.

4.7 Enrollee Eligibility Capitation Adjustments

Changes irenrolleeeligibility categories which become known subsequent to payment of a
capitation paymenwill notrelieve theMCO of liability for provision of care for the period for
which capitation payment has been made.

TheMCO mustserve all enrollees for whom current payment has been madeNiCe

without regard to disputes about enroliment status and witegard to any othedentification
requirements. If such person later is found to be inappropriately enrolledvMiCi@¢ethen the

MCO will retain the capitation payment for that month and must provide services for that month.
The Department will make evy effort to ensure that only thoselividualseligible for

enrollment are enrolleith the MCQ In instances where enrollment is disputed between2yvo
MCOs, the Department will be the final arbitrator of MEO membership and reserves the right

to recover an inappropriate capitation payment, including but not limited to untimely notice from
theMCO to the Department of an enroliseequest to disenroll, when such requests are
submitted to th&1CO.

4.8 Information
The Department wilhotify the MCO in writing of any exclusion initiated by DHHR forFS
Medicaidor BCFprovider so that th®1CO can exclude that provider from its network.
4.9 Ongoing Managed Care Organization Monitoring

To ensure the quality aiare, the Department will undertake monitoring activitieined in42
CFR 438.66ncluding but not limited to

1. Analyze theMCOG access enhancement programs, financial and utilization data, and
other reports to monitor the value €O is providing n return for the Staée
capitation revenues. Such efforts will include audits oMIBO and itsSubcontrators

2. Conduct regulaenrolleesurveys addressing issues such as satisfaction and reasons for
disenrollment.
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3. ReviewMCO certifications on a reguldrasis.

4. At D H H Rdissretion, commission or conduct additional objective studies of the
effectiveness of th®1CO.

5. Monitor the enrollment and termination practices.
6. Assure the proper implementation of the required grievance procedures.

7. Conduct periodic revigs of theMCO provider credentialing process and network to
ensure that providers excluded from Medicandl BCFparticipation are excluded from
theMCO provider network.

Thesemonitoring activitieswill take place at least once per yeHne state will also perform a
readiness reviewt leasthree 8) months prior tamplementing a managed care program or the
addition of a new eligibility groupThe Department or its contractors must pdevio theMCO
summaries, at the Departménexp@se, of all monitoring actiwtreports, surveys, audits,
studies, reviewsand analyss.

The Department will submit to CMS a report on the managed care program no later than one
hundred eighty (180) days after the end of each contract year and theni#fii@tposted on the
st swebdteangr ovi ded to the stateds.Medical Care

4.10 Utilization Review and Control

TheMCO may place appropriate limits ¢time coveredgervices provided under thiSontracton

the basis of criteria apgldl under thdledicaid or BCFStatePlans, such as medical necessity or

for the purpose of utilization control, provided ME€O services can reasonably be expected to
achieve the@urposdor which suchservices are furnishedhe MCO musensure thaservices

are sufficient in amount, duration, or scope to reasonably be expected to achieve the purpose for
which the services are furnishdthe MCO is prohibitedrom arbitrarily denying or reducing the
amount, duration, or scope of a required servicelgblecause of the diagnosis, type of illness,

or condition.Notwithstanding thel@ove, all coveredesvices must be provided in compliance

with the Mental Health Parity and Addiction Equity Act of 2088d with EPSDT requirements
andrespective federakgulations.

TheDepartmentvill have the authority to overrigenyMCO utilization management guideline
on a cas#y-case basisThe DHHR Medical Directo or BCF designeaustcoordinate with the
MCO MedicalDirector in the event aoverride is appropriateased on thorough internal review.
The MCOmustbe responsible for paymentahd a utilization management guideline be
overridden

4.11 Force Majeure

TheMCO will be excused from performance hereunder for any period that it is prevented from
providing, arranging for, or paying for services as a result of a catastrophic occurrence or natural
disaster including but not limited to an act of war, and excluding labputs.
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412 Time Is of the Essence

In consideration of the need to ensure uninterrupted and continuous MCO perfoameénce
service deliverytime is of the essence in the foemance of the obligainsunder this ©ntract.

4.13 MCO Response Time Frames

TheMCO must submit required reportgguests for informatiomdocumentation, ad hoc reports,
data certification formsyverpayment remittancest any otheitem required within tle time
frames provided by thi€ontractor by the Departmentf an MCO does not submit a required
ad hocreport requests for informatiomocumenttion, data certification formoverpayment
remittancepr itemrequired to meet any Statefeederal reporting requirements (e.g., provider
preventable conditionsd the Depetment within the tineframes outlined in thi€ontractor in
theD e p a r t regeestithé Bepartment magssessiquidateddamage®n theMCO. The

MCO will have a onél) business day grace period following thee dateof the data, report,
requests formformation,documentationoverpayment remittancer data certificatiorform.
However, for each additionablendadayan item isoverduebeyond the grace peripthe
Department magsses$iquidateddamages on the MCO as outlinedAricle 1, Section6 and
AppendixF.

5. DECLARATIONS AND MISCELLANEOUS PROVISIONS
5.1 Competition Not Restricted

In signing thisContract theMCO asserts thato attempt has been made or bammade by the
MCO to induce any other person or firm to submit or not to submit a profowshk provision
of services covered by this Agreemémtthe purpose of restricting competition.

5.2 Binding Authority

EachMCO representative signing tl@ntractmust submit written certificatioalong with the
signedContractthat he/she is the persm the organization responsible for, or authorized to
make, decisions regarding thisi@ract.

5.3 Nonsegregated Facilities

TheMCO certifies that it does not andlixnot maintain or provide for its employees any
segregated facilities at any of its establishmeartd that it does not permit its employees to
perform their services at any location, under its control, where segregated facilities are
maintained. Th&1CO agrees that a breach of this certification is a violation of Equal
Opportunity in Federal employment. In addition, MEO must comply with the Federal

Executive Order 11246 entitled "Equal Employment Opportunity" as amended by Executive
Order 11375 ands supplemented in the United States Department of Labor Regulations (41
CFR Part 30). As used in this certification, the term "segregated facilities" includes any waiting
rooms, restaurants and other eating areas, parking lots, drinking fountain, saeaveati
entertainment areas, transportation, and housing facilities provided for employees which are
segregated on the basis of race, color, religion, or national origin, because of habit, local custom,
national origin or otherwise.

The organization furtheagrees (except where it has obtained identical certifications from
proposedsubcontractors for specific time periods) that it will obtain identical certifications from
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proposedsubcontractors which are not exempt from the provisions for Equal Employment
Opportunity; that it will retain such certifications in its files; and that it will forward a copy of
this clause to such propos8dbcontractors (except where the propoSelcontractors have
submitted identical certifications for specific time periods).

5.4 Offer of Gratuities

TheMCO warransthat it has not employed any company or person other than a bona fide
employee working solely for thdCO or a company regularly employed as its marketing agent
to solicit or seure theContractand that it has ngiaid or agreed to pay any company or person
any fee, commission, percentage, brokerage fee, gifey other consideration contingent
upon or esulting from the award of theo@tract.

For breach or violation of this warranty, the Departnvatithave the right to terminate this
Contractwith athirty (30) calendaday notice without liability or, at its discretion to pursue any
otherremedies available under this Contracby law.

5.5 Employment/Affirmative Action Clause

TheMCO agrees to supply employment/affirmative action information as required for agency
compliance with Title VandVII of the Civil Rights Acts of 1964.

5.6 Hold Harmless

TheMCO agrees to indemnify, defend and hold harmless the State of West Virginiseand th
Department, its officers and employees from and against:

1. Any claims or losses for services rendered bySutycontractor, person or firm
performing or supplying services, materials, or supplies in commesiih the
performance of the @tract. The actities of the Fiscal Agent do not constitute the
MCOG performance;

2. Any claims or losses to any person or firm injured or damaged by the erroneous or
negligent acts, including without limitation, disregard of Federal or State Medicaid
statutes or regulatis of theMCO, its officers, employees, &ubcontractors in the
performance of the contract;

3. Any claims or losses resulting to any person or entity injured or damaged MZ e
its officers, employees, @ubcontractors by the publication, translaticgproduction,
delivery, performance, use or disposition of any data used undéottieactin a manner
not authorized by the contract, or by Federal or State statutes or regulations;

4. Any failure of theMCO, its officers, employeesr Subcontractors to aerve State and
Federal laws, including but not limited to labor and minimum wage laws.

5.7 Confidentiality

TheMCO agrees to comply with applicabdate andederal law regarding
confidentiality/privacy including the confidentiality requirements of 81a6d 81902(a)(7) of
the Social Security Agcthe information safeguarding requiremeotditle 42, Part 431, Subpart
F (42 CFR 431 E)Title 45, Parts 160L62,and 164 andthe Federal Information Security
Management Act (FISMAX)o the extent they apypl
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TheMCO agrees that all material and information, and particularly information relative to
individual applicants oenrollees of assistance through the Department, provided t&/Hh© by
the State or acquired by tMCO in performance of th€ontractwhether verbal, written,
recorded magnetic media, cards or otherwiglebe regarded as confidential information and all
necessary stepsustbe taken by th&1CO to safeguard the confidentiality of such material or
information in conformance with federal and state statutes and regulations.

TheMCO agrees not to release any information provided by the Department or providers or any
information generated by tMCO regarding thisContractwithout the express consent of the
Contracting Officer, except agherwise provideth this Contract

5.8 Independent Capacity

TheMCQ, its officers, employee§ubcontractors, or any other agent of Bh&€O in
performance of thig\greement musact in an independent capacity andstnot hold
themselves out to be officers or employees of the State of West Virginia or of the Department.

5.9 Contract Liaison

Both parties agree to have specifically nar@editractiaisons at all times. These representatives
of the parties will be the first contacts regarding any questions and problems which arise during
implementation and operation of the contract. Both parties agree to immediately notify the other
party in writingshould they appoint @ontractliaison other than the liaison named in this
contract. TheMCOG Contractliaisonmayalso fulfill the duties of the Medicaid Administrator,
asoutlined inArticle 111, Section5 of the contract.

5.10 Key Staff Positions

Key MCO personnel (e.g., owners, directors) must meetlaiateequirements for experience,
licensure, and other ownership requirements

TheMCO mustprovide the Department with an organizational chart depicting the key staff
positionsin the Medicaid line of business Octoberl® of eachContractyear The
organizational charnustinclude the namesitles, andcontact information fothe following key
staff positionor functions

ContractLiaison’/Medicaid Administrator,
Chief Executive Officer (CEQO),

Chief Financial Office{CFO),

Medical Director,

Medical Management (Utilization Review) Director,
Care Management Director,

Behavioral Health Medical Director,
Dental Directoy

Social Services Director,

SNS Liaison,

Quiality Director,
EnrolleeServicedirector,

Claims Payment Director,

=4 =2 =0_-0_9_9_9_95_2_-2_-49._-2_--°
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Network Development Director,
Provider Relations Directpr
Program Integrity Lead,

Information Technologyirector,
Community Engagemeitirector, and
MedicaidEnrolleeAdvocate

E R

TheMCO mustnotify the Department in writing of changes in key staff positishen
individuals either leave or fill these key positiamishin fourteen 14) calendar days of any
change. ThMCO mustalso provide an updated organizational chart witburteen (4)
calendadays of request

All key staffor his or herdesigneanustrespond taequests ofhe Departmentithin three(3)
business day/

5.11 Location of Operations

The MCOis required to have a physical presence in West Virginia, incluéimguringat least
eighty B0) percent of itgotal full-time equivalent positionsllocated to manage carelividuals
covered under this contratavea primary work place in the state\West Virginiaandthe

operation of caltenterservicess in a West Virginidocation. The MCO mustnotify the
Departmentorty-five (45) calendadays in advance of any proposal to modify claims operations
and processinggnrolleeservices, or case mareagent processes thagyinclude the relocation

of operationsThe MCOmustbe responsible for any costs incurred by other contracted vendors
of the Department for required updates needed as a result of such change.

5.12 Communication with the Department

TheMCO mustacknowledge receipt of the Departmnirritten, electronic, or tgbhonic
informationrequestas expedibusly aghe matter requiresr no later than tw@2) business
daysafterreceipt of the request from the Department. M&0G& information request
acknowledgment must include a planned daiefofrmation requestesolution. A detailed
resolution summary advising the Department ofMl&0OG action and resolutiomustbe
rendered to the Department in the format requested.

The Depatments urgeninformationrequests such as issues involving legigainquiries
inquiries fromother governmental bodies, wrgent inquiriesasdetermined by the Department,
must be given priority by the1CO and competed in accordance with theformationrequesbor
instructions from the Department. The Departnwvaitit provide guidance with respect to any
necessary deadlines or other requirements. A resolution summary, as described by the
Departmentmustbe submitted to the Department.

M C O Gaslure to communicateomplete meanimgful, and timely responses &l Departmeri s

information requests may resultiemediesas described in Article 16ection6 andAppendixF
of thiscontract.
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5.13 Waivers
No covenant, condition, duty or obligation, or undertaking contained in or made a part of this
Contractwill be waived except by the written agreement of the parties.

5.14 Compliance with Applicable Laws, Rules, And Policies

TheMCO and itsSubcontractorsin performing this contractustcomply with all applicable
Federal and State layregulationsand written policies, including those pertaining to licensing
and including those affecting the rights of enrollé#€Os mustinclude provisions relating to
compliance with such laws fBubcontracts with providerasssessment of complianoeustbe
included in the MCQ&credentialing procedures to the extent feasible

Work performed under thiSontractmust conform to the federedquirements set forth in Title
45, CFR Part 74 and Title 42, Part 434. M@O mustalso abide by all applicable Federal and
State laws and regulations including but not limited to

1 Chapter 9, Article 5 and Chapter 49, Articles 1, 2, and 4 of the Wegh¥i
Codepertainingtdt he st at eds f o sganstioningtherfastergareo gr a m
population tean MCO(2019 WV House Bill 200Q);

Section 504 of the Rehabilitation Act of 1973;
Title IX of the Education Amendments of 1972
The Age Discriminatiorct of 1975;

Titles 1l and Il of the Americans with Disabilities Act;
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Section 542 of the Public Health Service Asgrtaining to nondiscrimination
against substance users;

1 Title 45, Part 46 of the Code of Federal Regulations, pertaining to research
involving human subjects;

9 Title 45 Parts 160 and 164 Subparts A arehB Part 162pertaining to privacy
and confidentiality

1 Title 42Parts 434 and 438 the Code of Federal Regulatigpgrtaining to
managed care;

1 Title 42 Parts 438, 440, and 457 of tbede of Federal Regulations, pertaining to
mental health parity and addiction equity

Copeland AntiKickback Act;

Davis-Bacon Act;

ContractWork Hours and Safety Standards;

Right to Inventions Made UnderContractor Agreement;
Clean Air Act and Federal "er Pollution Control Act;
Byrd Anti-Lobbying Amendment;
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Debarment and Suspension;
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American Disabilities Act of 1990 as amended;

Assisted Suicide Funding Restriction Act of 1997

Patient Protection and Affordable Care Act (PPACA)

Mental Health Parityand Addiction Equity Act of 2008;

Family First Prevention Services Act (FFPSA) of 2018;

Health Care and Education Reconciliation Act of 2010 (HCERA)
Federal Information Security Management Act (FISMayd
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Any other pertinent Federal, State or local lavegjulations, or policies in the
performance of this contract.

TheMCO mustcomply with all applicabléederal and State Iawregulations, policies, or
reportingrequirements rededto comply with thepolicies andegulations set forth in the

PPACA, P.L.111-148, enacted on Mahn 23, 2010, and the Health Care and Education
Reconciliation Act of 2010 (HCERA), P.L. 14162, enacted on March 30, 2010

TheMCO mustalso comply with requirements and regulations pertaining to:

1 Copyrights, data, and reportingdapatent rights under ai§ontractinvolving
researchgdevelopmental, experimentar demonstration work with respect to any
discovery or invention which arises or is develdm the course of this contract;

1 Applicable standards, orders or requirememder Section 306 of the Clean Air
Act (42 USC 1857(h)), section 508 of the Clean Water Act (33 USC 1368),
Executive Order 11738, and Environmental Protection Agency regulations (40
CFR part 15); and

1 Energy efficiency which are contained in the State gneogservation plan
issued in complianceith the Energy Policy and Conservation Act (P.L-1%56).

TheMCO mustprocure all necessary permits and licenses and abide by all applicable laws,
regulations, and ordinances of the United States, State of Wgsti®} and political subdivision
in which work under th€ontractis performed.

TheMCO mustretain at all times during the period of tlisntracta valid Certificate of
Authority issued by the State Commissioner of Insurance.

TheMCO mustpay any saletax, use and personal property taxes arising out oCinséract
and the transactions contemplated thereby. Any other taxes levied upon this contract, the
transaction, or the equipment or servideivered pursuant heretdll be borre by theMCO.

TheMCO mustadhere to the provisions of the Clinical Laboratory Improvement Amendments
of 1988 (CLIA) Public Law 10478.
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The MCO must fully comply with W. Va. Code &P¥-10a which imposes a tiered tax on a PMPM
basis on all entities holding a health maintenance organization certificate of authority in the State
of West Virginia.

The MCO must fully comply with any relevantéquirements of the Implementation Plan of the
Memorandum of Understanding Between the State of West Virginithardhited States Department
of Justice

5.15 Non-discrimination

The MCOmustcomply with all Federahnd State laws relating to naliscrimination including

but not limited to Title VI of the Civil Rights Act of 1964, (42 U.S.C. §2000d et seq.) and as
applicable 45 CFR Part 80 or 7 CFR Part 15; Section 504 of the Rehabilitation Act of 1973 (29
U.S.C. 8794); Americans with Disabibt Act of 1990 (42 U.S.C. 812101 et seq.); Age
Discrimination Act of 1975 (42 U.S.C. 88616107); Title IX of the Education Amendments of
1972 (20 U.S.C. §81681688); Food Stamp Act of 1977 (7 U.S.C. 8200 et seq.); Executive
Order 11246 and its implemeamg regulations at 41 CFR Part 60; Executive Order 13279, and its
implementing regulations at 45 CFR Part 87 or 7 CFR Part 16; The Immigration Reform and
Control Act of 1986 (8 U.S.C. 81101 et seGhe MCO maynot discriminate in enrollment,
delivery ofhealth care, or any other activity against enrollees on the basis of health status,
conditions of or type of enroliment in the geographic areas within the managed care initiative, or
need for health care services

The Department will deny payments for amgw enrollees for whom payment is denied by CMS
duetot he MCOO6s discrimination of enroll ees basec

5.16 Federal Requirements and Assurances

TheMCO mustcomply with those federal requirements and assurancesfoliees of federal
grants provided in OMB Standard Form 424B which are applicable td@®@ TheMCO is
responsible for determining which requirements and assurances are applicabM@®the
Copies of the form are available from the Department.

TheMCO mustprovide for the compliance of arfSubcontractors with applicable federal
requirements and assurances.

5.17 Lobbying

TheMCQO, as provided by 31 U.S.C. 1352 and 45 CFR 93.100 etvgilgnot pay federally
appropriated funds to any person for inflag or attempting to influence an officer or

employee of any agency, a member of the U.S. Congress, an officer or employee of the U.S.
Congressor an employee of a member of the U.S. Congress in connection with the awarding of
any federal contract, thmaking of any cooperative agreememntthe extension, continuation,
renewal, amendmendr modification of any federal contract, grant, Ipancooperative

agreement.

The MCO mustsubmit to the Department a disclosure form as provided in 45 CFR 93.110, i
any funds other than federally appropriated funds have been paid or will be paid to any person
for influencing or attempting to influence an officer or employee of any agency, a member of the
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U.S. Congress, an officer or employee of the U.S. Congreas employee of a member of the
U.S. Congress in connection with this contract.

TheMCO mustrequire that the language of this certification be included in the award documents
for all subawards at all tiers (includinBubcontracts, suggrants, and contréeunder grants,

loans, and cooperative agreements) and that altestipientsmustcertify and disclose

accordingly.

This certification is a material representation of fact upon which reliance was placed when this
Contractwas made and entered into. Susion of this certification is a prerequisite for making
and entering into thi€ontractimposed under Section 1352, Title 31, US Code. Any person who
fails to file the required certification wilbe subject to a civil penalty.

5.18 Disclosure of Interlocking Relationships

If the MCO is not also a Federal@ualified MCO under the Public Health Service Act, it must
report to the State, and on request, to the Secretary, the Inspector General of DHHS, and the
Comptroller General, a description ofrisactions between tiMCO and parties in interest.
Transactions that must be reported includgay sale, exchange, or leasing of propegy; (

any furnishing for consideration of goods, servicgdacilities (but not salaries paid to
employees); an(B) any loans or extensions of credit. TMEO mustmake the information
reported available to its enrollees upon reasonable request.

TheMCO will covenant that it, its officers enrollees, employeesor Subcmtractors willnot
acquire any interest, diceor indirect which would conflict or compromise in any manner or
degree with the performance of its services hereundenO(@ further covenants that in the
performance of the contract, tMeCO mustperiodically inquire of its officergnrollees, and
employees concerning such interests. Any such interests discanastbde promptly presented
in detail to the Department.

5.19 Department& Data Files

The Departmeids data files and data contained thekeith be and remain the Departmént
property andnustbe returned to the Department by MEO upon the termination of this
Contractat the Departmetd request, except that any Department data files no longer required
by theMCO to render services undtris Contractmustbe returned upon such determination at
the Departmerds request.

The Departmeiis datawill not be utilized by th&CO for any purpose other than that of
rendering services to the Department under this contracyithidhe Departmeid data or any
partthereof be disclosed, sold, assigned, leasedtherwise disposed of to third parties by the
MCO unless there has been prior written Department approval.

The Departmentnust upon request to tHdCO, have the right of access and use of any data
files reained or created by tidCO for sysems operation under this contract.

32



TheMCO mustestablish and maintain at all times reasonable safeguards against the destruction,
loss or alteration of the Departméntdata and any other data in the possession di@@
necessary to the performance of operations under this contract.

5.20 Changes Due to a Section 1915(b) Freedom of Choice or 1115 Demonstration
Waiver

The conditions described in the contract, inclugmg not limited to enrollment and the right to
disenrollment, are subject to change as provided in any waiver under section 1913 of
the Social Security Act (as amended) obtained by the Department.

5.21 Contracting Conflict of Interest Safeguards

TheMCO asserts that to the best of its knowledlat the process of procuring tisntracthas
been compliant with the federal contracting requirements set forth in 41 U.S.@nd22 CFR
438.3

The MCOmustnot pay, offer to pay, or agree to pay, either directly or indirectly, any fee,
commissioncompensation, gift, gratuity, or other thing of value to an employee or agent of the
State of West Virginia with the intent to influence work related taCiwetract.

5.22 Prohibition Against Performance Outside the United States

TheMCO and a Subcontractonust comply with the requirements of Section 6505 of the
PPACA, entitled AProhibition on Payments to |
United States. o

All work performedby theMCO or a Subcontractamder thisContractmust be performed
exclusively within the United Stateblo paymentsnustbe made for services or itenhy the
MCO or a Subcontractdo any entity or financial institution outside of theitéd States.

All information obtained bthe MCO or a Sibcontracto under thisContractmust be stored and
maintained within the United States.

The term Awithin the United Stateso means any
comprising the United States of America, including of any ofdhtg-eight @8) cotermhous
states in North America, the states of Alaska and Hawaii, and the District of Columbia.

5.23 Freedom of Information

Due regard will be given for the protection of proprietary information contained in all
procurementelateddocuments received; howeyéhe MCO should be aware that all materials
associated witlthis agreemenare subject to the terms of the Freedom of Information Act
(FOIA), the Privacy Act and all rules, regulations, and interpretations resulting therefrom. It will
not be sufficientdr the MCO to merely state generally that the material is proprietary in nature
and not therefore subject to release to third parties. Those particular pages of sections which
MCO applicant believes to be proprietary must be specifically identified as such

33



6. CONTRACT REMEDIES AND DISPUTES
6.1 MCO Performance

The MCO is expected to meet or exceed aii e D e p @abjettines ant shmards, as set

forth in the @ntract. All aeas of responsibility and dllontractrequirements will be subject to
performance evaluation life Department. Alesignated representative of MM€O and a
designated representative of the Departmen meet as requested by either party, to review the
performance of th&#1CO under thisContract. Written minutes of such meetings wile kept. In

the event of any disagreement regarding the performance of servicesw@thender this
Contract, the designated representatimesstdiscuss thgperformanceroblem and negotiate in
good faith in areffort to resolve the disagreement.

For purposes of th Contract, an item of nenompliancénon-performance means a specific
action oftheMCO or its Subcontractor, agent and/or consulttret:

1 Violates a provision of thi€ontractincluding Appendces;
1 Fails to meet an agreed measure of performandéor standarcr

1 Represents a failure tie MCO to be reasonably responsive to a reasonable
request of the Department for information, assistance, or support within the
timeframe specified by tHeepartment.

Non-performance of this Contract includes, but is not limited to

1 Failing substantially to provide Medically@¢essargoveredservices that the
MCO is required to provide, under law or undeidttractwith the Department,
to an enrollee cared undethe Gntract;

1 Failing substantially to provideovered SNSthat the MCO is required to provide,
under law or under it€ontractwith the Department, to an enrollee covered under
the Contract

1 Imposng premiums, copays, or charges that are iresg©f the premiums,
copays, or charges permitted under the Medicaid program;

1 Actingto discriminate among enrollees on the basis of their health status or need
for health care services, including termingtof enrollment or refusal to reenroll
an individual, except as permitted under the Medicaid program, or any practice
that would reasonably be expected to discourage enrollmentdlivyduals whose
medical condition or history indicates probable need for substantial future medical
services;

1 Misrepresenng or falsifying information thathe MCO furnishes to CMSACF,
or to the State;

1 Misrepresenng or falsifying of information thathe MCO furnishes to an
enrollee, potential enrollee, health care provae®NS provider

9 Distributingdirectly, or indiectly through any agent or independent contractor,
marketing materials that have not been approved by the State or that contain false
or materially misleading information;
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Failing to maintain an adequate network of properly credentialed providers;
Failing to canply with the providereimbursementequirements of this @tract
Failing to comply with theeporting requirements of thiso@tract;

A pattern of inappropriately denyirgayments for emergeneglated serviceor
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Violating therequirements of sections 1903(m) or 1932 of the Social Security
Act, and any implementing regulations

6.2 Corrective Action Plan (CAP)

At its option, the Department may requiheMCO to submit tahe Department or its designee a
written priecive Adtidn PlafCAPoO) t o cesoive rerpdrformance of the
Contract, as determined by the Department.
1. TheCAP mustprovide:
a. A detailed explanation of thereasdn® r t h e -pe@dindasce n o n
b. TheMCOG6 s a s s amlgsisnétinetcauseif applicable and
c. A specific proposal to cure or resolve ti@performance
2. The Department may requireC#AP to provide:

a. Accelerated monitoring that includes more frequent or more extensive monitoring
by the Department or its agenicludingacceleratednonitoring of any area in
which the compliances not fully met

b. Additional, more detailed, financiand/or programmatic reports to be submitted
by theMCO; and

c. Additional and/or more detailed financial and/or programmatic audits or other
reviews of te MCQO

3. TheCAPmust be submitted by the deadline set
CAP. TheCAP s subject to approval by the Departmenitjch will not be unreasonably
withheld.

4. The Department will notifgheMCO in writing of its final dispogion of the
Depart ment 6tekeDepartmentacaeheMC ®6 s p ICARpthes e d
Department may:

a. Condition such approval on completion of tasks in the order or priority that the
Department may reasonably prescribe;

b. Disapprove portions dheM C O proposedCAP,

c. Require additional or different corrective action¢t limited to the actions
described in paragraph (2

d. Notwithstanding the submission and acceptance@ilR, MCO remains
responsible for achieving all written performance criteria.

5. The Depart ment GAPuraer thie Pettiannwil@ot:0o f a
a. ExcuseheMC O 6 s npnrperformance;
b. RelievetheMCO of its duty to comply with performance standards; or
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c. Prohibit the Department from assessing additi@@itractremedies or pursuing
other appropriate remedies for continuedpenformance

The Departmentetairs authority to impose additionaémediesinderthis Contractor stateand
federalstatutes that address areas of-performanceNothing in thisprovisionpreventghe
Departmentrom exercising that authority.

6.3 Conditions Endangering Performance

At its option, theDepartmentmayprovide theMCO with written notice of conditions
endangeringontractperformance. Conditions that endanger performance include, bubtare
limited to, the following:

1 Falling to substantially provide Bdically Necessargoveredtems and services
that are required (under law or under BM€OG& Contractwith the Department) to
be provided to an enrollee covered underGbetract;

1 Falling to substantially provide covered St are required (under law or under
theMCOOb6 €ontract with the Departmertt) an enrollee covered under the
Contract;

1 Imposing premiumscopayspr charges enrollees in excess of the premjums
copayspor charges peritted undethe Medicaid program

1 Engagingin any practice that discriminates on the basis of health status or need
for health care services;

1 Misrepresenting or falsifying information furnished to the Department, an
enrollee, a potential enrollger healthcare provider;

1 Failing to comply with the physician incentive requirements under section
1903(m)(2)(A)(x) of the Social Security Act; or

1 Distributing directly or through any agent or independent contractor marketing
materials that contain false or migiézg information.

The Department must notify the CMS Regional Office and ACF at any time any of the above
conditions are found to exist or as appropriate at any time the:MCO

Is found tahaveperformance deficiencies iany of the abovareas;
Is under a CAP;

Has been assessed liquidated damages;

Has had enrollment suspended;

Has had temporary management appointed by the State;

Has had payments suspended,;

Is engaged in dispute resolution;
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Is being terminated for default; or
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1 Is otherwise an-compliant or has performanceleficit as describeth Article II,
Section 6 of this contract

Unless otherwise specified in the written notice of condition(s) that endanger performance, the
Departmentin its sole discretiormayallow theMCO an alloted amount obusinesglays to

remedy the condition(s) contained in the notice. If after such notice of conditions that endanger
performance th&CO fails to remedy the conditions contained in the notice, witir{10)
businesslays or the time period spified in the notice, thBepartment mapursueother

remedies under thiSontractor anyintermediateemadies outlined in 42 CFR38.702

6.4 Failure to Meet Contract Requirements

TheMCO mustcomply with all requirements and performance standards set forth in this
Contract.TheMCO agrees that failure to corypwith all provisions of the&Contractmay result

in the assessment @mediesand/or terminabn of the @ntract, in whole or in parin

accordance witthis Article. The MCO agrees and understands that the Department may pursue
contractual remedies for ngrerformanceinderthe Gntract.At any time and at its discretion,
theDepartment maympose or pursue one or more remedies for @aain of norperformance

and will determine remediesmn a casdy-case basis.

The Departmernis entitled to monetary damages in the form of actual, consequential, direct,
indirect, spel, and/orLiguidatedDamagesesulting fromtheM C O thanperformanceinder
this Contract.In some cases, the actual damage tdgartments a result of thMICOG

failure to meet any aspeat the responsibilities of th€ontractand/or to meet specific
performance standards set forth in tBentractwill be difficult or impossible toetermine with
precise accuracy.herefore, irthe event ohonperformance undehis Gontract, the
Departmentvill impose in writing, LiquidatedDamages against th¢CO. The Department will
assess Liquidated Damagegardess of whether theon-performancas the fault of thelCO
ortheMCO's Subcontractors, agents and/or consultants, provideDépartmentas not
materially caused or contributed to th@nperformanceTheDepartmentwill pr ovi de 15 day
notice of itsintent toassess iquidatedDamagesgainst theiCO. The MCO will have 10 days
from receipt of the_etter of htent to assess Liquidated Damages to appeaatiation.

The LiquidatedDamagegprescribed in thi€ontractare not intended to be in the nature of a
penalty, but are intended to be reasonable estimates Dfehg a r t progectad firmncial loss
and damage resulting from tMeC O tanperformance. Accordingly, in the event €O

fails toperform in accordase with theContract, theDepartmentnay asseskiquidated
Damagess provided in thiSectionand inAppendixF of this Gontract Monetary penalties
imposed under thi€ontractwill not exceed the amounts established under 42 CFR 8438.704.

Any LiquidatedDamagesssessed by thzepartmentill be due and payable within thirty (30)
calendar days after théd C O Geseipt of the notice of damages, regardless of any dispute in the
amount or interpretation which led to the notimean appeal of the notice filed by the MAD
MCO fails to pay assessed damages withirty (30) calendaidays, the amount of damages will
bededucedagainst capitation paymerdse tothe MCO or that become due at any time after
assessment of thaquidatedDamagesThe Departmenwill make deductions until the full

amount pgable by the MCO is collectedll LiquidatedDamagesmposed pursant to this
Contract, whether paid or due, must paid by théICO out of administrative costs and profits.
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Per42 CFR 438.70&), if the Department imposes Liquidated Damages on the €O
charging premiums or charges in excess oftheunts permitted under the Contralog,
Department will dedudhe amount ofhe overcharge from the Liquidated Damage andmetur
to the affected enrollee.

If at any timethe Departmendetermines the MCO has not met any aspétite responsibilities
of theContractand/or the specific performance standards due to mitigating circumsttmgces,
Departmenteserves the right toawe all or part of th&iquidatedDamagesAll such waivers
must be in writing, contain the reasons for the waiver esigned by theepresentative of the
Department

Neither the occurrence of an event constituting an @lléddCO norperformance of this
Contractnor the pending status ofyanlaim for nonperformance o€ontractis grounds for the
suspension of performance, in whole or in parth®MCO of any duty or obligation with
respect to thegrformance of this @Gntract.

TheMCO is responsible for amjamagespenalties, or disallowances imposed on the State or
MCO arising from any nocomplianceor norrperformanceelated to the delivery of the
covered services ortiverablesunder thisContractby the MCO, its Shicontractors or agents.

6.5 Temporary Management

The Statenustappointtemporary managemeas a remedynder the circumstances described

in 42 CFR 438.706nd 42 CFR 438.704f the State determisehat the MCO has repeatgd

failed to meet the substantive requirements in Sections 1903(m) or 1932 of the Social Security
Act and that the continued operation of the MCO would be hazardous to enriiees
Commissioner othe Offices of the Insurance Commissiondt| be responsile for the

imposition of suclremedyas set forth in Section 3BA-19 of the West Virginia HMO Act of

1977 If temporary managemeistimposedthe Statewill notify enrollees of their right to

terminate enrollment in the MCO

The State may terminatke Contractand provide theie n r o IMedecaidardd SNenefits
through other options included in thpplicableStatePlans or waivers

Nothing precludes the Departméntight toappoint temporary managemehiring the time in
which theMCO is remedyinghe condition(s) or while an appeal requested byv® is
pending However, before angemporary management is appointdee Department will notify,
in writing, theMCO of the specifimon-performanceWithin ten(10) businesslays of receipt of
this written notification, thé1CO will forward a plan to remedy thison-performanceo the
Department. The Department will, as soon as possible, notitM@@ whether it agrees to the
plan, and if so, th1CO will immediately begin taemedy thenon-performancen accordance
with the plan, and will havifteen (15) businesglays to doa. If the plan is not accepted, such
reasonsvill be given, and th&1CO will revise the plan to reflect the Departm@&nthanges, and
then will resubmrtiand then will immediately begin to remedy ti@performancend will have
fifteen (15) businesslays to doa.
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6.6 Suspension of New Enroliment

Whenever the Department determines-pefformance by the MCO under thiotract the
Department may suspé enroliment of new enrolle@sto the MCOunder this ©ntract. The
Department, when exercising this option, must notifyMi@O in writing of its intent to aspend
new enroliment at least t€h0) businesslays prior to the beginning of the suspengieriodin
accordance wittrticle 1l, Section 6.8 The suspension period may be for any length of time
specified by the Departmerdr until the norperformance is remediedr for an unspecified
time period.The suspension period may extend up toQbmetract expiration date as provided
underAtrticle I. The Department magrantMCO enrollees the right to terminate enrollment
without cause antb notify the affected enrolks of their right to disenroéind to reenroll in
anothemMCO.

6.7 Payment Suspension

The Department maguspengortions of capitation payments from thiCO asa remedy for
nonperformanceWhenever the Department determines thai® has failedto provide one
(2)or more of thecoveredContractservices, the Department msyspendan estimated portion
of theMCOG& capitation payment in subsequent monBash suspension amountill be equal
to the amount of money the Department expettte MCO to pay forcoveredContractservices
plus any administrative costs involved. TMEO maynotdenyanycoveredContractservicesn
order to receive adjusted payment levels. M@0 will be given written noticat least terf10)
businesslaysprior to thesuspensiowf any capitation paymeirt accordance witlrticle I,
Section 6.8

When itsuspendpayments under this section, the Department must submit kGi@ea list of
theenrolleedor whom payment is beinguspendedhe nature of service(s) denied, and
payments the Bpartment must make to provideveredContractservices. When all payments
have been made by the Department folMi@&0O coveredContractservices, the Department will
reconcile the estimateslispensiomagainst actuatnrolleepayments.

The Departmentmaysuspend MCO paymenits accordance with2 CFR455.23in case ba
credible allegation of fraud against the MCO

6.8 Dispute Resolution

This Contractis not subject to arbitration. ArgctionconcerninglCO nonperformanceinder

this Contractwill be decidedn acordance with Articldl, Section6 of this Contractby the
Contracting Officer whawvill put his/her decision in writing and serve a copy orMIi&O and
Departments soon as administratively possible after the MCQOpeformance was identified
The Contracting Officés decisiorwill be final unless withiten(10) businesslays of the

receipt of such copy, thdCO or Department files with the Contracting Officer a written appeal.

As a response to an appelk Contracting Officemustissue his/her recommended course of
action to the&Commissionefor either theBMS or BCF. The Commissioner will review the
Contracting Officefs recommendation and issue a decisiorthe appeakithin ten(10)
businesslays
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Should theMCO disagree with the decision, tMCO can request a hearing befame
administrative law judgeithin ten(10) businesslays whowill take evidence and hear oral
argument. In connection with any appeal proceeding under this subsectibiG@heill be
afforded an opportunity to be heard and to offer evidence and gtathant in support of its
appeal. At such hearing, the Departmeilt also offer evidence and oral argument in support of
its position.

The administrative law judge, who will serve as an impatrtial fact findérissue a proposed
decision to thé&/ICO andto the Department withisixty (60) calendadays of the end of the
hearing. TheM/lCO andor the Departmenwill haveten (10) businesslays after the mailing of
the proposed decision to requestegisionreview. If such a request is made, the Secretary,
DHHR will, thereafter, iage a final decision. There mus no ex parte communications with
the administrative law judge during pendency of the appeaing any appeal process, the
copies of all pleadings or other documents being filed in connectibrtiatappeainust be
delivered to the administrative law judgéhe reasonable costs of an administrative appeal
including costs of reporting and preparing a transcript will be paid by the party appealing. Such
decisionwill be final except to the exteritat theMCO appeals to the Circuit Court of West
Virginia. The pendency of an appeal to the Secretary or the Circuit @itluniot automatically
stay any notice of termination which may be appealable.

Pending final determination of any dispute, €O must proceed diligenyt with the
performance of thi€ontractand in accordance with the Contracting Off@satirection.

TheMCOG failure to followthe procedure set out above vin# deemed a waiver of any claim
which theMCO might have had.

The Departmetnand the MCO agree that a State or Federal statute, rule, regulation, or Federal
guideline will prevail over the provisions of this Section unless the statute, rule, regulation, or
guidelines can be read together with this Section to give effect to both.

6.9 Termination For Default

The State of West Virginia, Department of Administration Purchaaimdjorthe Department

may terminate performanoéd work under thiContractin whole, or in part, whenever tihdCO
defauls in performance of thisContractandfailsto cure such default or make progress
satisfactory to the Department towa&dntractperformance within a period dfirty (30)
calendadays after receipt of notice of default (or such longer period as the Department may
allow). Such terminatiowill be referred to herein as "Termination for Default.”

Events constituting a Termination for Default include, but are not limited to:

1. MCO insolvency or the MCOG6s failure to mee:
due;

2. MCO failure to pay claims;

3. Untimely service authorizations or other acts or omissions of the MCO or its
Subcontractors resulting in a substantial risk to the health of the enrollees;
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4. The MCO or itsSubcontractors, affiliates or agents are expelled or suspended from
federal health isurance programs under Title XVIII or Title XIX of the Social Security
Act;

5. Any action taken by th@&/est Virginia Offices of the Insurance Commissiodeemed by
DHHR to adversely affect the ability of the MCO to provide healthcare services to its
enrolless;

6. Failure of the MCO to obtain signed provider agreemé&uilscontractor agreements or
agreements with other agents of the Mtb@& impairs the ability of the MCO to perform
the services under ti@ontractand failure to cure within thirty (3@alendadaysor such
longer period as the Department may allow

7. The MCO misrepresents, omits or otherwise falsifies information or the MCO knowingly
permits itsSubcontractors, affiliates or agents to provide fraudulent, intentionally
misleading or misrepresentagiinformation; or

8. Breach of any covenant contained in @entractand failure to cure such covenant
default within thirty (30)alendadaysor such longer period as the Department may
allow.

If the MCO defaults in the performance of the duties undeCtract, the Department may
exercise remedies including, but not limited to:

1. Suspension of enrollment;
2. Suspension of capitation payments;
3. Appointment of a management company to oversee the operations of the MCO;
4. Imposition of civil and monetary penaltjes
5. Pursuit of any other remedy permitted by law;
6. Termination of the Contract.
Before terminating the contract, the State will provide the MCO with -tepneination hearing.

The State will provide the MCO with written notice of its intent to terminate, the reason for
termination, and the time and place of any healifrafter notice of termination of th€ontract

for default, it is determined by the State or a court thaM8© was not in default or that the
MCOGs failure to perform or make progress in performance was due to causes beyond control
and without the error or negligence of €0, or any Sibcontractorthe notice of termination

will be deemed to have been issasd termination for the convenience of the Department, and
the rights and obligations of the partiedl be governed accordingly.

In the event th&tate of West Virginia, Department of Administration Purchaamdyorthe
Departmenterminates th€ontract in full or in part as provided in this clause, ®Biate of West
Virginia, Department of Administration Purchasimgy procure services similar to those
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terminated, and the1CO will be liable for any excess costs for such similar services for any
calencr month for which th#CO has been paid to provide services to Medicaid clients.

Prior to the termination for default of tMCO, the Departmennaytake the following steps:

1 After ahearingbefore the administrative law judgepifie isrequestd by tle
MCO as set forth irArticle II, Section 63, provide theViCO with written notice
of the decision affirming or reversing the proposed termination of the contract,
and the effective date of the termination, if applicable; and

1 For an affirming decision, give enrollees of MM€O notice of the terminatign
and information regarding enrolléexptions for receiving covered services
following the terminatiopand the right to terminate enrollment in MEO
immediately without cawes

In the event of a termination for default, €O mustbe paid for those services which the
MCO has provided.

TheMCO may terminatg@erformance of work under thi3ontractin whole, or in part, with
written notification to the&State of West Virginia, Bpartment of Administration Purchasing
throughthe Departmentwhenever the Department &b make payment for services undesthi
Contractfor sixty (60) calendardays andailsto cure such nepayment or make progress
toward curing nopayment withina period othirty (30) calendadays after receipt of the
MCOG written notice of termination

The rights and remedies of the Department provided in this cimesetexclusive and are in
addition to any other rights and remedies provided by law or under this contract.

If the State of West Virginia, Department of Administration Purchaingugh theDepartment
terminates th€ontractfor default, the MCO will be respsible for all reasonable ceshcurred

by the Department, the State of West Virginia, or any adtsinistrative agencies to replace the

MCO. These costs include, but are not limited to, the costs of procuring a substitute vendor and
the cost of any @im or litigation that is reasonably attributableateMCO6s f ai | ur e t o
any service in amwrdance with the terms of theotract.

6.10 Termination for Convenience

The State of West Virginia, Department of Administration Purchasingughthe Departmenor
the MCOmay terminate thi€ontractat any time with at leastthirty (30) calendaday written
notice. The effective date must be the first day of a monthM®®@ mustbe paid the following:

1. At theContractprice(s) for services deliveréd and accepted by the Department.

2. At a price mutually agreed to by tMCO and the Department for services partially
completed.

6.11 Termination Due to Change in Law, Interpretation of Law, or Binding Court
Decision

Any change in Federal or State lawanry interpretation of law by the United Swepartment
of Health and Human Services or by a court whose decisions constitute binding precedent in
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West Virginia, which significantly alters tidCOGs required activities or any change in the
availability of funds,will be viewed as binding and wivarrant good faith renegotiation of the
provisions of theContractthat are thus affected. If such renegotiation proves unsuccessful, the
Contractmay be terminated on written notice of either party to the qitwty at leasthirty (30)
calendadays prior to termination.

6.12 Termination for Managed Care Organization Bankruptcy
In the event of the filing of a petition in bankruptcy by or againsM@®©, theState of West

Virginia, Department of AdministratoPurchasinghrough theDepartmentvill have the right
to terminate th€ontractupon the same terms and conditions as a Termination for Default.

6.13 Termination for Unavailability of Funds

The State of West Virginia, Department of Administration Puratigthroughthe Departmentt
its discretionmay terminate at any timéhe whole or any part gfthis Contractor modify the
terms of theContractf federal or state funding for tHéontract the Medicaid progranor the
Foster Care programs a whole is reduced or terminated for any reason. Modification of the
Contractincludes, but is not limited to, reduction of the rates or amounts of consideration,
reducing services covered by tMO, or the alteration of the manner of the performance
order to reduce expenditures under the contract. Whenever possibiE; @heill be given

thirty (30) calendardays notification of termination.

After modification of the contract, tHdCO will have the right not toantinue theContractf

the newContactterms are deemed to be insufficiembtwithstanding any other provision of this
contract. TheMICO will have a minimum osixty (60) calendadays to notify théState of West
Virginia, Department of Administration Purchasitmgough theDepartmentegarding its desire

to accept new term#. the new capitation rates and any otB@entractmodifications are not
established at leasixty (60) calendadays prior to the expiration of the initial or extension
agreement, the Department will reimburseMCO at the higher of the new or current capitation
rates for that period during which the new agreement period had commenced lGOifse

sixty (60) calendaiday determination and notification period had not been completed, and the
MCO will be held to he terms of the executed contract.

If the Department is not allotted funds in any succeeding fiscal year for the continued use of the
services covered by this contract, the Department may terminaf@tieactpursuant taArticle

II, Section 6, breofatthe end of the affected current fiscal period without further charge

penalty. The Department @bligated to pay all charges incurred through the end dfste

year at which time thi€ontractwill terminate. The Department mugive theMCO written

notice of such nollocation of funds as soon as possible after the Department receives notice of
such norallocation. No penaltynayaccrue to th1CO in the event this provision is exercised.

6.14 Termination Obligations of Contracting Parties
UponContracttermination, the/CO and Subcontractoraustallow the Department, its agents
and representatives full access toM@OG and Subcontractdacilities and records to arrange

the orderly transfer of the contracted activities. These records intledieformation necessary
for the reimbursement of any outstanding Medicai®&NSclaims.
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Upon the date of notificatioof its intent to terminate theddtract the MCOmayno longer

accept new enrollee$he MCOwill remain responsible for providing servicegluding

coverage of inpatient servicgbrough the #ective date of th€€ontracttermination to

individuals enrolled with the MCO oar before the date of notification ®HHR. The MCO
mustprovideDHHR with the names, PCP assignments, and primary diagnosis of all enrollees
with care needs that requidiHHR pre-authorization, those currently receiving case
management, and those with known future service needs (e.g. scheduled ambulatory surgery,
pregnancy) byuch date as determined DiHHR, with weekly updates thereaftdihe MCO
mustprovideDHHR with the names and treatment plans of enrollees with such plans.

UponContracttermination, the/CO and SubcontractorsustprovideDHHR with all required
reports ad datathrough the end of th€ontractperiod aglesribed in this ©ntract This
requirement includes encounter data, whrakstbe submitted no later thaamnety ©0) calendar
days after the end of the quarter in which the encounters occlihedepartmentnay request
an interim encounter data submissionety @0) calendadays after the termination of the
contract

Where thisContractis terminated due to default by tNeCO:

1 The Departmenwill be responsible for notifying all enrolleestbé date of
termination and process by which the enrollees will continue to receive services;
and

1 TheMCO will be responsible for all reasonable expenses related to said
notification.

Where thisContractis terminated for any reason other than defautheyMCO:

1 The Departmenwill be responsible for notifying all enrollees of the date of
termination and process by which the enrollees will continue to receive services;
and

1 The Departmenwill be responsible for all expenses relating to said notification.
6.15 MCO Operations Transition

MCO transitionis defined as the activities that the MCO is required to perform upon termination
or expirationof theContractin situations where the MCO wiitansition data and documentation

to the Departmentr a subsequent contractéor purposes of this provision, "documentation”
means all operati@h technical, and user manuals used in conjunction with the software,
services, and deliverables, in whole part, that the Department determines are necessary to
view and extract application data in a proper format.

The MCO must provide the documentation in the formats in which the documentation exists at
the expiration or termination of the Contract. Ta¢a, documentation, information, and services
provided as detailed in this section must be provided at no additional cosDiegamenbr a
subsequent contractdrhe Department or subsequent contractor must receive and verify all
relevant data, docoentation and information. the Department determines ththe data,
documentatioror informationis not accurate, complete, or HIPAZompliant, the Department
reserves the right to hire an independent contractor to #esi3¢partmentn obtaining and
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transferring all the required data and informatemd to ensure that aif the datas HIPAA-
compliant. The MCO is responsible for the reasonable cost of providing these services.

The MCO must maintain ar@nsitionPlan covering the turnover of tipgogramrecords and
information maintained to either tilpartmentr a subsequent contractor. ThansitionPlan
must be a comprehensive document detailing the proposed schedule, adtifotiegtionand
resource requirements associated with the tumiasis.The Departmemnteserves the right to
reviewthe MCOTransitionPlan andany significant modifications tthe previously approved
TransitionPlans The Department reserves the right to provide GiM8 ACF as appropriate
with Transition Plardocumentation upon request.

The MCO must transfer thve Departmenbr a subsequent contractor all data and information
necessary to transition operations, including: data and reference tables; data entry software;
third-party software and modificationspcumentation relating to software and interfaces;
functional business process flows; and operational information, including correspondence,
documentation of ongoing or outstanding issues, operations support documentation, and
operational information regardy Subcontractors. In addition, the MCO must provide the
following to the Department or a subsequent contractor:

1 The MCO must provide data, information, and services necessary and sufficient
to enablehe Departmento map allMCOd at a f r om tem@)toMEOG6 S sy
replacement system(s) Departmenbr a successor contractor, including a
comprehensive data dictionary as definedh®Department

1 The MCO must provide all necessary data, information, and services in the format
defined byDepartmentandHIPAA-compliant.

1 The MCO must provide all of the data, information, and services mentioned in
this section using its best efforts to ensure the efficient administration of the
Contract. The data and information must be suppligdermedidormat
specified by Departmentind according to the schedule approvedbpartment
in theTransitionPlan.

1 If the MCO does not provide the required data, information, documentation or
services necessary for the Department or the subsequent contractor to assume the
operaional activities successfully, the MCO must reimburse the Department for
all reasonable costs and expenses, including: transportatiiging subsistence
to carry out inspection, audit, review, analysis, reproduction, and transfer
functions atthelocaton ( s) of any necessary records
costs.

This provision does not limtheDepar t ment 6s abil ity to i mpose r
Contract.

6.16 Cooperation with Other Contractors and Prospective Contractors

TheMCO mustcooperate witltotherDHHR contractorsandMCOsandwill not commit or
permit any act that may interfere with the performance of work by any athé&actor or
prospective MCO.
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6.17 Waiver of Default or Breach

Waiver of any defaulvill not be deemed toe a waiver of any subsequent default. Waiver of
breach of any provision of th@ontractwill not be deemed to be a waiver of any other or
subsequent breach anill not be construed to be a modification of the terms oCibretract

unless stated to be $um writing, signed by an authorized representative of the Department and
theMCO, and attached to the original contract.

6.18 Severability
If any provision of thisContractis declared or found to be illegal, unenforceable, or void, then

both partiesvill be relieved of all obligations under thabpision. The remainder of this
Contractwill be enforced to the fullest extent permitted by law.

6.19 Modification of the Contract in the Event of Remedies
The Department magropose a modification of th{Sontractin response to the imposition of a

remedy under this Article. Any modifications must be reasonable, limited to the matters causing
the exercise of a remedy amdist bein writing.

7. POST-AWARD READINESS REVIEW

The MCOmust satisfy all Readinesefew requirementasoutlined in42 CFR 438.6&nd

provided by the Departmeptior to the MCQor its Subcontractas) operational startatg(s).

The Department or its agents will conduct a Readiness Review to determine whether tloe MCO

its Subcontractgs) have implemented all systems and processes necessary to begin serving
enrollees

A Readiness Review by the Department or its designated agent may occur if:
1. A new MCO is contracted by the Department;
2. A new Subcontractor is employed thwe MCO;
3. An existing MCO or its Subcontractor provides services in aseevicearea,;
4

. An existing MCO or its Subcontractor provides services for a new MCO program or
population;

5. An existing MCO or its Subcontractor changes locations;

6. An existing MCO or itsSubcontractor changes ofi§ or more of its information
management systems, claims processing or operational functions; or

7. A Readiness Review is requested by the Departrodns, or ACE

The Department, may, at its discretion, terminate the Contrachgnasthe operational start
date(s)or assess other contractual remediemiMCO or its Subcontractarfail to timely

correct all Readiness Review deficiencies within a reasonable cure period, as determined by the
Department.
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8. OTHER REQUIREMENTS

8.1 Inspection of Facilities

The MCOand itsSubcontractorgnustprovide the State of West Virgini€@MS, ACF, the Office
of the Inspector Generahd any other legallguthorized governmental entiby their authorized
representatives, the right to enter the ME&ndits Subcontractas premisesphysical facilities
and equipmentr othe places where work under th@ontractis performed to inspect, monitor
or otherwise evaluate the quality, appiafeness, and timeliness sdrvices performed under
this Contract.The Stateof West Virginia CMS,ACF, the Office of the Inspector Generahd
any other legally authorized governmental entiigy conduct such inspections at any time

The MCOand itsSubcontractorsnustprovide reasonable facilities and assistance for the safety
and convenience of the persons performing those duties (e.g., assistance from MCO staff to
retrieve and/or copy material§)HHR and its authorized agents will request accessriting

except in case of suspected fraweste and abuse. All inspection, monitorirand evaluation

must be performed in such a manner as not to unduly interfere with the work being performed
under this contract.

In the event that right of accesgégjuested under this sectjaghe MCO orits Subcontractos

must upon requesprovide and make available staff to assist in the audit or inspection effort,
and provide adequate space on the premises to reasonably accommodate the State or Federal
represetatives conducting the audit or inspection effort.

All inspectiors or audits willbe conducted in a manner thatl not unduly interfere with the
performance othe MCO or any Sibcontractor8activities. The MCQand its Subcontractosill
be giventen(10) businesslays to respond to any findjs of an audit befol@HHR will finalize
its findings. All information so obtained will be accorded confidential treatment as provided
under applicable law.

Any Sulrontractwith an approved MCO @ contraabr must irclude a provision specifically
authorizinginspectionin accordance with thetms set forth in this Section

8.2 MCO Requirements Related to Information Systems

The MCO must clearly define and document the policies and procedures that will be followed to
support dayto-day systems activities. The MCO must develop and maintain the following
documents:

1. Disaster Recovery Plan;

2. Business Continuity Plan;

3. Information Security Plan; and

4. Systems Quality Assurance Plan.

The MCO must provide a copy of these docataavithin ten (10) business days of written
request from DHHR.
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8.3 Maintenance and Examination of Records

The MCOand its Subcontractoraust mantainrecords, books, documents, papend filesthat

are elatedto West Virginid@s managed care program services and expenditures, including
reports taADHHR and source information used in preparation of these reports. These reports
include but are not limited to financial statements, records relating to quality podrmedical
records. In additionthe MCO must provide, and cause its Subcontractors to provide, at no cost
to DHHR or adesigneeprompt, reasonable, and adequate access to any records, books,
documents, papeed filesthat are elated to performance under the Corttribe MCOandits
Subcontractoragreego permit inspection of its recordspoks, documents, papersd files

which will be conducted in accordance with Federal @tatk laws and regulations regarding
confidentiality. The MCQandits Subcontractorarerequired to submit information ©HHR or

to adesigneen a manner that maintains the confidentiality of involved parties (e.g., blacking out
enrolles and provider8names). The MCO musbmply with the record retention requirements
of Title 45, Sectias 74.21 through 74.23 (45 CFR 74.21 through 74R8FISMA. Such

records, with the exception of medical records emaeblleeand provider quality assurance and
guality improvement records when confidentiality is protected by law, are the property of
DHHR.

CMS, the Office of Inspector General, the Comptroller GeneraEdoeetaryDHHR or their
designeshave the right to audit and inspect any books or records of the MCO or its
Subcontractors pertaining to the ability of the MCO to bear the risk afidiablosses and
services performed or payable amounts undeCthreract.

Upon nonrrenewal or termination of thisddtract, the MCQOnustturn over and cause its
Subcontractors tturn over,to DHHR or to a designee @HHR all records, books, documents,
papersandfiles that are relatetb persons receiving services and to the administrafitdmno
ContractthatDHHR may request.

The MCO musprovide and cause its Subcontractors to provicléS, OIG, the Comptroller
General, th®®HHR and its authoriz#t agents with reasonable accesangrecords, books,
documentspapersand filesthe MCOandits Subcontractorsiaintainfor the purposes of this
Contract.DHHR and its authorized agents will request access in writing except in cases of
suspected frayavaste,and abuse. The MCé@ndits Subcontractorswust make all requested
medical records available withtan(10) businessiays ofDHHR& request.

Any Sulrontractwith an approved MCO @ contraadr must include a provision specifically
authorizingmaintenance and examinatiohrecordsn accordance with thetms set forth in
this Section

8.4 Audit Accounting and Retention of Records

DHHR may, atitsoptionc onduct an auahditt sofS utblcapaidter@éasst or s 6
they pertain to serves and recoveries pursuant to the contracted services.

The MCOandits Subcontractordor puiposes of audit, mugtrovide the State of West Virginia,
the Secretary of the U.S. Department of Health and Human SerieeS1G, the Comptroller
Generaland hs/her designated agent, and any other legally authorized governmental entity or
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their authorized agents accessto allthe M@ t s S u b c roatetiats ara information
pertinent to tk services provided under thigi@ract, at any time, until trexpiration often

years fom the completion date of th@ontractas extendedr ten years from the completion

date of any audit, if longeThe MCO agrees to comply with the provisions of Section 1861
(V)(1)(I) of the Social Security Act, as amended, goirey the maintenance of documentation to
verify the cost bservices rendered under thisi@ract. The MCOandits Subcontractoragree

that authorized State representatives including, but not limited to, Department personnel, the
State Auditorand other State and/or any applicable Federal agencies providingxilindave
access to and the right to examineitbes listed above during ti@&ontractperiod and during
theten(10) year postContractperiod or ten (10) years after the date oéfimal resolution of all
pending audit quesins and litigationif longer. During theContractperiod, access to these

items will be provided t®@HHR or its designeat all reasonable times. This may require the
identification and collection of data fase by medical audit personnel. During teyear
postContractor postauditperiod, delivery of and access to the listed items will be at no cost to
the State.

The State and its authorized agents may record any information and make copies of any
materals mainained for the purposes of thntractnecessary for the audit, exceptrollee
and provider quality assurance and quality improvement records when confidentiality is
protected by law.

Any Sulrontractwith an approved MCO @b contraadr must include a provision specifically
authorizingaudits in accordance with the terms set forth in tBéction

8.4.1 Accounting

The MCOand its Subcontractoraustmaintain accounting records reldito the performance
of the Mntract These accounting recordgistbe maintained in accordance with generally
accepted accounting principles.

8.4.2 Separate Accounting Records

The MCOand its Subcontractoraustmaintain separate books, records, documéies and

other evidence pertaining to the administ&cods and expenses of tiontractto the exent

and insuch detail asmustproperly reflect all revenues and all costs of whatever nature for which
reimbursement is claimed under the provisions ef@bntract. All such documents mus

made availabléo DHHR or its designeat itsrequest andnustbe clearly idatifiable as

pertaining to the @ntract.

8.4.3 Retention of Records

All financial and programmatic records, supporting documéites, statistical recordsand

other records of enrollees, which aeguired to be mintained by the terms of this@tractand
by 42 CFR 438.416, 438.5(c), 438.8(k), and 438.604, 438.606, and 43&6a%the retained
for at leastenyears from the date of expiration or uéh years after the date on whey
ontgoing audits have been settled, if longer. If any litigation, claim, negotiation, audther
action involving the records has been started before the expirationtehtesar period, the
recordsmustbe retained untilen years after theompletionof the action and resolution of all
issues which arise from ibr until the end of the reguléenyear period, whichever is later. The
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MCO and itsSubcontract@agree to retain the source records for its data reports for a minimum
of tenyearsandmusthave written policies and procedures for storing this information.

8.5 Subcontracts

The MCO mayenter into a 8bcontractagreement to fulfill the requirements of tidentract
Subcontractsnustcomplywith the requirements of 42 CFR 434.6 and 42 CFR 4888Rior to

delegating functions of the Contract, the M@@Oste val uat e t he Subcontract
perform the functions.

All Subcontractsnustbe in writingand include the ability for the MCO to revoke the
Subcontractor impose sanctionsiftteubcont ract or 6s pemédMAOmance i s
must providehe Departmendr its authorizedagentghe right to examinany current or former
Sulrontractand all $ibcontractorecords relating to thisdhtractat any timeA Subcontragtor

any otheragreement in which the MCO receives rebates, recoupments, discounts, payments,
incentives, fees, free goods, bundling arrangementmy other consideration from a

Subcontractor or any other third party as related toGbigtractmust be in writingandagreed

upon i n compl i a@anteactobligdtidns.TheViCO MSt@llosthe Department

or itsauthorizedagentdo examine the Subcontractor agreensdall related records

TheMCO Subcontractagreemeninustinclude anyapplicablerequirements of thi€ontractthat
are appropriate to the services bemngvided andnustassure that all delegated dutiesglerthe
Subcontractare performed to the same extent as if such were performed b\CiBe
Subcontractsnustnot terminate legaldbility of the MCO under thi€ontractincluding but no
limited toArticle 1l, Section 6 of this Gntract The Departmenteserves the right to review all
Subcontracts and/or any significant modétions to previously approvedi&contractsThe
MCO is required to submit utilization review and claims procesSungcontractsinety ©0)
calendadays prio to the effective date of theuBcontractfor the Departmenteview and
approval.

The MCOmaynot modify, convey, sell, transfer, assign, delegatett@rwise dispose of the
Contract or any portion thereof or of any right, title, or interest therein without the prior written
consent othe DepartmentThis provision includes reassignment of @antractdue to change

in ownership of the MCOTl'he Departmentn its discretion may grant such written approval of
an assigment, transfer, delegation oul®ontract, provided, however, that this paragraply

not be construed to grant the MCO any right to such approval. This paragagplot be
construedas restricting the MCO from entering into contracts with participating providers to
provide health are services to plan enrollees.

The Departmenteserves the right to require the replacement of any Subcontractor fothmel by
Departmento be unacceptabland unable to meet the requirements ofXbetractand to object
to the selection of a Subcontractdhe Departmemnteserves the right to require tB&P for any
Subcontractor found bthe Departmento be unable teet the requirements of thi®irect.

The Departmenteserves the right to disallow a proposed subcontractraggement if the
proposed 8bcontractor has been formally restricted from participating in a federal entitlement
program (i.e., Medicare, Medicaidnd programs throughCF).
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The MCO mus submit a report listing eachulScontract Subcontractor name,uBcontract
effective date and functions by July*'bf every yeato the Department

The requirementsfahis Section do not apply tauScontracts entered into for the provision of
any of the following: utilities (e.g., water, electricity, telephone, Internet), mail/shipping, office
space, or computer hardware.

T h e MCubocondract8greement must require a written notice of intefiitetdurnished by the
MCO or its Subcontractor in case of tt8ibcontracttermination for any reason. A written notice
of intent must be given within the following timeframes:

1 Ninety 90) calendardays prior to the termination date o®abcontractfor
systems operations or reporting;

1 Thirty (30) calendadays prior to the termination date oBabcontractfor
administrative services; and

1 Thirty (30) calendadays prior to the termination date of any otSebcontract.

A written notice ofintent is not required in casd a serious bresd of a $ibcontract. The MCO
must provideghe Departmenuith a written notification no later than thré®) business days if a
serious breach of &ubcontractoccurs.

The MCO must providéhe Departmentvith a written notification no later than fi\{€) business
days after regiving a written notice from aubcmtractor or giving a notice toubcontracto of
the intent to terminate auBcontractfor any reason.

Subcontracts must provide that all information that is obtaimedigh performance under this
Contract, including, but not limited to, information relating to applicanenoolleesf the
Departmenprograms, is confidential to the extent that confidential treatment is provided under
state and federal law, rules, and regulations.

The MCO must mantain and keep current aulscontractor ranitoring plan for each of its
Subcontractors listed above. The MCO must provide a copy Blilisontractor monitoring plan
within ten (L0) business days afie Departmenivritten requestThe MCO is requiretb moritor
theSubcontractor 6s per f oconsistantovgh 42 GFR&488.23(h goi n g

The MCO is solely respondéfor the fulfillment of thisContractwith the DepartmentThe

MCO is required to assume prime contractor responsibility for all sereitered and products

to be delivered whether or not the MCO is the provider of said services or prbaeict.
Departmentvill consider the MCO to be the sole point of contact with regard to all contractual
matters.

8.6 Insurance

The MCO, itssuccessors anassignees muptocure and maintain such insurance as is required

by currently applicable federal and state law and regulation. Such insurance should include, but

not be limited to, the following:

1. Liability insurance for loss, damage, or injury (inclugloheath) of third parties arising
from acts and omissions on the part of M@0, its agents and employees;
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Fidelity bonding of persons entrusted with handling of funds;
Workers compensation;
Unemployment insurance; and

a s~ D

Adequate reinsurance or a restridigold balance for the purpose of sgl§urance for
financial risks accepted.

8.7 Disclosure of Ownership

The MCO, as a nddi s c | DHHRwith fultand coniphete iaformmationft s uppl y
each persofindividual or corporationyvith an ownership ocontrol interest in the MCO dhe

MCOG Subcontractor in which the MCO has direct or indirect ownerakiputlined below and

in accordance with 42 CFR 455.104

The MCOand its subcontractoeserequired to disclose to the state any persons or coipasat
with an ownership or control interest in the MCO that:

1. Has direct, indirect, or combined direct/indirect ownership interest of five percent
5%)or more of the MCOOs equity,;

2. Owns five percent5%) or more of any mortgage, deed of trust, note, or other
obligation secured by the MCO if that interest equals at least five pébseénof
the value of the MCOG6s assets;

3. Is an officer or director of an MCO organized as a corporation; or

4. Is a partner in aMCO organized as a partnership
8.7.1 Disclosure Report Requirements

This disclosurenustincludefor each persan

1 The name and address of the persociuding the primary business address,
every business location, and P.O. Box address, as applicable;

1 Date of birth and Social Security Numbh@SN)(in the case of an individual)

1 Tax identification numbefor a corporatiorwith an ownership orantrol interest
in the MCO orfor a Subcontractorn which the MCO has five percent(5%) or
more interest

1 Whether the persofindividual or corporationyvith ownership or control interest
in the disclosing entity and/@ubcontractois related to any other person with
ownership or control interest such as a spouse, parent, child, or;sibling

1 The name of angther organization in which a person with ownership or control
interest in the MCO also has an ownership or control inteanst

1 The name, address, date of birth, &B8Nof an agenbr amanaging employee of
the disclosing entity.
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8.7.2 Disclosure Reporting Schedule

The MCO must disclose information on individuals or corporations with an ownership or control
interest in the MCO tthe Departmendat the following times:

1. When the MCO submits a proposal i n acco
process;

2. When the MCO executes a contract with the Department;
3. When the state renews or extends the MCO contract;

4. Within thirty-five (35) calendar days after any change in ownership of the MCO;
and

5. Within thirty-five (35) calendardaysofh e De p aequesne nt 6 s

The MCO must also submit @HHR a copy ofany information it submits to tHeepartment of
Insurance regarding disclosure of ownership or control interest

8.7.3 Prohibited Affiliations with Individuals Debarred by Federal Agencies

The MCO may not hava director, officerprincipal,partner,agent, managing employes
otherperson with ownershipr control interesof five percent(5%) or more inthe MCO and
who:

1 Has been convicted of a criminal offense as described in sections 1128(a) and
1128(b)(1), (2), or (3) of the Social Security Act;

1 Has had civil money penalties or assessments imposed under section 1128A of the
Social Security Actpr

1 Has been excludeduspendedr debarredrom participation in Medicare @any
statehealth care progras.

The MCO must submit information as described above, for any person who was formerly

described as director, officer principal,partner,agent, managing employes otherperson

with ownershipor control interesof five percen{5%) or more inthe MCO, but is no longer so

described because of a transfer of ownership or control interest to an immediate family member

or a member of the persondés household, in ant
of a civil monetary penalty, or impositi of an exclusion.

The MCO is prohibited from ling a consultingemploymentor other agreement with an
excludeddebarred or suspended person for the provision of items or services that are significant
and material to the WitOeatetilkewigertree MCQMaynob bl i gat
have a relationship with an affiliate of any person described above.

Entities that meet any of the following criteria must be excluded from participation:

1. Could be excluded under section 1128(b)(8) of the Abeasy controlled by a
sanctioned individual;
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2. Has a substantial contractual relationship (direct or indirect) with an individual convicted
of certain crimes described in section 1128(b)(8)(B) of the Act;

3. Employs or contracts directly or indirectly with ardividual or entity that is:

a. Precluded from furnishing health care, utilization review, medical social services, or
administrative services pursuant to section 1128 or 1128A of the Act, or

b. Could be exclude under 1128(b)(8) as being controlled by a saexttiodividual.

The MCO mustmmediately informDHHR of anycircumstances that are grounds for its
exclusion, or the exclusion of its contracted providers, from participation in the Medicaid
program,n accordance with 42 CFR 1001.1001 and 42 CFR 1001.1051.

At the time ofContractandContractrenewalor upon written request iyHHR, theMCO must
submit information on any persavho is adirector, officer principal,partner,agent, managing
employeeor otherperson with ownershipr control interesof five percen{5%) or more inthe

MCO and who haseen convicted of a criminal offense related to that person's involvement in
any program under Medicare, Medicaid, or the title XX services program since the inception of
those programsas required id2 CFR455.106

If DHHR finds that the MCO is not in compliance with this provisiDRHR: (1) will notify the
Secretary of the Department of Health and Human Services of such noncompliance; (2) may
discontinue the existing agreement with the MCO if so direcyetid Secretary (in consultation
with the Inspector General of the Department of Health and Human Services); and (3) will not
renew or otherwise extend the duration of the existing agreement with the MCO unless the
Secretary (in consultation with the Inspar General) provides OHHR and to Congress a

written statement describing compelling reasons that exist for doing so.

8.7.4 Business Transactions of Medicaid Providers

Federal regulations contained in 42 CFR 455.105 rether&CO todisclosethe following
information related to business transactiaithin thirty-five (35) calendaidaysof requesbf the
Secretary o0DHHS: full and complete information about (1) the ownership of @ulycontractor
with whom theMCO has had business transactitotsling more than $25,000 during the
previoustwelve (L2) month period and (2) any significant business transactions between the
MCO and any wholly owned supplier, or betweenM@O and anySubcontractor, during the
previous five(b) years.

8.8 Disclosure of Legal Proceedings and Related Events

The MCO must notify the Departmeottall legal proceedings, actions, and evergkating to the
MCO or its Subcontractorsffiliates, including parent companieit a minimum, the following
matters must be disclosed:

1. Whistleblower or qui tam actions, complaints, or litigation
2. Class-action complaints or lawsuits;
3. Legal actions or governmental investigations, alleging fraud or the possibility of fraud;
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4. Bankruptcy poceedings or petitionsherethe MCO, or its Subcontractorsfféiates,
including parent companigare named as a debtor;

5. Anylitigation, mediation, arbitratiorhetween the MCO and its Subcontractorg

6. Criminal actions brought against tMCO, or its Subcontractorsffdiates, including
parent companies

The MCO must provide written notification withthirty (30) calendar days &dr becoming

aware of a matteA summary, in the form of a memmustmeet the requirements of

notification toDHHR. All other legal proceedings, actions, and events may be requested at the
DHHRO discretion, but are not required to be reported upon awareness of occurrence.
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9. SIGNATURES
Each party accepts the Agreentsrierms as formally acknowledged below:

West Virginia Department of Health and Human Resources

Signature;

Printed Name:

Title:

Date:

State of West Virginia, Department of Administration Purchasing Division

Signature;

Printed Name:

Title:

Date:

Managed Care Organization

Signature;

Printed Name:

Title:

Date:
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ARTICLE lll: STATEMENT OF WORK

1. COVERED POPULATIONS
The following populations will be served by the MCO:

1 Childrenand youthwho are in foster cakgffectiveMareh1,2Q20);

1 Individuals receiving adoption assistaefectiveMarch1,2020);

1 Children from three (3) up to age twertge (21)eligible forthe SED waiveand
enrolled in the MCO as slots are availaf@fectiveMarch1,-2020)

2. COVERED SERVICES
2.1 Covered MCO Services

The MCOmustprovide to enrollees enrolled under tlisntract, directly or through
arrangements with others, all of the covered services descrihtractAppendixA

(Description of Covered and Excluded Servic€)ntractAppendk A presents an explanation

of the medicaldental behavioral healtrandresidentialwhich the MCO is required to provide,
as well as those which are excludialso includes the types of SNS services provided through
the ASO.However, the Medicaid piay is the final source for defininigledicaid covered

services. Medicaid policy collectively refers to documents and other written materials including
the State Medicaid plaapplicable Medicaid waivergrogram instructions, attendant provider
manualsprogram bulletinsand all published policy decisions issued by BMS. Ti\sdicaid
materials are available through BMBheTitle IV State Plans the final source for defining
services covered under the child welfare umbrella

The MCO must promptly proglie or arrange to make availalior enrollees all Medically
NecessarandSNSlisted inContractAppendixA. The MCO shall be financially responsible

for the coverage of all Medicaid services as defined by Appendikh&. MCO is responsible

for degermining whether services are Medicatliy SociallyNecessary and whether the MCO wiill
require prior approval for services. Qualified medical personnel must be accessiitefour

(24) hours each day, sevén) days a week, to provide direction to patientaeed of urgent or
emergency care. Such medical personnel include, but are not limited to, physicians, physicians
on-call, PAs licensed practical nurs¢sPNs), andregistered nursg®Ns). The MCO is also
responsible for providing emergency transportatis outlined in Article Ill, SectioR.2.4 and in
Appendix A.

Additionally, the MCs providers must meet the provider requirements as specified by the West
Virginia Medicaid program.

The MCO willbeatfr i s ko f or t h €onsaethppendixa @estriptisrtoé d i n
Covered and Excluded Servicéisjough a capitation payment systdmaddition, the MCO will
receive a fixed monthly payment for ASO services.

The MCO musprovide covered services to Medicaid enrollees undeCibigractin the same
manner as those services are provided to other enrollees of the MCO, although delivery sites,
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covered services, and provider payment levels may vary. The MCO must guarantee that the
locations of facilities and practitioners providing health care servicasrtdlees are sufficient in
terms of geographic convenience to {owome areas, handicapped accessibgibd proximity

to public transportation routes, where availalblee MCO is prohibited from refusing to provide
or assume financial responsibilityrfany covered service listed @ontractAppendixA because

of moral or religious objections.

Changes to Medicaidr SNScovered servicesandated by Federal or State law subsequent to

the signing of thiontractwill not affect theContractservices for the term of this contract,

unless (1) agreed to by mutual consent, or (2) unless the change is necessary to continue to
receive Federal funds or due to action of a court of law. For example, if Medicaid coverage were
expanded to include newrse&es, such services would be paid for via the traditional Medicaid
FFSsystem unless covered by mutual consent bet@é#iR and the MCO (in which case an
appropriate adjustment to the payment rates would be made).

2.2 Additional Requirements/Provisions for Certain Services

2.2.1 Initial Health Assessment, Comprehensive Exam, and Follow-up Requirments for
Children Entering or Re-entering Foster Care

All children entering or reentering Foster Care must have:

1 A comprehensiv&arly and Periodic Screening,dginosis and Treatment
(EPSDT) exam withinthirty (30) calendadays of placement in Foster Caaad

1 A follow-up visit withinninety @0) calendadaysof placement in Foster Caras
needed.

Once the child is enrolled in the MCO, the MCO will be responsible for working with the
assigned CPS worker to ensure theggortant health assessments, exams, and fallowisits
are performed timely.

2.2.2 Initial Health Assessment for Other Enrollees Not in Foster Care

For all otheMMCO enrollees not newly entering orirderingfoster care,ite MCO must ensure
that an initialscreeningp f each enrol |l eeds health care needs:s
calendar days of the effective date of enreliin

2.2.3 Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Services

The Omnibus Budget Reconciliation Act of8®(OBRA 89) mandated that all Medically
Necessary services listed in section 1905(a) of the Social Security Act be covered under
Medicaid for the EPSDT benefit provided for Medicaid eligible children under the age of
twenty-one(21). EPSDT services are included in the prepaid benefit package for children and
adolescents up to agwenty-one @1). The federal government, through BMS, requires states
to demonstrate agighty percent(80%) compliance rate for EPSDT screening schedules

In West Virginia, EPSDT is called HealthChedlke MCO is responsible for working with
parents, caregivers, and CPS workers to ensure all chddegouthcovered through this
contractreceive the EPSDHealthCheclscreeningsccording to the periodicity schedule or as
determined to benedically necessarfpr the child
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2.2.3.1 EPSDT HealthCheck Requirements for the MCO
The MCO is required to:
Provide notification of screening due dateshe enrollee or his representative
Perform the screenings according to Statedetermined periodicity schedule
Make the necessary referrals
Track referrals and treatments
Report the results via the enctdar reporting systepand

o a0k wdhRE

Reportresults as necessarymeet federal requirements requested lYHHR.

TheMCO must have written policies and proceduwegproviding the full range of EPSDT
services to all eligible children and young adults up totagaty-one @1). This information
must be available for the hearirand visuallyimpaired Translation services should be made
available as necessaiihe full scope of EPSDT service requirements is described below.

2.2.3.2 Provide Information on EPSDT HealthCheck and Notification of Screening Due Dates

The MCO must provide a combination of written and oral methods designed to effectively
inform all EPSDTeligible individuals their families and their foster care pareyasnd CPS
worker if applicableabou the EPSDT program. MCOs must have an established process for
reminders, followups and outreach to EPSDT service enrollees.

The MCQ or designee if collaborating with the Bureau for Public Heatilst inform all
EPSDT eligible individualsr their representativesabout the EPSDT program using clear and
norttechnical languagéhe MCO must meet the federal EPSDforming requirements as
specified in 42 CFR 441.56 and must provide information that includes the following:

1. The benefits of preventive healthre;

2. The services available under the EPSDT program and where and how to obtain those
services;

3. A statement that the services provided under the EPSDT program are without cost to
eligible individuals undetwenty-one @1) years of age; and

4. A statement tht necessary transportation and scheduling assistance is available to the
EPSDT eligible individual upon requestédicaid relatechornremergency transportation
is paidby the Department outside of tMECO capitation system

2.2.3.3 Perform the EPSDT HealthCheck Screenings

MCOs must provide screenings (periodic comprehensive child health assesscmTding to
the West Virginia Periodicity @edule to all enrolleedigible to receive them. The Periodicity
Schedule is maintained by the Office of Materaatl Child Health within the Bureau for Public
Health atDHHR and correspond® theA A B Bright Futures Guidelinefor Health Supervision
of Infants, Children and Adolescents
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Covered screening services aegularly scheduled examinations and evaluatiof the general
physical and mental health, growth, developmantl nutritional status of infants, children, and
youth At a minimum, theePSDT HealthCheckcreenings must incleg but are not limited to:

1. A comprehensivéealthand developmental histofincluding assessment of both
physical and mental health development)

An unclothed physical exam;
Laboratory testgincluding blood lead screening appropriate for age and risk factors)
Vision testing;

a bk~ DN

Appropriate immunizations, in accordance with sibbedule for pediatric vaccines
established by the Advisory Committee on Immunization Practi@#);

6. Hearing testing;

7. Dentalserviceqfurnished by direct referral to a dentist for children beginbieginning
six (6) months after the first tooth erupis bytwelve (L2) months of ag);

8. Behavioral health screeningnd
9. Health education (including anticipatory guidance

MCOs must also provide interperiodic screenings, whiclaayeesncounters with a health

professional practicing within the scope of br her practice and whprovidesMedically

Necessary health care, diagnosis, or treatment to determine the existence of a suspected illness or
condition, or a change or complication to a-pxrésting conditionThe interperiodic screen is

used to determe if there is a problem that was not evident at the time of the regularly scheduled
screen buheeds to be addressed before the next scheduled.screen

2.2.3.4 Make the Necessary Referrals

In addition to any diagnostic and treatment services included in the dEff#&0Tbenefit
package, the MCO must provide the following services to eligible enrollees, if the need for such
services is indicated by screening:

1. Diagnosis of and treatment foefécts in vision and hearing;

2. Dental care (at as early an age as necessary) needed for relief of pain and infections,
restoration of teeth, and/or maintenance of dental heaith;

3. Appropriate immunizations (if it is determined at the time of screeningrtimunization
is needed and appropriate to provide at that time, then immunization treatment must be
provided at the time of screening).

If a suspected problem is detected durinde®SDT HealthCheckcreening examination, the
child must be evaluated asaessary for further diagnosichis diagnosis is used to determine
treatment needs.

The MCO is financially responsible for providisgch other necessary health care ahd
follow-up diagnosti@and treatment services deemed MedicakkgéEsary to ameliate or
correctdefects and physical and mental illnesses and conditions discovered by the screening
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servicesMedically necessary servicasust be containedithin the categories of mandatonych
optional services listed ineStion 1905(apf the Social Seurity Act, whether or not such
services are covered under the SRiaa.

Per42 CFR 441.6(), in the event a child needs a treatment that is not coverable under the
categories listed in Section 1905(a) of the Social Security Act, the MCO must pref@adalr
assistance that includes giving the family or beneficiary the names, addresses, and telephone
numbers of providers who have expressed a willingness to furnish uncovered services at little or
no expense to the family.

The MCO is responsiblef detemining if covered services are MedicallgbdessaryThe
determnation of whether a service is Medicallgdessary for an individual child must be made
on a caséy-case basis, taking into account the particular needs of the Badduse medical
necessity decisions are individualized, flat limits or hard limits based on a monetary cap or
budgetary constraintsanot consistent with EPSDT requirements

2.2.3.5 Track EPSDT HealthCheck Referrals and Treatments

MCOs must establish a tracking systé#rat provides wgo-date information on compliance with
EPSDT service prasion requirements including a Periodicitgtf#dule of preventive services
and standards of care in the followyiareas:

1. Initial visit for newbornsThe initial BPSDT screen mustethe newborn physical exam
in the hospital, birthing center, at home or other setBaged in part upon the results of
the birth score procedure conducted through the hospital or birthing center under the
auspices of the Bureau for Public Health, thequkcity of preventive pediatric visits
mustfollow scheduleecommended by th®AP or the accelerated visit schedule set for
infants identified as fAat risko through th

2. Preventive pediatric visits according to iMest Virginiad Beriodcity Scheduleup to
agetwenty-one @1).

3. Diagnosis and/or treatment, or other referral in accordance with EPSDT screen results.
The MCOmust employ processes to ensure timely initiation of treatment, if required,
generally within an outer limit ofix (6) months aftethe screening services

2.2.3.6 Report the EPSDT HealthCheck Results

The Department iresponsible for ensurintpat the MCCrulfill sits contractual responsibilities
to inform all families of the services available under EPSDT and how to access them

MCOs mustsubmit toDHHR a report dudorty-five (45) calendadays after the end of each
quarter which identifies its performance regardiRSDToutreach/enablingssvices screening
and referral rates, wetlare child visit rates, dental visits, and immunization régges Section
6.10 Reporting Requirements)

2.2.4 Emergency Care

MCO policy and procedures, covered Medicaid services, slaijudication methodology, and
reimbursement performance for emergency care services must comply with all applicable state
and federal laws, rules, and regulations, including 42 CFR 438.114, whether the provider is in
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t he MCOG6s n-efnemmnk.Khe BICOmastcover and pay for all medical
behavioraljnpatientpharmacydentalservicesand emergency transportatidascribed in
ContractAppendixA that may be required on an emergency bagsty-four (24) hours each
day, sever{7) days a week, either in the M@Ofacilities or through arrangements approved by
DHHR.2 The termgiEmergency @rep filUrgent Girep iEmergency Medical @nhditionso and
AEmergencyDentalCo n d i &ré definéd in Article 11 of thi€ontract

Reimbursementofr emergency services provided -atnetworkmustbe equal tothe Medicaid
prevailingFFSreimbursement level for emergency servjdess any payments for direct costs of
medical education and direct costs of graduate medical education included iisthe FF
reimbursement ratén emergency situations, no paathorization is required to provide
necessary medical care and enrollees may seek care freparamipating providers.

The MCO musteimburse foMedcaidemergency transportatiat a rate oat least ondwundred
percent{100%)of the Medicaid fee scheduler emergencyroundtransportation and
emergencwir transportation.

The MCO is required to inform enrolleestheir representativesgarding their rights of access
to and coverage of enggncy services, both inside and outside of thefplaatwork.

Coverage of emergency services by the MCO will be determined undirtiteent laypersan
standard. That standard considers the symptoms (including severe pain) of the presenting
enrollee The MCOmay notlimit what constitutes an Emergency MedioalBehavioral Health
Condition on the basis of lists of diagnoses or symptoms.

The MCO may not deny payment for treatment obtained when an enrollee had an emergency
medicalor dentalcondition in whch the absence of immediate medical attention would have
placed the health of the individual, or in the case of a pregnant women, the woman or her unborn
child, in serious jeopardy; resulted in serious impairment to bodily functions; or resulted in

seriots dysfunction of any bodily organ or parhe MCO may not deny payment for treatment

when a representative of the MCO instructs the enrollee to seek emergency care.

The MCO may not retroactively deny a claim for an emergency screening examination because
the condition, which appeared to be an emergency medical condition under the prudent layperson
standard (as defined above), turned out to beamoargency in nature. Hospitals are required to
evaluate each enrollee presenting for services in the emengeEmyand must be reimbursed for

this evaluationlf emergency room care is later deemed-eorergency, the MCO is not

permitted to bill the Medicaid patient; the MCO and the hospital should determine who pays for
this care except for the applicable ne@amergency copays paid by tearollee

The MCO may not require prior authorization for emergency services. This appliesofe out
network as well as to inetwork services which an enrollee seeks in an emergetagement in

2 Qualified medicapersonnel must be accessible twefutyr (24) hours each day, seven (7) days a week, to
provide direction to patients in need of urgent or emergency care. Such medical personnel include, but are not
limited to, physicians, physicians-@all, licensed pratcal nurses, or registered nurses.
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an IMD is considered aemergency services and as such, the MCO cannot require a prior
authorization for placement in the IMD the first feaight (48) hours.

A medical screening examination needed to diagaosnrolleé s e mer gency medi c a
must be provided in a hospkbased emergency department that meets the requirements of the
Emergency Medical Treatment and Active Labor Act (EMTALA) (42 CFR 489.20, 489.24 and
438.114(b)&(c)). The MCO must pay for teen r o lerheegen@ysmedical screening

examination, as requirdny 42 U.S.C. 1395dd. The MCO must reimbutse providergor both

the physician's services and the hospital's emergency services, including the emergency room

and its ancillary serviceso long as théprudent laypersanstandard (as defined above) has

been met

2.2.5 Post-Stabilization Care

The MCO must cover andap for poststabilization care arvices in the amount, duration, and
scope necessary to comply with@ER 438.114and 42 CFR 422.1168).

These regulations state that ME€O must make timelynd reasonable payment to or on behalf
of the plan enrollee for the following services obtained from a provider or supplier whether or
not that provider or supplier contracts with MEO to provide services covered by thO.
Poststabilization care serwes are covered services that:

1 Were preapproved by the organization; or

1 Were not preapproved by the organization because the organization did not
respond to the provider of pestabilization care servicéeequest for pre
approval withinone(1) hour after being requested to approve stafe orcould
not be contacted for prapproval.

Poststabilization services are n@mergency servicesywhich theMCO is obligated to cover
in-or-out of plan according to th@rudent laypersanstandardRathe, they are noremergency
services that thmCO could choose not to cover eot-plan except in the circumstances
described above.

The intent of this provision is to promote efficient and timely coordination of appropriate care of
a managed care enrollafter the enrolle@ condition has been determined to be stable.

2.2.6 Family Planning

The MCO must ensutt@at its network includes sufficient family planning providers to ensure
timely access to coverddmily planningservicedor enrolleesAlthough family planning

services are included within the M@ist of covered benefits, Medicaid enrollees are entitled
to obtainall Medicaidcoveredfamily planning services without prior authorization through any
Medicaid providerwho will bill the MCO and bgoaid on aFFSbasis®

3 Access to family planning services without prior notification is a federal law. Under OBRA 1987 Section

4113(c)(1)(B), nAenroll ment of an individual el igible
systema health maintenance organization or a similar entitgtnot restrict the choice of the qualified person,
from whom the individual may receive serenoless under S
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The MCO mustgive each enrollee, including adolescents, the opportunity to use his/her own
primary care provider or go to any family planning center for family planning services without
requiring a referral. The MCO mustake a reasonable effort $obcontractwith all local family
planning clinics and providers, including those funded by Title X of the ®htlelalth Services

Act, and musteimburse providers for all family planning services regardless of whether they are
rendered by a participating or ngarticipating provider. Unless otherwise negotiated, the MCO
mustreimburse providers of family planning services at the Medicaid rate. The MCO may,
however, at its discretion, impose a withhold on a contracted primaryoavider for such

family planning services. The MCO may require family planning providers to submit claims or
reports in specified formats before reimbursing services.

MCOs must provide their Medicaid enrollees with sufficient information to allow tbhemake

an informed choice including: the types of family planning services avaitaklayailability of
long-acting reversible contraceptives (LAR®@)eir right to access these services in a timely and
confidential manner, and their freedom to choogaalified family planning provider both

within and outside the MC® network of providerdn addition, MCOs must ensure that

network procedures for accessing family planning services are convenient and easily
comprehensible tenrollees. MCOs must alsoducateenrollees regarding the positive impact of
coordinated care on their health outcomesrsollee will prefer to access Hmetwork services

or, if they should decide to see aftnetwork providers, they will agree to the exchange of
medical infornation between providers for better coordination of care.

In addition, MCOs are required to provide timely reimbursement feoboetwork family

planning and related STD services consistent with services covered in their coftracts
reimbursement muste provided at least at the applicable West Virginia MediEg@rate
appropriate to the provider type (current family planning services fee schedule available from
DHHR).

The MCQO, its staff, contracted providers and its contractors that are providingwalgy, or
medical appropriateness reviews or coordinatibbenefits or subrogation mustep family
planning information and records confidential in favor of the individual patient, even if the
patient is a minor. The MCO, its staff, contracted fters and its contractors that are providing
cost, quality, or medical appropriateness reviews, or coordindtioenefits or subrogation must
also keep family planning information and records received frorrpaaticipating providers
confidential in faveo of the individual patient even if the patient is a mildaternity services,
hysterectomies, and pregnancy terminations are not considered family planning services.

2.2.6.1 Conditions for Out-of-Network Reimbursement of Family Planning Services

All MCOs must reimburse outf-network providers for family planning services rendered to
enrollees. Unless o#inwise negotiated, the MCO musimburse providers of family planning
services at the Medicaid rate. The following are the conditions under which faamlying
providers will be reimbursed for family planning services provided to Medicaid enrollees:

must be allowed freedom of choice of faynillanning providers and may receive such services from any family
planning provider, including those outside the MCOO6s
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1. The family planning provider must be qualified to provide family planning services based
on licensed scope of practice;

2. The family planning provider mustlsmnit claims on appropriate MGE€pecific billing
forms; and

3. The family planning provider must provide medical records sufficient to alloM@®@
to meetits case management responsibilitiésn enrollee refuses the release of medical
information, the ottof-network provider must submit documentation of such refusal.

In order to avoid duplication of services, promote continuity of care, and achieve the optimum
clinical outcome for Medicaid enrollees, MCOs should encouragefeuttwork family

planning poviders to coordinate services with MCO providers and to educate MCO enrollees to
return to MCO providers for continuity of care. If a Aparticipating provider of family

planning services detects a problem outside of the scope of services listedt@bpr@yiter
mustrefer the enrollee back to the MCO.

Non-participating providers are responsible for keeping family planning information confidential
in favor of the individual patient even if the patient is a minor. The MCO is not responsible for
the conidentiality of medical records maintained by rAoarticipating providers.

2.2.7 Maternity Services
Under the Newborns and Mothers Health Protection Act, the MCO may not:

1 Limit benefits for postpartum hospital stays to less foaty-eight @8) hours
following a normal vaginal delivery aninety-six (96) hours following a cesarean
section unless the attending provider, in consultation with the mother, makes the
decision to discharge the mother or the newborn before that time; or

1 Require that anpvider obtain authorization from the plan before prescribing this
length of stay.

This requiremeniustnot preclude the MCO from requiringigr authorization or denying
coverage for electivinductions and elective-€ections.

2.3 Medicaid Benefits Covered but Excluded from Capitation that Require
Coordination

Additional services are covered by Medicdidt excluded from the MC@sapitation ratesThe
State will continue to reimburse the billing provider directly for these servicesbB8laasis
Please sedppendixA for a complete list of Medicaidovered services that are excluded from
the capitation rates, and additional details regarding these services.

ThoseMedicaidcovered services that are excluded from the capitation eteanpn
emergency transportati) have particular coordination requirements for MCOs, which are
outlined below.

2.3.1 Non-emergency Transportation

Routinemedical transportation to and from Medicanlvered scheduled medical appointments
is covered by thaon-emergencynedicaltransportatioi{NEMT) brokerMedicaid program.
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This includes transportation via muftassenger van services and common carriers such as
public railways, buses, cabs, airlinasjbulance as appropriassd private vehicle
transportabn by individuals.The NEMT brokemust approvembulanceiulti-passenger van
servicesandtransportation by common carriers. The MCO must inform enrollees of how to
access noemergencWMedicaidtransportation as appropriate.

2.3.2 Outpatient Pharmacy

Simple or compound substances prescribed for the cure, mitigation, or prevention of disease or
for health maintenance (e.g., prescription drugs, family planning supplies, vitamins for children
to agetwenty-one 1), and prenatal vitamins) are coveredA®S Medicaid Hemophiliarelated
clotting factor drugsSpinrazaother drugs deemed BHHR as appropriate fdFFScoverage,

and HepatitisC virusrelated drugsvill be covered byrFSMedicaid. Drugs and supplies

dispensed by a physiciaamcquired by the lpysician at no cosaire not covered by Medicaidihe
Department will provide the MCO with pharmacy utilization data to support coordination of care
for theenrollee

The MCO remains responsible for ather provideradministered drugs, such as thpsevided
as part of an inpatient stay, a bundled ER visit, or administered vaccinations.
2.3.3 Organ and Tissue Transplantations

MCO enrolleegeceiving services for transplantation of organgssues other than corneal
transplantsare covered undéi=S Medicaid for the entire duration dieir treatment.

The MCOmusthave the ability to notify the State of any past, present, or future transplant
recipient and request transferRBSMedicaid. The Department will coordinate with Utilization
Managemenvendor and MMIS vendor to transiti@mrolleedo theFFSsystem and coordinate

care at that timelheenrolleewill be covered unddfFSretroactively to the beginning of the

month that the MCO notifies the State. Capitation will be recouped for thidhymfmy claims

paid during the month by the MCO may be reversed and directed to the fiscal agent for payment.

2.4 Non-covered Services

MCOs are not permitted to provitiéedicaidexcluded services that include, but are not limited
to, the following:

1. All non-medically necessary servi¢es
2. Sterilization of a mentally incompetent or institutionalized individual

3. Except in an emergency, inpatient hospital tests that are not ordered by the attending
physician or other licensed practitioner, acting within thepead practices, who is
responsible for the diagnosis or treatment of a particular p@ieomdition

4. All organ transplants, except ftrose specified idppendixA;
5. Treatments for infertilityand for the reversal of sterilizatipn

4 Infertility services are excluded per West Virginia State law, sectie26284(2)(b).
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6. Sex transformatioprocedures and hormone therapy associated with sex transformation
procedures

7. All cosmetic services, except for those provided as a result of accidents or birth; defects
and

8. Christian Science nurses and sanitariums.

*The above language is not inclusivecfi | d resdendiadtreatment services which is
covered using a bundled funding model of Medicaid and ACF funds

The MCO must not reimburse for drugs, drug products, and related services, which are defined
asanorcovered benefit [|pstent Drig Phamenpcy Progmm.nt 6 s Ou't

In accordance with 42 U.S.C. § 1398rthe MCO must exclude coverage for any drug marketed
by a drug company (or labeler) that does not participate in the federal drug rebate program. The
MCO is not permitted to provide caage for any drug product, brand name or generic, legend

or nortlegend, sold or distributed by a company that did not sign an agreement with the federal
government to provide Medicaid rebates for that product.

The MCO must not provide coverage under amgurnstances for drug products that have been
classified as lesthaneffective by the Food and Drug Administration (FDA) Drug Efficacy
Study Implementation (DESI).

MCOs cannot enhance the benefits provided to Medicaid enrollees, with the exception of clinical
preventive services, without the prior approvaDéfHR.

2.5 Other Requirements Pertaining to Covered Services

MCOs must assume responsibility for all coveregtliival conditions, inclusive of pmxisting
conditions of each enrollee as of the effective date of enroliment in the plan. MCOs may not
prohibit or otherwise restrict a covered health professional from advising his/her patient about
the health status die individual or medical care or treatment for the indiviGuiebndition or
disease, regardless of whether benefits for that care or treatment are provided ubDdetr du,

if the professional is acting within the lawful scope of practice.

MCOs andheir participating providers may not bill or collect any payment feomollees fora
Medicaid servicehat was determined not to be Medicallgd¢ssargr an SNS that was
determined not to be Socially Necessa#@myone who knowingly and willfully chargder any
service provided to a patient under a SRi&m approved under Title XIX or under a MCO
Contractunder 1903(m) of the Social Security Act, money or other consideration at a rate in

5> The term fihealth care professional o means a physic
or other health care professional if coverage for
Pl anés Co n trvices.cAtheafthacare professioraléncludes the following: podiatrist, optometrist,
chiropractor, psychologist, dentist, physician assistant, physical or occupational therapist and therapy assistant,
speecHanguage pathologist, audiologist, registeretiomnsed practical nurse (including nurse practitioner,
clinical nurse specialist, certified registered nurse, registered nurse anesthetist, and certifiediduwifel
licensed certified social worker, registered respiratory therapist, and certifigctesy therapy technician.
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excess of the rates esliahed byDHHR or Contractwill be guilly of afelony and upon
conviction will be fined no more than $25,000 or imprisoned for no more than five years, or
both.

2.6 Requirements Pertaining to Medicaid Managed Care Programs

The MCO must follow the benefit packages and policigdedicaid managedare programas
required by thiontractandContractAppendices. The MCO should refer to thEFSMedicaid
provider manuals available on the DHHR website for an explanation of service limitations.

2.6.1 PCP Responsibilities

PCPs will be the MCO enrolléinitial and most important contact with tledicaidMCO.
ThePCP$responsibilitiesare outlinedn Article 1ll, Section3.2 of the contract.

2.6.2 Multidisciplinary Teams (MDT)

An MDT works together with t he taecdevelopdacasen f ost e
service plan and coordinate services. It is the central point for decision making during the life of

a caseThe MCOmustparticipaein the MDT process at the request of @ie@Sworker, judge,

ortheMDT itself. The MCO need nqgtarticipate in every MD]but is expected to serve as a

resource to caseworkers to help in facilitating the process if needed, to enamelieeis

receiving the most appropriate, effective treatment options.

3. PROVIDER NETWORK
3.1 General Requirements
3.1.1 Network Capable of Full Array of Services

The MCO must establish and maintain provider networks in geographically accessible locations
for the populations to be servéthese networks must be comprised of hospitals, primary care
providers (PCPs)ental,specialty care providersesidential treatment provide@)d non

traditional providers who provideNSin sufficient numbers to make available all covered
servicesas required by the availability and access standards of the comtradlCO mus

maintain a sufficient number, mix, and geographic distribution of providers.

The MCO mustontractwith sufficient numbers of providers to maintauifficientaccessn
accordance witlibHHR& Medicaid managed care network standanas SNS provider netwio
standardsor all enrollees, including those with limited English proficiency or physical or mental
disabilities

The Provider network mustclude the following:

1 Primary care and specialist providers who are trained or experienced intrauma
informedapproach t@are and in treating individuals with complex special needs,
includingall the population which comprises taerolleescovered under this
Contract;and

1 Providers who have knowledge and experience irtiigerg child abuse and
neglect.
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The MCO must submib the Departmentritten documentation of the adequacy of its provider
network as set forth in thiSontractat the following times:

Whenthe MCO enters into @ontractwith DHHR;

On an annual basis;

When there has been a significahainge in MCO operations;

When services, benefits, geographic service areas, or payments have been changed; or

= =2 4 A -

Whenthere is enrollment of a new population in the MCO.

The MCO mustontractwith the full array of providers necessary to deliver a level of care that
is at least equal to the communityrms and meet the travel time, appointment scheduling, and
waiting time standards included in tlmisntract

The MCO must maintain and monitonatwork of appropriate, credentialed providers,

supported by written arrangements, that is sufficient to provide adequate access (as defined by
DHHR) to covered servicdincluding theappropriateange of preventive, primary care, and
specialty servicegind to meet the needs of the population servegstablishing and

maintaning the network, the MCO musbnsider the following:

1 Anticipatedenrollmentunder thisContract

1 Expected utilization of services, taking into consideration the characteristics a
health care needs tife specific populationsoveredby the MCO;

1 Numbers and types (in terms of training, experience, and specialization) of
providers required to furnisill contracted services;

1 Numbers of networkroviders who are not accepting new patients; and

Geographic location of providers and enrollees, considering distance, travel time,
the means afransportation ordinarily used ltlyeseenrollees, and whether the
location provides physical access for dlees with disabilities.

If the MCO fails to build and/or maintain a provider network that meets the managed care
network adequacy standards establisheDHIR, or is unable to ensuee n r o ladces®tag the
full array of covered services, the MCO wi# prohibited from servingnrolleesn the deficient
geographic areas.

3.1.2 Availability and Access Standards

The MCO must ensure that all covered services, including additional or supplemental services
contracted by or on behalf of Medicaid enrollees,arailable and accessilas required 2
CFR8438.68 8438206, andg438207. The MCO must have policies and procedures, including
coverage rules, practice guidelines, payment policies and utilization management, that allow for
individual medical necesty determinations.

The Department has set minimum provider network adequacy standards that the MCO must meet
or exceed in all geographic areas in which the MCO operates. The full list of network adequacy
standardss included in Appendix K. They include standards for
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PCP$

Specialists

OB/GYNS;

Basic hospital services

Tertiaryhospitalservice$;

Pediatric dentaproviders

Behavioral Health providers and facilities;

Substance Use Disorder (SUprpviders anddcilities; and

= =4 =4 4 -4 -4 -5 -5 -2

Additional providers when it promotéise objectives of the Medicaid progras
determined by CMS

The intent of these standards is to provide for access to services at least as good, if not better,
than access to care under the traditidnedlicaid programDHHR will periodically publish

specific network standards that define which provider types are consathrié@nd pediatric
specialistsTheMCO will be required to comply with updated network standards witimaty

(90) calendar daysf issuance, unless otherwise agreed to in writing by DHHR within sixty (60)
calendar days of issuance

During any period in which the MCO does not meet minimum network standards, the MCO must
ensure that appropriate processes are implemented to adegoaszlgervices in a timely

manner oubf-network, including paying claims to eaf-network providers and ensuring that
enrollees incur no additional cos&s specified id2 CFR8438.206(b) and 8457.1230(a)

3.1.2.1 Exceptions to Network Standards

The Department wiltonsider requests for exceptions to phevideraccess standards under
limited circumstances (e.g. if no appropriate provider types are located within the mileage
standardsandmay, in its sole discretion, grant exceptionshiesestandardsEach exception
requesfrom the MCO to the Departmentust bein writing andsupported by information and
documentatiorirom the MCQ Exceptions to network requirements will be considered based on
the information provided;urrent patterns of carand locations where the travel time and
distance standards differ significantly from providers in the community

3.1.2.2 Provider Hours Operation

The MCO must ensure that the hours of operation of its providers are convenient, do not
discriminate against enrollees, and are no less than the hours of operation offered to commercial
enrollees or comparable to Medic&BS MCOs must ensure that waititighes at sites of care
are kept to a minimum and ensure that the wattmg standard for Medicaid enrollees is the
same standard used for commercial enrolleesviders cannot discriminate against Medicaid

6 Tertiary hospital services include (1) acute care services to pediatric patients in medical and surgical units; (2)
obstetrics services; and (3) a mgattal intensive care unit.
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enrollees in the order that patients are swdn the order that appointments are given (providers
are not permitted to schedule Medicaidy days).

When Medically Ncessary, the MCO makes services availabdaty-four (24) hours a day,
seven(7) days a week. The MCO must establish a mechanismdore that providers comply
with the access standards set forth in this contféiet MCO should regularly measure the extent
to which providers in the network comply with these requirements and take remedial action if
necessary

3.1.2.3 Provider Cultural Competency Requirements

The MCO must ensure that services are provided in a culturally competent manner to all
enrollees, including: those with limited English proficiency or reading skills, those with diverse
cultural and ethnic backgrounds, the horegl@nd individuals with physical and mental
disabilities regardless of gender, sexual orientation, or gender ideRtigyMCO must also

ensure that network providers provide physical access, reasonable accommodations, and
accessible equipment for Medidanrollees with physical or mental disabilities.

3.1.2.4 Timeliness of Access to Care

The MCO must have standards for timeliness of access to caemalig¢eservices that take
into account the urgency of the need for services and that meet or sycbestandards as may
be established bpHHR. The MCO must also regularly monitor its provider netvierk
compliance with these standards, and take corrective action as nedéasaytDHHR
standards for timeliness state that:

1 Emergency cases must §een immediatg or referred to an emergency facility;
1 Urgent cases must be seen witfarty-eight @8) hours;

1 Routine cases other than clinical preventive services, must be seentwéhip
one @1) calendadays (exceptions are permitted at specifiees when PCP
capacity is temporarily limited);

1 EPSDT services must be scheduled in accordance to EPSDT guidelines and the
EPSDT Periodicity Schedule;

1 Aninitial prenatal care visit must be scheduled wifoimrteen (4) calendadays
of the date on whicthe woman is foundtbe pregnantand

1 MCOs should encouragmrollee with Supplemental Security Incom8g)) to
schedule an appointment with a PCP or specialist who managawtiie® s
care withinforty-five (45) calendadays of initial enrolimentf requested by the
enrolleeor provider, the MCO should schedule or facilitate an appointment with
theenrolle® BCP

3.1.3 Specialty Care

The MCO must provide or arrange for necessary specialty care, inchetiagioral health
services, SUD servicegiomerts health servicesand SED services (if applicabl@he MCO
must allow women direct access to a wofsdrealth specialist (e.g., gynecologist, certified
nurse midwife) within the network for wands routine and preventive health care services, in
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addition to direct access toRCPfor routine services, if thBCPis not a womegs health
specialist The MCO should have a policy encouraging provider consideratiomefibary
input in the provides proposed treatment plan.

3.1.4 Provider Qualification and Selection

TheMCO mustimplement written policies and procedures for selection and retention of
affiliated providerslf such functions are delegated, credentialing and recredentialing policies
and procedures must meet the requirements o$éuon In contracting withts providers, the
MCO mustabide by all applicable federal regulations includaug not limited to. Va.C.S.R.
8114536 and42 CFR438610 and 42 CFR55, Subpart B

For physicians and other licensed health care professiancluding members of physician
groups, the process includes:

1 Procedures for initial credentialing;

1 Procedures for recredentialing at least every t(8gears, recertying, and/or
reappointment of providers;

1 A process for receiving advice from doacting health care professionals with
respect to criteria for credentialing and recredentialing of individual health care
professionals; and

1 Written policies and procedures fdenying, suspendingr terminating
affiliation with a contracting healtbare professional, including an appeals
processand for reporting serious quality deficiencies to appropriate authorities.

For each institutional provider or supplier, the MCO must determine, and redetermine at
specified intervals, that the provider apglier is licensed to operate in the state, is in
compliance with any other applicable state or federal requiremenitss eeviewed and

approved by an appropriate accrediting body or is determined by the MCO to meet standards
established by the MCO itée

The MCO must submit a report to the Departmmeanthlywith the namesNational Provider
Identifiers NPIs), andEmployer Identification NumbeE(N) or Medicaid IDof any health care
professional, institutional provider, or supplier thas been thsubject of program integrity
actions. Actions may includdgenied credentialinguspesion termimation CAPs, fines, or
sanctiondecause of concerns about provider fraud, integrity, or quality deficiencies during the
prior calendamonth The reporimust also state the action taken by the MCO (e.g., denied
credentialing educatioh This information must be reported using the appropriate template
created by the DepartmeSuspensions, terminations, providers denied credentialing, and
providers not reewed are reported on the Suspension and Adverse Enrollment Action Report
template Other program integrity actions are reported on the Fraud, Waste, and Abuse (FWA)
Monthly Report templateAdditional information can be found in Article Ill, Secti®rl o this
Contract.The MCO must also report any health egglated criminal convictions, when

disclosed, to the Department. The MCO must also notify apptedicensing and/or

disciplinary bodies and other appropriate authorities.

72



The MCO must ensure cqatiance with Federal requirements prohibiting employment or

contracts with individuals excluded from participation under Medicaid, Medicare, or the

Childreds Heal th I nsurance Progr ahmMCQ@rsustprevieli r ed b
written disclosuref any prohibited affiliation, as directed in 42 CFR 438.608 (c)(1).

The MCO may not discriminate with respect to participation, reimbursement, or indemnification

as to any provider who is acting wittbndem t he s
applicable State law, solely on the basis of such license or certification. This law may not be
construed to prohibit the MCO from including providers only to the extent necessary to meet the
needs of the MCOG6s enr ol emeatamolntsdondiffarent ng di f f e
specialties or for different practitioners in the same specialty, or from establishing any measure
designed to maintain quality and control costs consistent with the responsibilities of the MCO. If

the MCO declines to includegriders in its network, the MCO must give the affected providers

written notice of the reason for its decision.

The formal selection and retention criteria used by the MCO may not discriminate against health
care professionals who serve higgk populatims or who specialize in the treatment of costly
conditions.

3.1.4.1 Enrollment with the State

All network providers that order, refer, or rendiéedicaidcovered services must enroll with the
Departmentthrough the fiscal agerds a Medicaid providees required by 42 CFR 438.602(b)
Enroliment with the Department does not obligate the MCO provider to offer services under the
FFSdelivery system. The MCO is not requiredcomtractwith a provider enrolled with the
Department that does not meet thegdentialing or other requirements.

As part of the provider eallment process, the fiscal agent, on bebathe Departmentwyill
performmonthlyfederal dathases checks as required by 42 GIER.436and share results with
the MCQ The MCO mustollaborate with the fiscal agettt ensure complianaa all entities
per Article Il, Section &.

The MCOmay execut@ provider agreemenpending the outcome diis screeningenroliment,

and revalidation, foup toone hundred twentyl0) days However, the MCQnust terminate

thenetwork provider immediately upon notification from the state that the network provider

cannot be enrolled, @ theone hundred twentyl0) day periodexpiredwithout state

enrollment of the providetJpon terminationof he provi der from t he MCOG
mustnotify all affected enrollees.

3.1.5 Credentialing and Recredentialing Criteria

Thecredentialingprocess mustomply withWest VirginiaC.S.R.811453-6 and 42 CFR 455,
Subpart B and at a minimumcludea statement by the applicant regarding:

1 Any physical or mental health problems that may affect current ability to provide
health care;

Any history of chemical dependen&D;

History of loss of license
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Felony convictionss required byest VirginiaC.S.R.811453-6.3 and other
criminal convictions as required by 42 CFR 455.106

History of loss or limitation of privileges or disciplinary activity;

History of debarment, suspension or exclusion from any Federal or State
healthcare programand

An attestation to correctness/completeness of the application.

During the initial credentialing process, the MCO must verify:

T
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The identity and the exclusion status of provider and any person with an
ownership or control interest or who is an agent or managintpgegof the
provider through checks of Federal databases as described in 42 CFR 455.436;

Theproviderholds a current valid license to practice;

Valid Drug Enforcement AdministratiodEA) or Controlled Dangerous
Substance@DS) certificate, as applicable

Graduation from medical school and completion of a residency, or other post
graduate training, as applicable;

Board certification or eligibility, or specialized training as appropriate;
Work history;
Professional liability claims history;

Good standingf clinical privileges at the hospital designated bygrwvideras
the primary admitting facility (this requirement may be waived for practices
which do not have or do not need access to hospitals);

Theproviderholds current, adequate malpractice iasge with minimum
coverage requirements of $1 million per individual episode and $1 million in the
aggregate;

Any revocation or suspension of a state license or Ht#¢au of Narcotics and
Dangerous Drug@8NDD) number;

Any curtailment or suspension of medical staff privileges (other than for
incomplete records);

Any censure by the State or County Medical Associatod,

Any enrollee complaints

In addition, the MCO must request information onghaviderfrom the Natonal Practitioner
Data Bank anéppropriate state licensing boards such as the Board of Medicine, Chiropractic
Board, Osteopathic Board and/or Dental Board

During the recredentialing process, the MCO muster&y and update all of the above
information, and consider performance indicators such as those collected through the quality
assurance and performance improvement program (see Article 1ll, Séciidinis contract), the
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utilization management system, the grievance system, enrollee satisfaction surveys, enrollee
complaints, and other activities of the MCO.

All contracted providers must meet the credentialing and recredentialing requirements listed in
this Contract.

3.1.6 Additional Credentialing and Recredentialing Criteria for Certain Providers
3.1.6.1 Credentialing and Recredentialing Criteria for PCPs, OBGYNSs, and Other Specialists

Additional credentialing criterifor PCPs, obstetricians/gynecolagi@OBGYNs)and other
high-volume specialists musicludeavisit to thep r o v ioffice,d@smenting structured
review of the site and medical record keeping practices to ensure conformance with the MCO
standardsThe MCO must maintain a recredentigl policy with all activities continuing to be
conducted every three (3) years. Site visits are not required at the time of recredentialing.

2.1.6.2 Credentialing and Recredentialing Criteria for Dental Providers

Additional credentialing antecredentialing criteria for dental providers must include:
Anesthesia permit and/or certificate from the West Virginia Board of Dental Examinénsder
dental providers who induce central nervous system anesthesia.

2.1.6.3 Credentialing and Recredentialing Criteria for Behavioral Health Care Providers and
Agencies

Additional credentialing and ceedentialing criteria for behaviorhkalthcare provides and
agencies must include:

1 TheMCO must verifythata Comprehensive Behavioral Health Cerndea
Licensed Behavioral Health Centeslds a valid licenseéhroughthe West
Virginia Office of Health Facility Licensure and Certification

1 The MCO must verify thatraindependenpsychologisr an independent
practicinglicensed social workdrolds current licens with their professional
boardsand

1 The MCOs must verify th®1CO physician is approved to provide Suboxone®
treatmenby the DepartmentA licensedMCO physician who intends to provide
Suboxone® treatment must meet the following requirgémen

1. Physician musgualify for a waiver under the Drug Addiction Treatment ACT
(DATA);

2. Physician must havanassigned DEA (X) numbemd complete the training
regarding Suboxone® treatment guidelireasd

3. Physician mushotify the Center for Substance AmiTreatment of the intention to
treat addiction patients
3.1.7 Provider Education and Training

The Contractomustprovide training to all contracted providers and their staff regarding the
requirements of the Contract and special needs ehitdleesThe Contractomustconduct
initial training within thirty (30)calendardays of executing a contract with a newly contracted
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provider. The Contractanustalso conduct ongoing training which may include webinars and
web-based tutorials, as deemed necessary by the Contra@étHR in order to ensure
compliance with program standards and this Contract and meet the needs of providers.

The Contractomustdevelop and submit the Provider Training Manual and Training Plan,
including topics, schedule and languages spokebHtdR for initial review and approval at
least thirty (30) calendar days prior to any scheduled trainings and as updated th&xid&feer.
may attend any training sessions specific to this Contract at its discretion.

The Contractomustsubmit toDHHR a provider education and training approach within one
hundred fifty (150) calendar days of the Operational Start DédélR musthave at leaden
(10) calendar days to review the materials and the Contracisthave five (5) calendar days
from the completion oDHHRGs review to submit the finalized materialsDéiHR.

The provider education arichiningmust include, at a minimum:

1 The roles ad responsibilities of the provideDHHR, BCF, local CPS workers,
enrolleesfoster care parents, and adoptive parents with regdhgprogramand
how these partners will coordinate services with the Contractor;

1 Covered medical, behavior8ED waiveran d S NS servi ces and tF
responsibilities for providing and/or coordinating such services. A special
emphasis should be placed on areas that vary from MHT and WVHB Medicaid
coverage and commercial coverage rules;

1 Requirements for providinggrvices toenrolleesincluding: nedical consent
requirementsrequired timelines for services and assessmepéial medical
information needed for children in Foster Canepropriate utilization of
psychotropic medications

Training in aTraumalnformed Agproach to care;
Information on the effect of abuse and neglect on the developing brain;

Information on the effect of intrauterine assault, fetal alcohol syndrome and
shaken baby syndrome;

1 Training in how to screen for and identify trauma, and Behavioraltkiand
Substance UsBisorders;and

T Training on the Contractords authorizat

3.1.8 Service Area

The MCO musnotify DHHR ninety @0) calendaidays prior to the desired effective date if it
plans to terminate performance of work under @ostractin any service area(df the MCO
terminateservices to any service areatfe MCOcontractmustbe voided, as statewide
coverage at all times &srequired condition of the contract

3.1.8 Network Changes

In addition to reporting quarterly on the size and composition of its provider networks, the MCO
must notifyDHHR of any changes to the composition of its provider network that materially
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affect he MCOs ability to deliver all capitateserviceswithin seven(7) calendadays of such
change identifiedThe MCO must provid®HHR with advanced written notice of aCP
network deletionsvithin seven(7) calendadays The MCO musteport anydisenroliment of
hospitals from the MC®& network tdHHR immediately.

In cases of PCP withdrawals, the MCO must also provide enroltdes representatiweith at
leastathirty (30) day notice whenever possible and allow them the opportunity to sahest

PCP before being assigned olrecases of MC@nitiated provider termination, the MZCmust

provide written notice to enrollees when a contracted provider has been terminated, within
fifteen (15) calendadays of issuance of the termination notitke MCO must have procedures

to address changes in its network that constrain the ability of clients to access SEnéces.
Contractomustnotify DHHR within seven (7pusinessiays of any significant changes to the
provider network or, if applicable, mny subcontr act oMaedal ghangesinder
network composition that negatively affect client access to services and which are not corrected
may be grounds faContracttermination.

3.2 Primary Care Providers (PCPs)
3.2.1 PCP Responsibilities

The PCP will be the MCO enrollésinitial and most important contact with the MCA3 such,
PCPs must have at least the following responsibilities:

1 Maintaining continuity of each enrolléehealth care by serving as the enrdiiee
primary care provider;

Providingtwenty-four (24) hour, sever{7)-day-a-week access;

Making referrals for specialty caracother Medically Mcessargovered
services, both imetworkand outof-network consistent with the MC®
utilization management policies;

1 Maintaining acurrent medical record for the enrollee, including documentation of
all services provided to the enrollee by the PCP, as well as any specialty or
referral services;

1 Adhering to the EPSDT PeriodicitcBedule for enrollees under age tweahe
(21); and

1 Following MCO-established procedures for coordination eh@work and out
of-network services for Medicaid enrollees.

Although PCPs must be given responsibility for the above activities, the MCO must also retain
responsibility for monitoring PCP actiotts ensure they comply with MCO and West Virginia
Medicaid managed care program policies

Additionally, the MCO must communicate with PCPs about the delivery of primary behavioral
health services within their scope of practice, as well as the approprtat@stances for

making referrals to behavioral health provid&d€Os mayprovide this information through its
provider manual, continuing education agendas, informal visits by provider representatives, or
any other mean3’he MCO must ensure that PCPe auccessfully identifying and referring
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patients to a behavioral health provider and provide education to PCPs who do not have training
in this area.

3.2.2 Ratio of PCPs to Enrollees

The MCOG6s provider networ k mus trs(RCRY fromavlacha pan
the enrollee may select a personal PO MCO must maintain an adequate panel of available

PCPs so that the ratio of PCPstwolleesneets or exceeds the required ratiorod ¢1) PCP for

everyfive hundered300) adultenrollees who is accepting newnrolleesand ae (1) age

appropriate PCP for evetywo hundred fifty 250) pediatricenrollees under twentyone (21) who

is accepting new patients as outlined in Appendix K.

Only PCPs who have assigned M@@rolleesand are listedih he MCO&6s provider d
accepting new patients will count toward the prowvitbeenrolleeratio. Specialists designated as

PCPs for certain individuals will not count toward the standard, unless these providers are

willing to serve as the PCP fother enrollees. Theroviderto-enrolleeratio is distinct from the

requirement in the MCO contract regarding the total assigned panel size for any individual PCP.

3.2.2.1 PCP Enrollee Panels

The MCO is expected to ensure that the Medieaiwdlleepanelof any PCP in its network does

not exceedwo thousand2,000) Medicaidenrollee. Thetwo thousandZ,000) Medicaid

enrolleelimit applies to each PCh the case of PCP teams (see below), this ratio may be
adjustedExceptions to this limit may be madetivthe consent of the physician aD#HR.

Reasons for exceeding the limit may include: continuation of established care; assignment of a
family unit; availability of midlevel clinicians in the practice that effectively expand the

capacity of the physicia and inadequate numbers of providers in the geographic area.

Recognizing that precise numerical ratios are not readily enforceable, the MCO must take
measures to ensure compliance with this requirement such as monitoringpa#tsand
enrolleed$access to PCPBHHR will monitor PCPpanelsacross MCOs and notify each
affected MCO if the total Medicaienrolleepanelof a PCP in its network exceetig thousand
(2,000) Medicaidenrolless. MCOsmustreduce the caseload for PCPs with panels atwoe
thousand2,000) Medicaidenrollees across the progranmless onél) of the exceptions above
is granted

3.2.3 Assignment of PCP

The MCO must have written policies and procedures for assigning eaclefatieesto a PCP

The MCOwill assumeesponsibility for assisting the enrollee with PCP selecM®Os must

make a PCP assignment witliive (5) calendadays after a Medicaid beneficiary is enrolled in

the MCQ The process whereby MCOs assign PCPs to enrollees must take into consideration

such known factors as current provider relationstaget he c hi | d @lysicall ac e ment
location, claims history, and input by DHHR caseworkiene MCO then must notify the

enrolleeor his representativia writing of his or her PC& name, location ahoffice telephone

number, and the process for selecting a new PCP if the enrollee so desires.

Enrollees with a disabling conditiojchronic illness owho areSSI eligibles, must have a choice
of specialistphysicianto serve as their PCFPhespecialistphysician must agree to perform all
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PCP duties required in tli&ontractandthe PCP duties must be within the scope of the
specialistodos | icense.

3.2.4 Types of Primary Care Providers (PCPs)

The MCO is required to contract with a mix of PCPs to ensure the primary care needs of all
enrolleesare metThe MCO may designate the following providers as PCPs, as appropriate:

f Certified nurse midwives

f Advanced practice nurses.g§.nurse practitiners(NPY);
1 Physicianassistantsand
1

Physicians with the following specialties: General practeanily practice;
Internal medicineQbstetricsbynecology andPediatrics.

The MCO will be allowed to designate physicians outside of these speaaR€Fs for
specific individualdncluding those within the disabled populatishose underlying health
conditions are best managed by specialists.

The MCO must permit any certified nunsédwife, advanced practice nurseRA, who is
otherwise permittedithin the scope of their practice, and who is a Medicaid enrolled provider,
to be designated a PCP farenrolleeandbill independently.

3.2.5 PCP Team in Teaching Settings

If the MCGQOGs primary care network includes institutions with teaching progrB@B, teams,
comprised of residents, physici@assistants and a supervising faculty physician, may serve as a
PCP. The MCO must organize its PCP teams so as to ensure continuity of care for enrollees and
must identify a lead physician within the teamdach enrolleeThe lead physician must be an
attending physician and not a resident.

3.2.6 PCP Transfers

The MCO must have written policies and procedures for allowing Medicaid enrollees to select or
be assigned to a new PCP when such a change is redogstedenrollee, when a primary care
provider is terminated from the MCO, or when a PCP change is ordered as part of the resolution
to a formal grievance proceedirlg cases where a PCP has been terminated, the MCO must
allow affectedenrolleesto selecibther PCPs or make a reassignment witifieen (15) calendar

days of the termination effective date.

7 Certified nurse midwives are required tagtice in a collaborative relationship with a licensed physician (West
Virginia Code 83015-7). The MCO must ensure compliance with all relevant federal and state regulations
related to certified nurse midwives.

8 Nurse practitioners with prescriptive hatity must practice in a collaborative relationship with a licensed
physician (West Virginia Code 83015a). The MCO must ensure compliance with all relevant federal and state
regulations related to nurse practitioners.
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Enrollees may initiate a PCP change at any time, for any reblsemequest can be made in
writing or over the phondICOs are permitted to limit PCanges to one time per monithe
MCO may initiate a PCP change for a Medicaid enrollee under the following circumstances:

1. Theenrolleemoves or there is a change in the placement of a child in foster care and the

assigned PCP location no longer meetsatteess standards;

2. The enrollee requires specialized care for an acute or chronic condition, and the enrollee

and MCO agree that reassignment to a different PCP is in the etz afitgest;
3. The enrolleés PCP ceases to participate in the ME@etwork;

4. The enrolleés behavior toward the PCP is disruptive, and the PCP has made all
reasonable efforts (thrg8) attempts withiminety ©0) calendar days) to accommodate
the enrollee; or

5. The enrollee has taken legal actions against the PCP.

3.2.7 PCP Panel Monitoring

The MCO mustmaintainwritten policies and procedures fmonitoring participating PCP panel
statusand capacityAt a minmum,MCO policies and proceduresustcapturePCP panel
capacitymonitoring, PCP notifications of its pané&te& changein the PCPpanelstatus and
limits.

The MCO must furnish each PCP with a current ligroblleesassigned to thatrpvider no
later than five (5pusinesslays after thend of each month, unled®e PCP agreed to an
alternative schedul&he MCO may &er and provide such information in alternative formats,
suchas through access to a secunterinet site, when such format is acceptable to the PCP.

The MCOmusthave a process in place to allow émrolleereassignment upon PCP request if
theenrolleefallsoutsik t he provi derds provider type.

3.3 Specialty Care Providers, Hospitals and Other Providers

The MCO mustContractwith a sufficient number and mix of specialists and hospitals so that the

enrolled populatiofs anticipated specialty and inpatieare needs can be substantially met
within the MCGs network of providersThe MCO must also have a system to refer enrollees to
out-of-network providers if appropriate participating providers are not available

The MCO must make referrals availablestwollees when it is medically appropriaie MCO
must have policies and written procedures for the coordination of care and the arrangement,
tracking, and documentation of all referrals.
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Medicaid enrollees of the MCO must have access to certifiedtpediafamily NPsand
certified nurse midwives, even if such providers are not designated as MC®P¥s must
Contractwith these providers to the extent practical.

3.4 Publicly Supported Providers
3.4.1 Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs)

Federally Qualified Health Centers (FQHCSs) are fedefaliyled Community Health Centers,

Migrant Health Centers and Health Care for the Homeless Projects that receive grants under
sections 329, 330 and 340 of the US Public Headtlvige Actl Current federal regulations

specify that states must guarantee access to FQHCs and RHCs under Medicaid managed care
programs; therefore, MCOs must provide access to FQHCs and RHCs to the extent that access is
required under federal lawf federal law is amended to revise these access requirerDetts;

may alter the requirements imposed on MCOs

The MCO mustContractwith as many FQHCs and RHCs as necessary to permit beneficiary
access to participating FQHCs and RHCs without having to teasiginificantly greater distance
past a nosparticipating FQHC or RHCThe MCO mustContractwith the FQHC or RHG
contracts with individual physicians at FQHCs and RHCs do not suffice for this requirement.
The MCO mustContractwith FQHCs and RHCs in acmdance with the timand distance
standards for routinelysed delivery sites as specified in this contimétppendix K An MCO
with an FQHC or RHC on its panel that has no capacity to accept new patients will not satisfy
these requirementd an MCO cannot satisfy the standard for FQHC and RHC access at any
time while the MCO holds a Medicaid contract, the MCO must allow its Mederamllees to

seek care from neoontracting FQHCs and RHCs and must reimburse these providers at
Medicaid fes.

The MCO must offer FQHCs and RHCs terms and conditions, includindpursement, which
are at least equal to those offered to other providers of comparable sérkie®$CO cannot
sign exclusive contracts with any publicly supported providers thaeptéhe providers from
signing contracts with other MCOdponDHHR notification to the MCO of any changes to the
FQHC/RHC reimbursement rateke MCO must update payment rates to FQHC/RHCs to the
effective date in the notification iyHHR. The MCO muspay the new rate for any claims not
yet paid with a date of service on or after the effective alatbangelf payment has already
been made for a claimithin SFY 2@1 with a date of service on or after the effective date of the
rate change, the MCO mtugprocess the claim to reimburse at the new Téte.new payment
rate must be loaded into the M@Xlaims payment system withinirty (30) calendardays of
notification of the payment rate change

® Since federal law requires states to assure access to certified pediatric or family nurse practitioners and certified
nurse midwives, and states are not allowed to waive this requirement, the MCOs must provide access to these
services.

10 Health centers riaeceiving grants but certified by the Secretary of Health and Human Services as meeting the
requirements of the grant program malki Bkesd Appl FQHESs
non-profit or public entities and must be located in aesignated by the federal government as medically
underserved.
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3.4.2 Local Health Departments

Local governmental dgptments administer certain public health programs which are critical to
the protection of the publis health and, therefore, must be available to Medicaid managed care
enrolleesFor those services defined as public health services under State law, the MCO may
choose either to provide these services itself @dwotractwith local health departments

However, if an MCO enrollee seeks such a service directly from-gomnacteddcal health
department, the MCO must pay for the service at the lesser of the health de@a/fimeerste or

the Medicaid fee rate

The MCO must provide the following core services to Medicaid manageemmaniee and
must reimburse the local healthpdetments as specified:

1. All sexually transmitted disease services including screening, diagnosis, and treatment

2. Human immunodeficiency virus (HIV) services including screening and diagnostic
studies

3. Tuberculosis services including screening, diagnasid,treatmentand

4. Childhood immunizationsThe MCO must obtain vaccines from the State Bureau for
Public Healtlis Immunization ProgranAny time an MCQenrolleeseeks immunizations
from a governmental public health entity, ME€O mustpay for such serees at current
MedicaidFFSrates for administration costs onjor Medically Necessary situations,
nonVaccines For Children (VFC) vaccines administered by governmental public health
entities to MCO clients, the MCO must reimburse for the cost of thenexcMCOs
should encourage providers to refer their patients to these programs.

Environmental lead assessments for MCO children with elevated blood levels will be reimbursed
directly bythe StatBureau for Public HealthThe MCO is responsible for théolod lead
screenings.

The MCO must work with the local health departments to coordinate the provision of the above
services and to avoid duplication of services.

Local Health Departments (LHD) providing Medicaid servicesst have the right to participate
in the MCO network, so long as sugfovides comply with the terms and conditions of the
MCO providerContractand provider qualification and credentialing process.

3.4.3 Critical Access Hospitals (CAH)
The MCO is encouraged, but not requiredCtmtractwith Critical Access Hospital&CAH) for
inpatient and outpatient hospital services

3.4.4 Primary Care Centers
The MCO is encouraged, but not requiredContractwith statedesignated primary care centers
to provide services.

3.4.5 School-Based Health Centers
Schootbased health centers (SBHCs) provide general, primary health care services to school
aged childrenThe State recognizes these centers as increasingly important providers of primary
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health care, especially in rural communities which facetalges of primary care physicians

DHHR encourages the MCO @ontractwith or develop cooperative agreements with SBHCs

Such agreements would recognize the MCO as the medical home for the child, define the process
for referring students to MCO networkguiders, spell out procedures for sharing medical
information between the SBHCs and the MCO, and provide for reimbursement of the SBHC by
the MCO.

The MCO is encouraged, but not requiredCtmtractwith SBHCs.

3.4.6 Right from the Start (RFTS) Providers

Right from the Start (RFTS) is a West Virginia State program aimed at improving early access to
prenatal care and lowering infant mortality, and improved pregnancy outcoheRFTS
eligibility criteria and services provided are available fidRHR.

TheMCO is encouraged, but not requiredctmtractwith RFTS providersHowever, if the

MCO does notontractwith RFTS providers, the MCO must provide the same level and types of
services as those currently available through the RFTS progtasincludesaccess to
multidisciplinary careDHHR will monitor compliance with this requirement; if the MCO fails

to satisfy these requirements, it will be required to reimburse the traditional Right from the Start
providers at the Medicaid fee raéhe MCO may noplace prior authorization requirements on
RFTS services.

3.4.7 Bureau for Public Health Laboratories

The MCO is required by law to use Bureau for Public Health Laboratories for certain cases (e.g.,
metabolic testing for newborns, rabies), and the Bureablublic Health Laboratories is

required to perform tests, including those mentioned under core services above, on MCO
enrollees for public health purposel addition, all laboratories contracted by MCOs who have
positive findings of certain reportablesdases under the Reportable Disease Rule in category I,

I and IV (the list of reportable diseases is available ftHR) must submit an isolate, serum
specimen or other designated material to the Office of Laboratory Services (OLS) for
confirmation or ¢her testing needed for epidemiological surveillafideese services are usually
funded by state or federal funds; however, whenever a service is not funded by other state or
federal funds, the MCO must reimburse OLS for these services.

3.4.8 Children with Special Health Care Needs Program (CSHCN) Providers

The Children with Special Health Care Needs (CSHCN) Program prasage£oordinatioand
access to specialty services through a systetoramunitybased Care Coordinatétsind
specialty clinicsthusenabling childrerand youthwith special health care neetdsreceive a
patient/familycentered medical home approach to comprehensive, coordinated services and
supports

1 Registered Nurses and Licensed Social Workers that, on behalf of medical homes of children
and youth with special heath care needs, facilitate the patient and family engagement necessary
for coordinated, ongoing, comprehensive care.
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The MCO is encouraged, but not required;dntractwith CSHCN providersHowever,if the

MCO does notontractwith CSHCN providers, the MCO must provide the same level and types
of services as those currently available through the CSHCN prograsincludes access to
multidisciplinary care. The CSHCN eligibility criteria and sergiege available froDHHR.

DHHR will monitor compliance with this requirement; if the MCO fails to satisfy these
requirements, it will be required to reimburse the traditional CSHCN providers at the Medicaid
fee rate.

3.4.9 Indian Health Providers
The MCOmust follow the requirements related to Indidnslian Health Care Providers, and
Indian ManagedCare Entitiesn accordance with the terms of 42 CFR 438.14.

3.5 Mainstreaming

The State considers mainstreaming of Medicaid beneficiaries into the bheadtérdelivery

system to be importanthe MCO must accept responsibility for ensuring that network providers
do not intentionally segregate Medicaid enrollees in any way from other persons receiving
services. Examples of prohibited practices includegbeihot limited to, the following:

1. Denying or not providing to an enrollee any covered service or availability of a facility;

2. Providing to an enrollee any covered service which is different, or is provided in a
different manner or at a different time frahat provided to other enrollees, other public
or private patients or the public at large;

3. Subjecting an enrollee to segregation or separadatment in any manner related to the
receipt of any covered service; and

4. Assigning times or places for the prein of services on the basis of the race, color,
creed, religion, age, sex, national origin, ancestry, marital status, sexual preference,
income status, program membership or physical or mental disability of the participants to
be served.

PCPs will not bgoermitted to close their panels to Medicaid enrollees albadPCRs panel is
closed, it must be closed to all enrollegbould a panel reopen, it will be required to admit
patients on a first come, first served balsiswever, if a PCP has the maximumtwb thousand
(2,000) Medicaid enrollees, the PCP may admit additional;Mewdlicaid patients.

3.6 Provider Services

3.6.1 Provider Services Department

The MCO mustaintaina Provider Services Departmeamdoperateatoll-free provider phone
line for at leaskight(8) hours a dayluring regular business hours

3.6.1.1 Responsibilities of the MCO Provider Services Department
The Provider Services Departméntesponsible for the followindout not limited to
1. Assisting proviérs with questions concerning enrollee eligibility status;
2. Assisting providers with plan prior authorization and referral procedures;
3. Assisting providers with claims payment procedures;
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4. Handling provider complaints;

5. Providing and encouraging training toopiders to promote sensitivity to the special
needs of this population

6. Educating providersn theSpecialized Managed Care Plan for Children andthf
program and

7. Educating provideraboutthe MCQO3s written policies on the False Claims Act, including
policies and procedures for detecting and preventing waste, fraud, andTdbsise
requirement is pursuant to the Deficit Reduction Act of 2005, Section 6032.

The MCO must ensure that after regular business hours the line is answerealiynzated
systemwith the capability to provide callers with operating hour®rmationand instructions
on how to verify enrollment forreenrolleewith an Urgent Condition or aBmergency Medical
Condition.

3.6.1.2 Performance Requirements of the Toll-Free Provider Phone Line

The MCO must ensure that ttal-free provider phone line meets the following minimum
Service Level Agreements (SLASs)

1. Eighty-threepercent(83%)of calls are answered live within thirty (30) seconds during
operating hoursTime measured beginswn theprovideris placed in the call queue to
wait to speak to BroviderServices representativand

2. The call abandonment rate does not exceed five pga¥nof total calls for thenonth

| f t h eSubM@aétsr operates a separate call centeGithlec ont r act or 6 s cal |
at a minimum meet the provider phone line performance standards set forth in this Section.

Failure by the MCO to ensure the provider call center meets the SLAs aboveshlalnra

penalty of $5,000 per month for each SLAcatlined n Appendix F

3.6.2 Provider Manual

The MCO mustlevelop, distribute and maintain a provider mantiaé MCO must submd

copy ofthe provider manualtbHHRas part of t hdnesM@evew duringni t i al r
implementation and annualby July F' of eachContractyear. In addition the MCO must

document the approval of the provider manual by the MCO Administrator and Medical Director
andmustmaintain documentation that verifies that the provider manual is reviewed at least
annually The MCOmustensure that each provider (individual or group which submits claim
and encounter data) is issuepranted or electronicopy of the provider manuduring the
contractingorocesswith the MCQ The MCO must provide a copy of the provider manaal
providerupon requestVhen there ar®epartment policy oprogramchangeor MCO

procedure oservice site changes, notificatiorustbe sentto the affeted providers at least

thirty (30) calendar days befotbeintended effective date of the change. The MCO must

publish and keep current its prder manual on the MCO website.

3.6.3 Provider Contract

The MCOO6s pr oandaddenda tacpoovideoofracts must abide by all federal
regulations and must be consistent with the requirements of this statement.of veofkkCO
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mustalsocomply with the prohibitions on inapproprigieoviderincentives as specified in
Article 111, Section3.8 of this contact.

The Department will provide tw(2) model provider contracts. Onéll be tailored to use with
Medicaid service providers atide other will be tailored to use wi8NS providersThe MCO
must resubmit theevisedmodel povider contractso the Departmerdny time it makes
substantive modifications to such agreements.

3.6.3.1 Medicaid Provider Contract

Ata minimumt h e MMe@iéaslprovider contracts and addendast include the following
provisions:

1. Enrollees will be held harmless ftire costs of all Medicaidovered services provided
except for applicable costharing obligationsThe Contractmust state that the providers
must inform enrollees of the costs for neovered services prior to rendering such
servicesTheproviderContr&atmu st st at e that the MCOOs enrc
for the MCOGsy eddbtod itrhet HgOv@érs may mosbalaneee n c y
bill.

2. Physicianswill maintain adequate malpractice insurance with minimum coverage
requirements of $1 millioper individual episode and $1 million in the aggregate;

3. Reimbursement term3he Contractmust provide a complete description of the payment
method or payment amounts applicable to a provider. The MCO proRwmidractor
provider manual must explain taqviders how to submit a clean claim including a
complete listing of all required information, including claims coding and processing
guidelines for the applicable provider type. The MCO musthudlyin-networkand out
of-network providers withinthirty (30) calendardays of clean claims receipt. The MCO
provider must understand and agree BtdHR is not liable or responsible for payment for
covered services rendered pursuant to the MCO provider contract;

4. Requirement that providers attest to fbowing certification for claims for Medicaid
goods and services. The certification should include the following information: All
statements are true, accurate, and complete; no material fact has been omitted; all services
will be medically necessary tihe health of the specific patient; and understanding that
payment will be from Federal and State funds and that any falsification or concealment of
a material fact may be prosecuted under Federal and State law

5. Cl ear definition odptomssach partyés terminat.

6. Requirements for provider disclosureosinership and control, in accordance with 42 CFR
455.104. TheMCO provider contracts must include langualgdining ownership per 42
CFR455.101. The MCO provider contracts or disclosure forms must retipegstovider
to disclose information on ownership and contrahd information on interlocking
relationships per 42 CFR 104 b (3) provider that is a business entity, corporatimna
partnership must disclose the namhate of birth DOB), SSN and addess of each person
who isp r o v idideetor,@ficer principal, partner,agent, managing employes,other
person with ownershipr control interesof five percent(5%) or more inthe provider or
i n the PubwmntractbeThe address for corpate entities must include as
applicable: primary business address, every business location, P.O. Box,aldidsx
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ID. Contracts or disclosure forms must solicit information on interrelationshipsrsebns
disclosed per 42 CFB&55.104 (b)MCO contrats or disclosure forms must request tax ID

of any provide@s Subcontractor in which the provider (if entity) haive percent(5%) or

more interestThe MCO provider contracts must request the name of each entity in which
the providerds persons with ownership and
interest.The provider must agree to keep information current at all times by infothreng

MCO in writing within thirty-five (35) calendadays of any ownership and control changes

to the information contained in its applicaion

7. Requirements for provider disclosure of significant business transactions, in accordance
with 42 CFR 455.109MCO provicer contracts must include language specifying that the
contracted provider is required to disclose the followirfgrmation related to business
transactionsvithin thirty-five (35) calendadays of request of the Secretary of DHHH!:
and complete infanation about (1) the ownership of aBybcontractor with whom the
provider has had business transactions totaling more than $25,000 during the previous 12
month period and (2) any significant business transactions between the provider and any
wholly ownedsupplier, or between the provider and &apcontractorgduring the previous
five years;

8. Requirements for provider disclosure of heal#ne related criminal convictions, in
accordance with 42 CFR 455.10@e provider contracts or disclosure forms muesjuest
the providerp r o v idideetor,@fficer principal, partneragent, managing employes,
otherperson with ownershipr control interestf five percen{5%)or more intheprovider
to disclose information on criminal convictions related to Max#, Medicaid, or Title XX
programs at the time they apply or renew their applications for Medicaid participation or
at any time on requesiThe contracts must require a provider to notify the MCO
immediately of the timeéhe provider receives notice of sl conviction. The MCO must
include the definitonofi Convi ct edo per 4ABntraCtbrRiischbsu@1 . 2 i
form;

9. Requirements for providers to repax the MCO providerpreventable conditions
associated with claims

10. Certification that the providep r o v iddeetor0officer,principal, partner,managing
employeepr otherperson with ownershipr control interesof five percent(5%) or more
in the provider have not been excluded, suspended, debarred, revokeaty other
synonymous action from participation in any program under Title XVIII (Medicare), Title
XIX (Medicaid), or under the provisions of Executive Order 12549, relating to federal
agreement. Certification that persons listed above have also not beatedxsuspended,
debarred, revokedr any other synonymous action from participation in any other state or
federal healtfcare programRequirement for a provider to notify the MCO immediately
of the time it receives notice that any action is being tak@mst a provider or any person
above as defined under the provisions of Section 1128(A) or (B) of the Social Security Act
(42 USC 813204), which could result in exclusion from the Medicaid program. A
provider must agree to fully comply at all timegiwihe requirements of 45 CFR Part 76,
relating to eligibility for federal agreements and grants

11.Requirements for access to provider recorfise provider contracts must include a
provision requiring MCO providers to proviteDHHR: 1. all information rquired under
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t he MCOOGs nGComracyvthdHHRainckiding but not limited to the reporting
requirements and other information related to the network providers' performance of its
obligations under the MCO provider contracts; andr®. informationin its possession
sufficient to permitDHHR to comply with the federal Balanced Budget Act of 1997 or
other federal or state laws, rules, and regulations. MCO provider contracts must include a
provision explaining thaif the network provider places reged records in another legal
entity's records, such as a hospital, the network provider is responsible for obtaining a copy
of these records for use by the above named entities or their representative

12.Requirement for providers to comply with 42 CFR 438.1Ihe Contractmust prohibit
providers from engaging in direct marketing to enrollees that is designed to increase
enrollment in a particular MCO. The prohibition should not constrain providers from
engaging in permissible marketing activities consistetht broad outreach objectives and
application assistange

13.Requirement to comply with Section 6032 of the Deficit Reduction Act of 2005, if the
network provider receives annual Medicaid payments of at least $5 million (cumulative,
from all sources). A prader must: 1. Establish written policies for all employees,
managers, officers, contracto&jbcontractors, and agents of the network provider. The
policies must provide detailed information about the False Claims Act, administrative
remedies for false aims and statements, any state laws about civil or criminal penalties
for false claims, and whistleblower protections under such laws, as described in Section
1902(a)(68)(A). 2. Include as part of such written policies detailed provisions regarding
the nevor k provideroés policies and PNAoedur es
Include in any employee handbook a specific discussion of the laws described in Section
1902(a)(68)(A), the rights of employees to be protected as whistleblowers, and the
providebs policies and pr ovceatdgFWAs f or detectin

14.Requirement to comply with the Health Insurance Portability and Accountability Act of
1996 (HIPAA) (Public Law 10491), and the Health Information Technology for
Economic and Clinical Health AGHITECH Act) at 42 U.S.C. 17931 et.s€theContract
must explain that the provider must treat all information that is obtained through the
performarce of the services included in theoviderContractas confidential information
to the extent that confidential treatment is provided under state and federal laws, rules, and
regulations. This includes, but is not limited to, information relating to applicants or
enrollees of DHHR programs.

15.Requirementthgp r ovi der may not interfere with or
or the MCOO6s rS ghte s aavesy franthadsparty resoarees;

16. Requirement for provider to comply with 42 CFR 422.128 and West Virginia Health Care
Decisims Actrelating to advance directives;

17.Description of the MCOOG0s provider compl ain
comply with the requirements of this Contract, 42 GIBR.414, and must be the same for
all providers

18.The provider Contract must pohibit providers from collecting copays for missed
appointments;
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19.The providerContractmust require emergen®are providers to educate therolleeof
the amount of his or her copay for nRemergency services provided in the emergency
department prior tproviding noremergency services. The emergency services provider
must be required to providen &nrolleewith the name and location of an available and
accessible alternative namergency services proviger

20.Requirement for provider reporting and retofroverpaymentss outlined in Article I,
section9.3;

21Notice to the provider of the Stateds righ
provider pursuant to the MCOG6s assignment
Article 111, Section9.3 of the contract between the MCO and the State.

22.Notice to the provider that in the event the State collects overpayments directly from the
provider, the providerodos appeal rights ar
800(B), which can be found dhe BMS websiteand

23.Contracts with primary care providers (PCPs) must also include a requirement that the
provider havawenty-four (24)-hour physician coverage.

24.The provider contract must identify the specific requirements of the provider in meeting
conpl i ance standards for the Statebés SED wai
need to make reference to these standards, as defined within the SED Waiver Incident
Reporting Guide, SED Waiver, and SED Policy Chapter 502.

25.For SED waiver provider contracts, the MCO shall include reference t®ehson
Centeredservice Plan requirement of the provider for submission to the MCO.

3.6.4 Provider Information Systems Support

The MCO must work with providers to establish eleatdmlling, authorization and reporting
systems that are compatible with provig&ctronic health recordEHR) systemsThe MC( s
hardware, software@nd communicationsiust becapable of accommodatimgdividual provider
information systems. Such accomdations may not be in violatianyrequiremerg
promulgated pursuant téealth Insurance Portability and Accountability Act of 1996, P.L-104
191 (August 211996), as amended or modifie¢tkalth Information Technology for Economic
and Clinical Health Ac(HITECH Act), and other applicable federal and state laws.

3.6.5 Provider Satisfaction Survey
The MCO is required toesign, develop, and implement an anmuralider satisfaction survey
to evaluate provider or provider staff satisfaction with the MCO.

The MCO must collect, analyze, and submit provider survey résuli® Department on an
annualbasis.The surveymustbe submitted to prior to the conclusion of the contracting period of
eachContractyear, June 30
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3.7 Provider Reimbursement
3.7.1 General

The Departmenbelieves that one of the advantages of a managed care system is that it permits
MCOs and providers to enter into creative payment arrangements intended to encourage and
reward effective utilization management and quality of .CHne Departmentherefore intends to
give MCOs and providers as much freedom as possible to negotiate mutually acceptable
payment termdHowever,reimbursement rate amounts over 102.5% of the Medicaid FFS rates
are not included in data as part of rate setiingevelop th& MPM capitation payment for the

MCO.

Regardless of the specific arrangemeahessMCOmakes with providers, the MCO must make
timely payments to both its contracted and-gontracted providers, subject to the conditions
described belowThisincludes making a full payment rather than installment payments for a
course of treatment FFSreimburses the entire cost of the treatment at the initiation of service.
Additionally, the MCO must accept electronic claims as well as paper claims fremdgys

The MCO must accepfledicaidclaims submitted using treen r o IMedeca Assistance ID
(MAID). The MCO must also require &ledicaidclaims for payment for items or services that
were ordered to contain the NPI of the physician or other profesdsivho ordered or referred
such items or services.

The MCO may not seek recoupment of any provider payments béyent+four (24) months
from the date of servicenless such recoupment is due to provider fraud, waste or abuse.
3.7.2 In-Network Services

Subject to Article 1ll,Section3.7, Timely Payment Requiremerthe MCO must make timely
paymaent within thirty (30) calendar dayfor clean claims to imetwork providergor Medically
Necessary, covergdontractservices when:

1. Services were renderedtreat a medical emergency

2. Services were rendered under the terms of the 8COntractwith the provideyr
3. Services were prior authorizeor
4

. Retroauthorization meeting medical necessity has been granted due to the nature of
service

3.7.3 Out-of-Network Services

Subiject to Atrticle I11,.Section3.7, Timely Payment Requiremerthe MCO must make timely
paymentswithin thirty (30) calendar dayer clean claimdo outof-network providers for
Medically Necessary, covered services when:

1. Services wereenderd to treat a Medical lBergency
2. Services were for family planning and sexually transmitted diseases
3. Services were prior authorizear
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4. Retroauthorization meeting medical necessity has been granted due to the nature of
service.

For noremergency odbf-network services, the MCO may reimburse providers at e(@oly
percent of the prevailing MedicakFSrate or higherunless such services are deemed medically
unnecessaryarenot coveredy the MCQ or do not receive authorizan.

Consistent with Article 1ll, Sectio8.2.2, reimbursement for emergency services provided out
of-network must be equal to the Medicaid prevailing FFS reimbursement level for emergency
services, less any payments for direct costs of medical edueatiodirect costs of graduate
medical education included in the FFS reimbursement rate.

3.7.4 Out-of-Network Hospital Transfers

The MCO must payrae n r o lexisengadtf-networkhospitalfeesfor Medically Necesary
covered emergency services until éreolle® mecords, clinical information and care can be
transferred to aetworkhospital, or until such time as tkarolleeis no longer enrolled in that
MCO, whichever is shortel.he MCO must accept tlaeit-of-networkhospitalphysician or
provide r nslingdetermination of when thenrolleeis sufficiently stabilized for transfer
discharge

3.7.5 Emergency Services

When emergency services are provided to an enrollee of the MCO, théNaldlity for
paymaent is determined as follows:

1. Presence of a Clinical Emergencyif the screening examination leads to a clinical
determination by the examining physician that an actual emergency medical condition
exists, the MCO must pay for both the services involvebdarstreening examination
and the services required to stabilize the patient.

2. Emergency Services Continue Until the Patient Can be Safely Discharged or
Transferred: The MCO is required to pay forl@mergency services which are
Medically Necessary until # clinical emergency is stabilized. This includes all treatment
that may be necessary to assure, within reasonable medical probability, that no material
deterioration of the patied condition is likely to result from, or occur during, discharge
of the paient or transfer of the patient to another facility. If there is a disagreement
between a hospital and the MCO concerning whether the patient is stable enough for
discharge or transfer, or whether the medical benefits of an unstabilized transfer outweigh
the risks, the judgment of the attending physician(s) actually caring for the enrollee at the
treating facility prevails and is binding on the MCO. The MCO may establish
arrangements with hospitals whereby the MCO may send one of its own physicians with
appropriate Emergency Room privileges to assume the attending ph{sician
responsibilities to stabilize, treat, and transfer the patient.

3. Subsequent Screening and Treatmen#n enrollee who has an emergency medical
condition may not be held liable for paymeh subsequent screening and treatment
needed to diagnose the specific condition.

4. Notification of Enrollee& PCP:The MCOmaynot refuse to cover emergency services
solely based on the emergency room provider or hospital not notifying the e@srollee
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primary care provider, MCO, @HHR of the enrolleé screening and treatment within
ten (LO) calendar days of presentation for emergency servit@hing is this provision
precludes the MCO from complying with all other emergency service claims payment
requirements as set forth in this contract.

5. Absence of a Clinical Emergencylf the screening examination leads to a clinical
determination by the examining physician that an actual emergency medical condition
does not exist, then the determining factorgayment liability should be whether the
enrollee had acute symptoms of sufficient severity at the time of presentation. In these
cases, the MCO must review the presenting symptoms of an enrollee and must pay for all
services involved in the screeningaexination where the presenting symptoms
(including severe pain) were of sufficient severity to have warranted emergency attention
under the prudent layperson standard. If a Medicaid beneficiary believes that a claim for
emergency services has been inappabgly denied by a MCO, the beneficiary may seek
recourse through the MCO or BMS appeal process.

6. Referrals: When an enrollgis PCPor otherMCO representative instructs the
beneficiary to seek emergency caregtwork or outof-network, theMCO is
resposible for payment for the medical scné®g examination and for otheredically
Necessary emergency services, without regard to whether the patient meets the prudent
layperson standard described above.

The MCOmustpromptly pay for all coveredmergency seices, including Medically

Necessary testing to determine if a medical emergency exists, that are furnished by providers that
do not have arrangements with the MCO. This includes emergency services provided by a
nontparticipating provider when the timegured to reach the MC8 facilities, or the facilities

of a provider with which the MCO has contracted would have meant risk of permanent damage

to the enrolleé health.

3.7.6 CAH Reimbursement

MCOs contracting with CAHnustmake payment to CAH at thegwailing Medicaid

reimbursementate MCO contracts with CAHnuststipulate this reimbursement arrangement
UponDHHR natification to the MCO of any changes to th&KCreimbursement rates, the MCO
mustupdate payment rates to CAH effectivem the designateDHHR effective dateThe

MCO must pay the new rate for claims not yet paid with a date of service on or after the effective
date ofchangel he new payment rate must be | oaded int
within thirty (30) calendardays of notificatiorby the Departmerdf the payment rate change.

3.7.7 Timely Payment Requirement

The MCO must agree to make timely claims payments to both its contracted acwhtr@acted
providers A claim is defined as a bill for services, adiitem of service, or all services for one
enrolleewithin a bill. A clean claim is defined as one that can be processed without obtaining
additional information from the provider of the service or from a third plrtipes not include a
claim from a povider who is under investigation for fraud or abuse, or a claim under review for
medical necessity
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The MCO must pay all cleaglectronic and papeitaims for covered servicéom both in
network and oubf-network providersvithin thirty (30) calendadays of receipt, except to the
extentthe providerhas agreed to later paymeint writing.

The MCO must agree to specify the date of receipt as the dd#CtBaeceives the claim, as
indicated by its date stanfmcluding electronic date stamgip the claim, and date of payment
as the date of the cheodeaseor other form of paymentlease to the provider

The MCO must submit monthly a claims aging reploat provides informatioon all overdue
cleanclaims for both imnetwork and oubf-nework providersas noted in Appendik.

The MCO must papoth innetwork and oubf-network providersnterest akighteen percent
(18%) per annum, calculated daily for the full period in which the clean claim remains unpaid
beyond thehirty (30) calendaidaycleanclaims payment deadline. Interest owed to the provider
must be paid on the same date as the cla@hm interest paid to the providers wibt bereported

as a part of the MC@ncounter datal his provision does not apply to payments made dae to
rate change per Ade lll, Section3.7.9.

3.7.8 Payments for Provider-Preventable Conditions

Section 2702(a) of the Affordable Care ABICA) prohibitsfederal financial participation (FFP)
payments to States for any amounts expended for proviggaical assistance for Provider
Preventable Conditions (PPCsicluding healthcareacquired conditions (HCACs)ndother
providerpreventable conditions (OPPCBPCs are hospitalcquired conditions not present on
hospital admissiorthe wrong procedurneerformed on a patient, and procedures performed on a
wrong patient or body part.

The MCO may not make payments for PPCs as defined bgdkeal regulations andHHR
policy in accordance with 42 CFR 438The MCO will track PPC data and make it avialiéato
DHHR upon request.

3.7.9 Medicaid Provider Rate Changes

In the case of provider reimbursement that is tied to the Medi¢etdateschedulethe MCO is
required tamplement any rate changes adopted by the Department whithiiyn (30) calendar
days of natification of the rate chanddne MCO must pay the new rate for claims not yet paid
with a date of service on or after the effective date of charigeMCO must reprocessy
claims paid between the notification date and the system loadodate wpdated ratd@his
provision does not apply to payments made to CAH under Artigl8dction3.7.6or payments
made to FQHCs/RHCs per Atrticle 1Bection3.4.1.

3.7.10 Alternative Payment Models (APM)

DHHR suppors avaluebased health care systevhereenrolleeexperience and population

health are improved, the trajectory of health care cost is contdiredyh aligned incentives

with managed care organization and provider partners, and there is a commitment to continuous
quality improvement and learningjo support this effort, the MCO is required to implement
alternaive payment models (APMs) that shift frdfM reimbursement to reimbursement that
rewards improved delivery of health caBeginning in SFY 2021, the Deparént will require a
percentage of contracts be established that reimburseABMgThis percentage shall increase
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in each subsequent contract y&&hile not enforced in the initial contract period, the MCO is

encouraged to begin establishing contrastegian APM approach.

3.7.10.1 Design of APM Models

The MCOmustdesign and implement payment models with network providers that tie
reimbursement to measureable outcomes. APMs may indutlare not limited tohe
following:

1. Primary care incentives;

Payment for performance;

Shared savings arrangements;

Risk sharing arrangements;

Episodes of care/bundled payments; and

o 0k~ wD

Capitation Payments with Performance and Quality Requirements

Prior authorization and utilization management activities do not qudiPMs.

3.7.10.2 APM Activities Report

The MCO is required to submit a reportQblHR annually onits APM activities. The report
specifications are outlined in Appendikbut should include:

1. Athorough description of the MGDAPM initiatives,

Goals andutcome neasures for th€ontractyear,

Description of monitoring activitie® occur throughout the year
Evaluation of the effectiveness of
Summary of lessons leamhand any implemented changes

Description ofthe most gnificant barriersand

N o o bk~ D

Plars for nextContractyear.

3.7.11 Requirements for Provider-Administered Drug Reimbusement

All outpatient medical claims fggrovideradministered drugs must contain a Healthcare

t he

Common ProcederCoding System (HCPCS) codd\ational Drug CodedNDC) number, the

NDC unit of measure, and the NDC quantity. The MCO must edit claims usiNgesie

Vi r g iNDC ta BGPCS Crosswalk file provided to the MCO montfilye MCO must deny

the entire claim or claim line item, if such aioh is missing the NDC information, or the NDC
is not valid for the corresponding HCPCS code, as the drug is not considered a covered Medicaid
benefit. This requirement applies to Medicare citmgsr claims in addition to the other claims

where a third pay paid a portion of the claim.

3.8 Prohibitions on Inappropriate Provider Incentives

The MCO must comply with regulatory requirements regargnogiderincentives as specified

in 42 CFR 417.47%2 CFR 438.6(h), 42 CFR 422.208, and 42 @2R210 The MQO may
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not make specific payment, directly or indirectly, to a physician or physician group as an
inducement to reduce or limit Medicallyeessargoveredservices furnished to any particular
enrollee Indirect payments may include offerings of monetatyu@dsuch as stock options or
waivers of debt) measured in the present or future.

As specified in 42 CFR 417.479, MCOs that operate physician incentive plans that place
physicians or physician groups at substantial financial risk must conduct enrollegssditrese
surveys must include either all current Medicaid enrolkedhleir representatives the MCO

and those who have disenrolled (other than because of loss of eligibility or relocation outside the
MCOG service area) in the pastelve (L2) months or astatistically validsample of these same
enrollees and disenrollees. The surveys must address enrollee/disenrollee satisfaction with the
quality of services provided and the accessibility of the services and must be conducted on an
annual basis.

The MCO must collect the following information annually and make it availab@H&IR and
CMS upon regest, withinten (L0) businesslays.

1 Whether services not furnished by the physician or physician group are covered
by the incentive plan.

1 The type or typesf incentive arrangements, suchbasus, capitation.
The percent of any bonus the plan uses.

1 Assurance that the physicians or physician group has adequatesstop
protection, and the amount and type of dtwgs protection.

1 The patient panel size ariflthe plan uses pooling, the pooling method.

If the MCO is required to conduct enrolldsenrolleesurveys, provide a
summary of the survey results@dHR and, upon request, to enrollees.

1 Information on the physician incentive plan to enrollees, upgues.

The MCOmustcomply with any additional rules regarding physician incentives released by
CMS.

4. ENROLLMENT & ENROLLEE SERVICES

The program will enroll thehildren andyouth in the foster care systemdividualsreceiving
adoption assistancandchildren eligible and enrolled through the SED waingphase one
(1).The MCO will be furnished with an enrollment roster that identifies individuals enrolled in
the MCO, including all new enrollees, omlaily andmonthly basisAll enroliment activitiesare
subject to the standards and requirements set forth in this contract.

4.1 Marketing
4.1.1 Marketing Plan

The MCO must submit a marketing plan to Bepartmentor prior written approval bpctober
15t of eachContractyear.If the marketing plan is odified during theContractyear, the revised
marketing plan must be submitted to the Department for written approval prior to engaging in
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any activities not specified in the original pldme MCO marketing plan must comply with the
DHHR Marketing Policie as described iAppendixC of this Contract.

4.1.2 Marketing Materials

The MCO must follow the marketing guidelinesdescribed irt2 CFR438.104andAppendix

C, DHHR MarketingPolicies All marketing materials must be prepared at a reading level no
higher than the sixth grade and must satisfy the information requirements©bthiactto
ensure that before enrollimg the MCQ individualsreceive accurate oral and written
informationneeded to make an informed decision on whether to eNaterials should use an
easily readable typeface (suchhaslve (L2) or fourteen L4) point), frequent headings, and
should provide short, simple explanations of key concepts. Technical or legahtge should be
avoided whenever possiblEhe MCO must submit evidence HHR that its materials satisfy
this requirement and provide a written assurance that marketing materials do not mislead,
confuse or defraudnrollees or DHHR. Such written assunee musbe provided annually or
with each submission of new or revised marketing mateB&ddéements that will be considered
inaccurate, false, misleading include, but are not limited to, any assertion or statement (whether
written or oral) that:

1 Thepoatential enrollee must enroll in the MCO in order to obtain benefits or in
order to not lose benefijter

1 The MCO is endorsed by CMBCF, the federal or state government, or similar
entity.
Marketing naterials that requirBHHR review and approval includaut are not limited to:
1. Marketingmaterialsto potentialenrollees
Enrolleematerials (Provider Directories, Member ID cards, gtc.)
Il nf ormation to be used on the MCOO&6s Websi't
Print media
Television and radio storyboards scripts and

o gk~ Wb

Enrolleeparticipation materials
Any changes to marketing materials must be submitted to BMS for approval

4.2 Enrollment

4.2.1 Process

The MCO will conduct continuous open erdroent during which the MCO muatcept

enrollees eligible for coverage under thSontractin the order in which they are enrolled without
regard to health status of tearolleeor any other factors. The MCO will accept individuals who
are eligible in the order in which they apply, without restriction urde$isorized by the

Regional Administrator (42 CFR 434.25) and up its enroliment limits as discussed Deéeow

2. Many commercial word processing software programs contain utilities for testing the readability of documents
produced using the program.

96



MCO must accept enrollees in the order in which they apply (i.e., the order in which their
enrollment information is transferred by the Department) up to the limits set by the Department.
The MCOmaynot attempt to discourage or delay enroliment of eligibéslidaidenrollees.

4.2.1.1 Pre-existing Conditions

The MCO must assume responsibility for all covered medical conditions of each enrollee
inclusive of preexisting conditions as of the effective date of enrollment in the plaanMCO

must have a processrfdetermining whiclenrollees may have prexisting, chronic, or

catastrophic illnesses, conducting outreach, and developing appropriate treatment plans for these
enrollees as described iArticle Ill, Section6.3.

4.2.1.2 Confinement to an Inpatient Care Facility at Time of Enrollment or Disenroliment

NotwithstandingArticle Ill, Section8.6, Responsibility for Inpatient Car,an enrolleeis
confined to an inpatierdare facility on the effectivdate for initial enrollment with the MCO,
coverage ofmpatient facilitychargegincluding charges at a transfer facility, if therolleeis
transferred during the stagr within the facility will be the responsibility oDHHR until the
enrolleeis dischargd. The MCO is responsible for ather covered services provided or
after the effective date & CO enrollmentincludingbut not limited to emergency
transportation, professional fees during the inpatient stay and outpatient care.

The MCO is responsible fall charges during th@patientnewbornstayif suchnewbornis
born to a mother who isairrent MCOenrolleeu nt i | t he newborndés di scha

4.2.1.3 Enrollment of Program Newborns

The MCO must have written policies and procedures for enrolling newborn childeenotites
retraactively effective to the time of birtffhese enrollment procedures must include transfer of
newborn information to botBHHR and must provide for processing completion witthinty

(30) calendadays of the date of birtiffhe MCO is responsible for all coverservices provided
underthis contracto the newborn childuring this timeThe childs date of birth wilbe

counted as day onBHHR will pay a full monttis capitation for all newborn¥he MCO will
receive capitabn payments for all subsequent months that the child remains enrolled with the
MCO. The MCO must inform the CPS worker of the birth of an infant to a child in Foster Care
within one(1) business day of learning of the birth.

4.2.1.4 Enroliment of Persons with Other Primary Coverage

For enrollees with other primary coverage, the MCO must assume responfabilitgdicaid
covered services that are not provided by the primary cariierMCO will defer utilization
managemendecisions tahe primary carrige except for those Medicagervices and benefits
that are carved out of the primary car@ebenefits package, which ale sole responsibility of
the MCO.

4.2.2 Assignment of Primary Care Provider

The MCO must inform each enrollee about the full panel of participating providers. To the extent
possible and appropriate, the MCO must offer each enrollee covered undaortractthe

opportunity to choose among participating providers at the time of enroliment. This does not
preclude the MCO from assigning a primary care provider to an enrollee who does not choose
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one. The MCO may assign an enrollee BGPwhen a enrolleefails to choose one after being
notified to do so. The MCO must set a period of time during which an enrollee may select a PCP,
not to exceedive (5) calendaidays after enrollment. Upon expiration of this time period, the

MCO must assign the enrollee to a PCRe assignment must be appropriate to the endsllee

age, sex, and residence.

The enrollee must be notified of this assignment and of the procedures for changing the
designated providem the event that RCPceases to be affiliated with the MCO, the W&
procedures must provide for notice to affected enrollees atedgt(30) calendadays before
the termination date and promptly assist enrollees in obtaining a new primary care provider.

4.2.3 Enrollment Limits

In accordance with 42 CFR38.206 DHHR may establish a maximum Medicaid enrollment

level for Medicaid beneficiaries for the MCO on a couspecific basis dependent DiHHRG
evaluation of the capacity of the M@Onetwork. Subsequent to the establishment of this limit,

if the MCO wishes t@hange its maximum enroliment level, it must galiHRGs approval. The

MCO must notifyDHHR forty-five (45) calendadays prior to the desired effective date of the
changeDHHR will issue its approval or disapprovaltimrty (30) calendadays, subject to

DHHRG timely receipt of all necessary information from the MCO to make the determination. If
the change is an increase, the MCO must demonstrate its capability to serve additional enrollees.
An increase will be effective the first of theonth aftetDHHR confirms additional capacity

exists

4.2.4 Disenrollments

The term Adi senr ol | mtaenptocesswiiehrdlletdavingthesvi€@ t o r ef e
Disenrollmentor children in foster carmay be initiated bpHHRor by t daegiverhi | do s
Disenrollment for childremand youtheligible and enrolled in the MCO through the SED waiver

may be initiated by DHHR andwilréseltindossiofSEDB s par en
wai ver services and the childds MCO enrol |l men

The MCOmust have written policies and procedures for transferring relevant patient
information, including medical records and other pertinent materials, when an enrollee is
disenrolled from the MCO and enrolledanMHT/WVHB MCO, acommerciahealth planor
Medicaid FFS

4.2.4.1 MCO-Initiated Disenrollment
Involuntary beneficiary disenroliment from the MCO may occur for the following reasons:

1. The beneficiar§s permanent residence changes to a location outside thésMCO
Medicaid service area

2. Continuousplacement in aursing facility, State institution or intermediate care facility
for the mentally retarded for more thiuirty (30) calendar days

3. Error in enrolimentThis may occur if the beneficiary was inaccurately classified as
eligible for enrolimenin an MCO, if the beneficiary does not meet the eligibility
requirements for eligibility groups permitted to enroll in an MCO, or after a request for
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exemption is approved if the beneficiavgs enrolledvhile their exemption request was
being considemt or

4. Beneficiary death.

The MCO may noinitiate disenrollment foanyenrolleeexcept as specified above; the MCO
may not terminate enrollment because of an adverse change in the étrahdéh status; the
enrolled@s utilization of medical services;rdinished mental capacity; or uncooperative or
disruptive behavior resulting from his or her special needs (except when his or her continued
enrollment in the MCO seriously impairs the er@tgbility to furnish services to either this or
other enrollees)T’he MCO may not request disenrollment because of an erig#idempt to
exercise his or her rights under the grievance systeemMCO must assui2HHR that
terminations are consistent with the reasons permitted under the cdDHbaR has

responsibiliy for promptly arranging for services for aegrolleewhose enrollment is

terminated for reasons other than loss of Medicaid eligibility.

In the case of continuous placement imuasingfacility, Stateinstitution, orintermediate care
facility for thementally retardedor more tharthirty (30) calendar days, the MCO must notify
DHHR within five (5) business days following the B8@ay of admissiorThe effectivedate of
the disenrollment wilbe no later than the first day of the second month aftentmh in which
the MCO requests terminatiowhen notifyingDHHR of its intent to disenrollraenrolleg the
MCO mustspecify the reason for the request in order to ad3Hi€R that the reason for the
request is consistent with the permissible reasorfegaein this contractDHHR will make the
final decision to approve or deny the requested Matiated disenrolimentf DHHR does not
act on the MC@s request for a disenrollment, the disenrollnmeitit be consideredsapproved.

4.2.4.2 Enrollee-Initiated Disenrollment

MCO enrolleeligible through adoption assistarmoay requestlisenrollmentand return to
Medicaid FFSat any time for any reasoBisenrollment willbe effective no later than the first
day of the second month after the month in which the enrollee requests disenrollment

For children in foster care and adoption assistance, Medicaid beneficiaries will have a choice of
one MCO or FFS in all 55 counti@sWest Virginia.

Children eligible through the SED waiver will be mandatorily enrolled in the specialized MCO
with concurrent 1115 expenditure authority and will not have the option to disenroll into FFS.

4.3 Enrollee Services Department

4.3.1 General Requirements

The MCO must maintainneEnrolleeServices Department to asssirolleein obtaining
Medicaidand SNSovered serviceg.he EnrolleeServices Departmenat the minimummust
be accessible durimggularbusiness hourst least fonine (9) hours a daynd through a toll
free phone numbefmhe EnrolleeServices Department must work with Medicaid enroll€4#3S
workers,Adoptive androster Care parentsarents and guardians of children with an Stid
providers to handle questions atwmplaints and to facilitate the provision of services.
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The MCO must ensure that ttadl-free enrolleeservices phone line meets the following
minimum SLAS:

1. Eighty-threepercent(83%)of calls are answered live within thirty (30) seconds during
operatinghours Time measured begins when #@olleeis placed in the call queue to
wait to speak t@nEnrolleeServices representativand

2. The call abandonment rate does not exémedpercent5%) of total calls for thenonth

The MCOmustbe required t@ubmit monthly reports outlining its performance against the
above referenced measures and submit an attestation to its accuracy.

4.4 Materials

4.4.1 Enrollee Information

The MCO must provide all paper and electronic informational matéusisg a font ge no
smaller thariwelve (L2) point) relating tothe Medicaid program in a manner and format
consistent with the requirements of 42 CFR § 438Th@.enrollee must be informed that the
information isavailable in paper form withut charge upon requestcamustbe provided with

the information witim five (5) business days. Electronic information must be placed on a
website that is prominent and readilgcessiblelt must be provided in an electronic form which
can be electronically retained and printEdrollee information provided by the MCO must be
readable at the'Bgrade level and easily understood, and available in the language(s) of the
major population groups served and, as needed, in alternative formats (i.e., Braille) for those who
are unabled see or read written materialdhie MCO must makauxiliary aids and serviceas
well asoral interpretation services available in all f&mglish languages to all enrollees and
potential enrollees free of chargene MCO must notify enrollees that omaterpretation

services are available for any language, that written information is available in prevalent
languages, and how to access those serw¢aten materials must include tagliniesthe
prevalent nofEnglish languages and large priimt a fort size no smaller thagighteen 18)

point) explaining the availability of written translation or oral interpretation and théréalland
TYY/TDY telephone number of the MCOBICOs must make its written material available in
the prevalent nofenglish languages in its service area, as identifieDHMR in accordance

with Article Ill, Section4.7.

4.4.2 Member ID Cards

The MCO musestablish a process by which member ID cardsbeaobtained via an electronic
portal and available by mail upon requédte card should not be overtly different in design
from the card issued to the M@Ocommercially enrolled enrolleeehe MCO must issue all
enrollees a permanent identificationatavithin five (5) businesslays of enrolimenthrough its
electronicportal The MCO may issue or(@) identification card for all covered benefé@zcept
for a dental benefit card, which may be issued separ&€ly information must be updatasi
soon ast becomes available. The MCO must issue a replacement card fnth({p) business
days ofan enrolleésrequestThe MCO is not required to issaasewcard iftheenrolleehas
beenpreviousy enrolled with the MCQand received a card within the paselve (12) months
unless a new card is requested.

The card must include at least the following information:
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1. Beneficiary name;

2. Stateassigned éneficiary Medicaid identification number;

3. MCO name;

4. Twentyfour (24)-hour telephone number for use in urgenémergent medical
situations;

5. Telephone number fanrolleeservices (if different);

6. PCPname and office telephone number;

7. TTY number;and

8. Thename of theICO program $pecialized Managed Care Plan for Children and

Y outh).

TheMCO mustwork with providers to educate that the MCO card is not necessary at the time of
visit and help to educate providers on using their enrollment portal or the WVMMIS portal to
confirm eligibility of theenrollee

4.4.3 Enrollee Handbook

The MCO must use the model enrollee handbook supplied by DHHR and inserspciiic
material as directed in the template. The MCO must use the definitions included in the model
handbook in enrollee communications.

The MCO must publish and keep currdsenrolleehandbook orthe MCO websiteWithin five
(5) business daysf official enroliment notification to the MCQhe MCO mushotify the new
or returningenrolle€s householaf the availability of theenrollee handboo¥ia:

1 electronic fornatavailade on theM C O avsbsite;
T email after obtaining the enroll e@mbdbs agree
1 auxiliary aids and services upon request at nofoognrollees with disabilities who

cannot access this information online

The MCO musprovide periodic updates to the enrollee handbook as needed explaining changes
to the MCO policiesMedicaid programor the foster carand adoption assistanpeogram

When there are program or service site changes, notification will be provided tfetted

enrollees at least fourte€¢b4) calendar daybeforeintended effective date of the changhe

MCO mustmaintain documentation verifying that therolleehandbook is reviewed at least

once a yeaiThe MCO musnotify its enrollees thaan updatd enrolleehandbooks availableat

least annually after initial enrollmerithe MCO musprovide a enrolleehandbook to enrollees
within five (5) business days upon request.

4.4.3.1 Enrollee Handbook Requirements

The handbook must include thdléaving information which musadhere to the standards set
forth in this contract:

1. Table of contents;
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2. The phone number which can be used for assistance in obtaining emergency care;

3. A description of all availabl€ontractservicesincluding amount, duratig scopeand
how to access those services (e.g., whether the enrollee cagfsetb the service or if a
referral or prior authorization is needed); and an explanation of any service limitations or
exclusions from coverage;

4. Adescriptionofanyrestici ons on the enroll eebs freedom
providers;

5. Thetoll-freephone number fathe enrolleeservices departmentiedical management,
and any other unit providing services directly to employees, along withiigis of
operation, and description of its function;

6. Complaints, mformal and formal grievance, appeal, and state fair hedeéfigitions and
procedures, including:
a. The right to file grievances and appeals;

b. Filing procedures, requirements, and timeframes for complaints, greevand
appeals, and state fair hearing;

c. The method of obtaining a hearing and the rules governing representation at a

hearing;
d. The right to request a State fair hearing after a determination has been made on an
enroll eedbs appeal nolleehi ch i s adverse to

e. The availability of assistance if filing grievances and appeals, th&dell
numbers available for filing a grievance or appeal by phone;

f. The opportunity to have benefits continue if the enrollee files an appeal or request
for a state fair hearing withiPHHR specified timeframes upon request; and

g. The requirement that enrollees may have to pay the cost of services received
while the appeaki pending, if the final decision is adverse to the enrollee;

7. How to report suspected fraudastedpr abuse;
8. Disenrollment policies;

9. How to obtain EPSDT services;

10.How to obtain SNS;

11.Information on family planning services, including a discussicenobllees Gght to
selfrefer to innetworkand outof-network Medicaidparticipating family planning
providers;

12l nf or mati on on the process of selecting an
provider;

13.Information concerning policies on advance dinezdi

14.Explanation of emergency care, after hours care, urgent care, routine carellecate,
the process and procedure for obtaining each; and a statement that it is appropriate for an
enrollee to use the 911 emergency telephone number for an emergaticgim
condition;
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15. Explanation of what constitutes an emergency medical condition and emergency services;
16. The fact that prior authorization is not required for emergency services;
17.The enrolleés right to use any hospital or other setting for emergency care;

18.Procedures for obtaining services covered under the MedtatePlan or the Title IV
State Plarand not covered by the MCO (e.grescription drugsionemergency medical
transportatioj

19.The extent to which and how to access fatabilization servies;

20.Limited MCO liability for services from neMCO providers, e.g., only emergency care
or referrals;

21. Information about choosing and changing PCPs;
22.Information about what to do when family composition changes;

23. Appointment procedures and access standadiisding travel time, scheduling standards
and the MC@s standard waiting time;

24. Guidance to seeking care when-otHarea services are required, including authorization
requirements and process;

25.How to oliain emergency transportation, Medicallgé¢ssaryransportation and nen
emergency transportatioh;

26.How to obtain maternity and sexually transmitted diseases services;

27.How to obtain behavioral healdnd SUDservices

28.How to obtain SED waiver servicasd choose an appropriate SED waiver proyider
29.How toobtain noremergency and emergency dental services;

30. Information on enrolleégights to access certified nurse midwife services and certified
pediatric or familyNP services;

31.Procedures for recommending changes in policies or services;
32.What to do in the & of outof-county and oubf-state moves:

33.What to do if theenrolleehas a workds compensation claim, pending personal injury or
medical malpractice law suit, or has been involved in an auto accident;

34.Information of contributions that enrollees cankeaégoward their own health, enrollee
responsibilities, appropriate and inappropriate behavior and any other information
deemed essential by the MCOtbe Department

35.Information on enrollee rights and responsibilities, as outlined in this contract;

B The MCO should contact the county BMS office to obtain information enédmwrollees can obtain nen
emergency transportation and Medically Necessary transportation.

4 The MCO should contact the county BMS office to obtain information on what enrollees need to do in the case
of outof-county and oubf-state moves.
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36. Any significant changes, as definedthg Departmento the information above, at least
thirty (30) calendardays before the effective date of the change and no later than the
actual effective date;

37.The MCGBs policies regarding the appropriate treatnoémhinors

38.The MCO musadvise enrollees at least annually of their right to request and obtain the
above information

39. Costsharing policies, including but not limited to exemptions for certain categories of
enrolleesand servicesand

40. Policies regardinghe wse of oral interpreters for minors andcase oemergency

The MCO must make modifications in teerolleehandbook language, if directed to do so, to
comply with the requirements as described above.

4.4.3.2 Availability of Enrollee Handbook
In addtion, the MCO must make the following information available to enrollees on request:
1. Information on the structure and operation of the MCO;
2. The procedures the MCO uses to control utilization of services and expenditures;

3. The number of grievances and agdpemnd their disposition in the aggregate, in a manner
and form specified bfpHHR and/or Department of Insurance; and

4. A summary description of the method of compensation for physicians.

Some of the above information may be included as inserts or attashiméime handbook.

4.4.4 Provider Directory

The provider directory must include theovidernames, locationwith street addressvebsite

URLs (as appropriatea nd t el ephone numbers of current con
service arealhe drectory must also include tm®n-English languagesffered(including but

not limited toAmerican Sign Languagé)y the providersr their interpretersvhether the

provider has completed cultural competence trainaetification ofproviders that are not

accepting new patientanyprovidergroup affiliations providerspecialties (as appropriate);

whether the provider has office accommodations for people with physical disabilities (including
offices, exam room(s), and equipmeantyl any restrictions otheenrolleds ability to select

from network providers. This information should include, at a minimum, information on primary

care physicians, specialistgneral pediatric dentistsehavioral health providerand hospitals.

The MCO must giveaffectedenrollees reasonable notice of any changes regarding providers.

The MCO must furnish a notice of any change in the names, locations, telephone numbers of

and norEnglish languages spoken by current contracted providers in theeeardlls s e,r vi ce
includingidentification of providers that are not accepting new patients, atthedgt(30)

calendadays before the intended effective date of the change.

The MCO must update thpaperprovider directoryat least monthly, and théeetronic provider
directory must be updated no later thiinty (30) calendar days after the MCO receives updated
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provider informationThe MCO must notify beneficiaries annually of their right to reqapdt
obtaina provider directoryThe MCO musprovide potential enrollees a copy of the provider
directory, upon requesthe MCO must publish and keep current its provider directorthe
MCO website. The MCO musgtrovide enrolleesa copy of itprovider directory, upon request
within five (5) bushess days.

The provider directory must also identify those providers that are renderers of SED waiver
services, either by separately identifying that classification of provider, or denoting existing
providers using a clearly defined symbol.

4.4.5 MCO Internet Website

The MCO must develop and maintaipublic website to provide general information about
We st Vi Sperialzed Ma@naged Care Plan for Children andtiprogram the provider
network, customer services, and the complaints and agpeaksdor enrollees, foster families,
adoptive familiesparents or guardians of children enrolled with an SED,

CPS workers, and providershe MCO must ensure thidte enrolleestheir families, and CPS
workershaveaccesstt he most current and accurate inforn
network provider participation.

The MCO is required to develop a secure portal with user specifio logdentials thatllow
role-basedappropriateaccess to confidentiathild-specificinformationby July 1, 2020. The
secure portamustinclude, but is not limited to:

1 Enrolleespecific information,
1 Service authorization statuses,
1 Enrolleemedical and SNS records (including assessments), and
1 Enrolleeeligibility information.
4.5 Education

4.5.1 New Enrollee Orientation

The MCO must have written policies and procedures for orienting new enrollees about the
following:

1. CoveredMedicaid and SN®enefits;
The role of the primary care provider and how to select a PCP;
How to make appointments cutilize services;

DN

What to do in an emergency or urgent medical situation and how to utilize services in
other circumstances;

How to access carvealt services in thEFSsystem;
How to register a complaint or file a grievance;
Enrolless fghts and respusibilities; and

© N o O

Contents of thenrolleehandbook.
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4.5.2 Health Education and Preventive Care

The MCO must provide a continuous program of general health education for disease and injury
prevention and identification without cost to the enroll&gh gorogram may include

publications (e.g., brochures, newsletters), media (e.qg., films, videotapes), presergagions (
seminars, lunctandlearn sessions) and classroom instruction

The MCO must provide programs of wellness education. Such programs may include stress
management, nutritional education, prenatal care, human development, care of newborn infants
and programs focused on the importance of physical activity in maintairattf.fdne MCO

must providgobacco cessation benefits pregnant womergnd childrerrespectivelyThe

MCO is not required to provide weight management services; the MCO may provide these
services as a valeedded service

Additional health education and preventive caregrams may be providedataddress the

social and physical consequences of frigh behaviorsExamples include programs on the

prevention of HIV/AIDS, unintended pregnancy, violer8e&D, tobacco use, sun exposiared

protective devices such as seatbelts, safety helmets, and safety glasses. These programs must be
conducted by qualified personnel. The MCO must also offer periodic screening programs that in
the opinion of the medical staff would effectively identifynditions indicative of a health

problem. The MCO must periodically remind and encourage their Medicaid enrollees to use
benefits including physical examinations that are available and des@pesevent illness. The

MCO mustkeep a record of all activés it has conducted to satisfy this requirement.

4.5.3 Health Screenings

The MCO may offer health screenings at community events, health awareness events, and in
wellness vano its enrollees and other members of the commuiittg MCO musinstruct each
enrollee that receives a screerctmtact his or her PCP if medical follewp is necessgrand
mustensureghateachenrollee receivea printed summary of the assessment information to take
to his or her PCPThe MCOis encouraged ttransmit a summaryféhe assessment information
directly toeachenrolle&s PCP.

4.5.4 Advance Directives

The MCO must comply with 42 CFR 422.128 relating to written policies and procedures
respecting advance directives, including the following:

1. Providing written informatio to enrollees concerning their rights under State law to
make decisions about their medical care, including accepting or refusing medical or
surgical treatment, and to formulate advance directives and concerning thes MCO
policies with respect to the imgshentation of such rights; this information should be
included in theenrolleehandbook;

2. Ensuring that written information reflects changes in State law as soon as possible, but no
later thaminety @0) calendaidays after the effective date of ttigange;

3. Documenting in thenrolle® medical record whether or not tearolleehas executed an
advance directive;

106



4. Not conditioning the provision of care or otherwise discriminating agamstiallee
based on whether tlenrolleehas executed an advartieective;

5. Ensuring compliance with requirements of state law respecting advance directives;

6. Providing education for staff and the community on issues concerning advance
directives; and

7. Informing enrollees that complaints concerning noncompliance wethdirance
directive requirements may be filed with the Department survey and certification office.

For further information regarding advance directives, refer to 42 U.S.C. Section(t396a

4.6 Enrollee Rights
4.6.1 Written Policies on Enrollee Rights

TheMCO must have written policies with respect to the enrollee rights specified.d¢lew

MCO must comply with any applicable Federal and State laws that pertain to enrolle€Thights.
MCO must articulate enrolle@ésghts, promote the exercise of thosghts,andensure that its
staff and affiliated providengrotect andake the rights into account when furnishing services to
enrolleesThe MCO must ensure that these rights are communicated to enrollees annually
following initial enrollment; and to the ®IOG staff and affiliated providers, at the time of initial
employment or affiliation and annually thereafter. The MCO must also monitor and promote
compliance with the policies by the M@Ostaff and affiliated providers through analysis of
complaints ogrievances, requests to change providers, enrollee satisfaction surveys, and other
sources of enrollee inpuhe MCO shall provide a copy of the Notice of Action to enrollees to
help better understand the differences between complaints, grievancess, appkstate fair
hearings.

4.6.2 Specification of Rights
Each enrollee has a right:
1 To receive information in accordance with the standards set forth in this contract;
To be treated with respect and due consideration of his or her dignity and privacy;
To accessible services;

To choose providers from among those affiliated with the MCO;

= =2 =4 A

To participate in decisiemaking regarding his or her health care, including the
right to refuse treatment;

1 To receive information on available treatment optionalt@rnative courses of
care, presented in a manner appropriate to the erfimtieadition and ability to
understand;

1 To request and receive his or her medical records, and to request that they be
amended or corrected, for which the MCO will take actioa timely manner of
no later tharthirty (30) calendadays from receipt of a request for records, and no
later tharsixty (60) calendadays from the receipt of a request for amendments,
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in accordance with the privacy rule as set forth in 45 CFR part82464nd
164.526, upon their effective dates, to the extent they apply;

1 To obtain a prompt resolution of issues raised by the enrollee, including
complaints grievancesor appealsind issues relating to authorization, coverage,
or payment of services;

To offer suggestions for changes in policies and procedures;

1 To be free from any form of restraint or seclusion used as a means of coercion,
discipline, convenience, or retaliation, as specified in other Federal regulations on
the use of restraints and Beston; and

M To be furnished health care services as set forth in this contract

4621MC0O6s Policies and Procedures to Protect Enrol
MCOs must have policies and procedures to protect and promote these rights, as follows:

1. Enrollee privacy
The MQO must implement procedures to ensure the confidentiality of medical records
and any other health and enrollment information that identifies a particular enrollee in
accordance with Article 11, Sectidh8.

2. Accessible services
The MCO must ensure that akrvices, both clinical and naninical, are accessible to
all enrolleesincluding those with limited English proficiency or reading skills, with
diverse cultural and ethnic backgrounds, the homedeskindividuals with physical and
mental disabilitis. The MCO must also ensure that enrollees have the right to access
emergency health care services, consistent with the erisotletermination of the need
for such services as a prudent layperson, andgpalilization services.

3. Provider choice
The MCOmust allow each enrollee to select his orl€Pfrom among those accepting
new Medicaid enrollees in accordance with Article 111, Secti¢h

Each enrollee referred to a specific provider for any service other than primary care must
have an opportunity to refuse care from the designated provider and to select a different
affiliated provider.

4. Provider-enrollee communications
The MCO may not prahit or restrict a health care professional acting within the lawful
scope of practice, from advising or advocating on behalf of an enrollee who is his or her
patient for the following:

1 The enrolleé health status, medical care or treatment options dimgwany
alternative treatment that may be sadiministered,;

1 Any information the enrollee needs for deciding among all relevant treatment
options; or

1 The risks, benefits and consequences of treatment or nontreatment.
5. Participation in decision-making
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TheMCO must permit the enrolléauthorizedoarent orauthorizedepresentative to
facilitate care or treatment decisions whenghmlleeis unable to do sdMCOs must
provide for enrollee oauthorizedepresentative involvement in decisions to withhold
resuscitative services, or to forgo or withdraw-Bigstaining treatment, and comply with
requirements of Federal and State law with respect to advance @isethis includes:

1 Providing written information to clients concerning their rights under &taté¢o
accept or refuse medical or surgical treatment and to formulate advance directives
and concerning the MG® policies with respect to the implementation of such
rights (this information should be included in #reolleehandbook);

1 Documenting in th enrolleé medical record whether or not the enrollee has
executed an advanced directive;

1 Not conditioning the provision of care or otherwise discriminating agamst
enrollee based on whether the enrollee has executed an advance directive;

1 Ensuringcompliance with requirements of state law respecting advance
directives; and

1 Providing education for staff and the community on issues concerning advance
directives.

The MCO may not prohibit or restrict a health care professional acting within the laopd of
practice, from advising or advocating on behalf of an enrollee who is his or her patient for the
enrolleés right to participate in decisions regarding his or her health care, including the right to
refuse treatment, and to express preferenced &ltove decisions.

4.7 Enabling Services

The MCO must ensure that all services, both clinical anechinital, are accessible to all
enrollees, including those with limited English proficiency or reading skills, with diverse cultural
and ethnic backgroas, the homeless, and individuals with physical and mental disabilities
MCO must also monitor and promote compliance with these policies through analysis of
complaints or grievancesd appealgequests to change providezgyolleesatisfaction sureys,

and other sources ehrolleeinput.

4.7.1 Communication Barriers

The MCOis required to provide oral interpretive services for languages onaeeake basis.
These requiremenextend to both ikperson and telephone communications to ensure that
errollees are able to communicate with the MCO and providers and receive coverage. benefits
Ord interpretative services mulsé provided free of charge to enreeand potential enrollees

and musbe available for all noienglish languages. The MCO muss@provide audiotapes for
the illiterate upon request.

DHHR will periodically review the degree to which there are any prevalent language or
languages spoken by Medicaid beneficiaries in West Virginia (cultural groups that represent at
leastfive percent(5%) of the Medicaid population). Withininety ©0) calendardays of

notification fromDHHR, the MCOwill make written materials available in prevalent-non
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English languages in its service areisthe current time, there is no data to indicate that West
Virginia has any Medicaid populations that meet this definition

The MCO mushotify enrollees and potential enrollees of the availability of oral interpretation
services for any language and written materials in prevalerREnghsh language§he MCO
mustalso notify enrollees and potential enrollees of how to access such services.

4.7.2 Sensory Impairments

The MCO must develop appropriate methods for communicating with its visaatlyhearing
impaired enrollees and accommodating the physically didabhe MCO must have
telecommunication device for the deaf (TDD) services availd@®O enrollees must be offered
standard materials, suchawolleehandbooks, in alternative formats (i.e., large print, Braille,
cassette and diskette for participantwvgensory impairments).

4.7.3 Cultural Competency

The MCO mustencourage and foster cultural competency among its provideitsirally
appropriate care is care given by a provider who can relate to the enrollee and provide care with
sensitivity,understanding, and respect for enrdiesulture and background.

4.7.4 Disabled Access

The MCO must comply with the Americans with Disabilities Act (ADA); the ABA
requirements apply to both the MCO and its providers.

All facilities are readily acces$ghto, and usable hyndividuals with disabilities, and auxiliary
aids and services are provided to ensure effective communication, in compliance with Title III of
the ADA.

4.8 Grievances and Appeals

The MCO5s grievanceind appealprocedures must be undendable and accessibldegally
responsibleenrolleesadoptive parentgarents of childreenrolled through th€EDwaiver, and
CPSworkers on behalf of thenrollees and must comply with federal requirements and must be
approved in writing by th®epartment (42 CFR 434.32)heMCO may have only onél) level

of appeal for enrollees.

4.8.1 Resolution of Enrollee Issues

Enrolleesor theirauthorizedepresentativenayfile a grievanceegarding any aspect of service
delivery provided or paid fdsy the MCOat any timeThe enrollee may file an appeal to seek a
review of an adverdeenefit determinatioteken by theviCO as defined ift2 CFR 438.400(b).
The MCO mussubmit to the Department a quarterly report summarizing each grievance and
appeal hadled during the quarter and a quarterly report summarizing all grievances

1. MCO Requirements

The MCO must establish internal grievance and appeal procedures (informal and formal
steps) that permit an eligible enrollee, or a provider on behalf of allenito challenge
the denials of coverage of medical assistance or denials of payment for medical
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assistancandfor the enrollee toeceive ontinuation of benefits while the MCO appeal
and the State fair hearing are pendasgoutlined in this section

a. The MCO musestablish and maintain a grievance and appeal procedure, which
has been approved by the State, to provide adequate and reasonable procedures
for the expeditious resolution of grievances initiated by enrollees or their
providers concerning anyatter relating to any provision of the M@health
maintenance contracts, including, but not limited to, claims regarding the scope of
coverage for health care services; denials, reductiwesncellation®f enrollee
coverage; failure to providgervices in a timely manner, observance of an
enrolleés rights as a patient; and the quality of the health care services rendered.

b. A detailed description of the MG@® enrollee grieance and appeal procedure
including the enr olinuaien®fdendfits whilghea MCOt o r e q
appeal and the State fair hearing are pendingtbe included in thenrollee
handbook provided to enrollees. This procednustbe administered at no cost
to the enrollee.

c. As part of MCs enrollee grievance and apppeocedure, the MC@ust

i. Make available both informal and formal steps to resolve the grievance;
i. Designate at least one grievance coordinator;
ii.  Permit that both grievances and appeals can be filed orally or in writing;

iv.  Provide reasonable assistance impteting the procedure, including but
not limited to completing formsuxiliary aids and serviceand tolHree
phone numbergith adequate TYY/TDD and interpreter capabibiy
specified by the MCO;

v.  Acknowledge receipt of grievances and appeals;

vi. Involve some person with problem solving authority at each level of the
grievance procedure;

vii. Ensure that individuaJr their subordinateseviewing and making
decisions on grievances and appeals were not previously involved in
decisions related to the grievance or appeal under review;

viii. Ensure that individuals reviewing and making decisions on grievances and
appeals take into account all corants, documents, records, and other
information submitted by the enrollee or their representative without
regard to whether the information was submitted or considered in the
initial adverse benefit determinatip

ix.  Ensure that individuals reviewing medigarelated grievances or denials
of expedited resolution of an appeal have appropriate clinical expertise, as
determined by the State in treating the enr@@endition or disease;

x.  Process and provide notice to affected parties regarding the enrollee
grievance in a reasonable length of time not to exdaety (30) calendar
days from the day the MCO receives the grievance, unless the enrollee
requests an extension or the MCO shows that a delay is necessary and in
the interest of the enrollee;
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xi.  Ensure that standard resolution and ndiicea grievanc@ccurs with the
timeframes established IBHHR and that such timeframes may be
extended up téourteen (4) calendadays upon the request of the
enrollee or if the MCO shows that additional infation is necessary and
that the delay is in the interest of the enrollee; and

xii. Ensure that if the timeframe for resolving a grievance is extended for any
reason other than an enrollee request, the M@Gtgive the enrollee
written notice of the reason ftre delayand inform the enrollee of the
right to file a grievance if he or she disagrees with the decision

2. In addition to theprovisions stated abowe Subsectioric, the MCOs procedures with
respect to appeals and grievancesstprovide that:

a. An addressnustbe included for written appeals and formal grievances;

b. A provider may file an appeal on the enroffebehalf with the enrollée written
consent;

c. No punitive actiormaybe taken against a provider who files an appeal on behalf
of an enrdee or supports the enroli@eappeal;

d. If an expedited appeal or review of a grievance is not requested, written and
signed appealand formal grievances must be filed following an oral appeal or
formal grievance;

e. Enrollees must be provided with apportunity to present in writing or orally,
evidence and allegations of fact or law; the opportunity to examine his case file
free of chage, including medical records, before and during the appeal or
grievance as well as other documents considered dilnengppeal. Parties to the
appealmustinclude the enrollee, his representative, or legal representative of a
deceased enrolléeestateand the MCO must inform the enrollee of the limited
time available sufficiently in advance of the resolution time&dar appeals

f. The time limit for the enrolleer his representativi® file an appeal isixty (60)
calendadays from the date on the noticeanlverse benefit determination

g. Provide that oral inquiries seeking to appeal an adwmsefit determinatioare
treated as appeals (to establishahdiestpossible filing date), and must be
confirmed in writing mless the enrollee or provider requests expedited resolution;

h. The MCOmustoffer to meet with the enrolles his representativéuring the
grievanceprocess;

i. TheMCO mustmaintain an accurate record of each appeal and grievance
containing a general description of the reason for the appeal or grietraace;
name of the covered person for whom the appeal or grievance wasidatite
received; the ate of each review or review meeting; the resolution at each level
of the appeal or grievance, if applicable; the date of resolution at each level, if
applicable; and the record must be maintained in a manner accessible to the State
and available to CM8r ACF upon requedr no less than ten (10) yea@®opies
of the grievances and the responses thenetgstbe available to the public for
inspection foffive (5) years;
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j. The MCOmustprocess and provide notice to affected parties regarding the
appeal in a reasonable length of time not to extaey (30) calendardays from
the day the MCO receives the appeal, unless the enrollee requests an extension or
the MCO shows that a delaynscessary and in the interest of the enrpllee

k. The MCO must process and provide not¢hte affected parties regarding a
grievance in a reasonable length of time not to extedg (30) calendar days
from the day the MCO receives the grievance, urntlesenrollee requests an
extension or the MCO shows that a delay is necessary andimdfest of the
enrollee;

|.  Standard resolution and notice of appeals must occur with the timeframes
established b{pHHR and may be extended upfturteen {4) calendadays
upon the request of the enrollee or if the MCO shows that additional information
is necessary and that the delay is in the interest of the enrollee

m. If the timeframe for resolving an appeal is extended for any reason other than an
enrollee rguest, the MCQOnustgive the enrollegvritten notice of the reason for
the delaywithin two (2) calendar dayand make reasonable efforts to give the
enrollee prompt oral notice of the deldjne MCO mustesolve the appeal as
expeditiously astheenrolées heal t h condition requires
the extension expires. The MCO mugbrm the enrolle@r his representativef
the right to file a grievance if he or she disagrees with that decésion;

n. MCOs must provide written notice of the disposition of appeals whilth
include: the result, the date of the resolution, the right and procedure to request a
state fair hearing, the right to receive continuation benefits while the hearing is
pending, howo make the request for continuation benefits, and potential enrollee
liability for the cost of continuation benefits if the state fair hearing upholds the
MCOs decision.

3. The MCO must establish and maintain a process for the review and resolution of requests
for an expedited appeals process regarding any denial, termination, or reduction of
Medicaidor SNScoveredserviceswhich could seriously jeopardize the enrdiiekalth
and weltbeing This includes a appeakegarding any service related toenrolle€s
formal treatment plan as developed by the MCO and FB®MCO must report these
appealso DHHR immediately, andHHR will then deternme the timeline for resolving
theappealsThe expedited process for appeaalsstmeet the requirements of
Subsectionsne(1) andtwo (2) above and alsmustprovide that:

a. Expedited review of appeals is available upon request of the entulee
representativegr provider if the MCO determines that the timeframe for a
standard resolution could seriously jeopardize the enésllde or health or
ability to attain, maintain or regain maximum ftino;

b. If arequest for an expedited appeal in ddntke MCO must transfer the appeal
to the standard resolution timeframe and make reasonable effort, as defined by
DHHR, to provide prompt oral notice to the enroltgéhis representatiye
followed up wit written notice within twd2) calendar daysandresolve the
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appeal as expeditiously as the enroll ee
than the date the extension expjres

c. The MCOmustinform the enrolle®r his representativef the limited time
available to present in writing or orally, evidence and allegations of fact or law;

d. Resolution and notice for an expedited appeal must occur within the shorter of
seventytwo (72) hoursafter the MCO receives the appekte seventytwo (72)
hourtimeframe may be extended by ugaarteen {4) calendadays upon the
enrolleés request or if the MCO shows that additional information is required and
that the delay is in the interest of therollee;

e. The MCOmustmake reasonable effort pyovide oral notice of disposition of an
expedited appeagind

f. If the timeframe for resolving an expedited appeal is extended for any reason
other than an enrollee request, the M@Q0stgive the enrollee written notice of
the reason for the delay.

g. Intheevent thathe MCO fails to adhere to notice and timing requirements, the
enroll ee is deemed to have exhausted th
may initiate a state fair hearing.

4. Review of Appeal Decisions

None of the foregoing procedures grales the right of enrollees to request a fair hearing

before the Department of Health and Human Resources as part of an érglado

fair hearing related to applications for eligibility and decisions to suspend, terminate, or

reduce services asexpfied in 42 CFR 431.220 and 42 CFR 438.400. The MGt

implement any decision made by the Department pursuant to such a review. Enrollees

must exhaust all MCO grievance and appeals proceduackseceive notice that the

MCO is upholding the adverse ledit determinatiorprior to requesting a state fair

hearing The enrolleer his representativ@ust request a state fair hearing no later than

one hundred twentyigQc al endar days from the date of t

5. Notice ofAdverse Baefit Determination

The notice ofadverse benefit determinatiomust be in writing and must meet the
readability requirements dfrticle 111, Section4.4 of this contractDHHR will provide a
model enrollee notice that the MCO is required to use.

a. Thenotice must include the following information:

i. Theadverse benefit determinatitaken or intended to be taken by the
MCO;

ii.  The reasons for the actiancluding the right of the enrollee to be
provided upon request and free of charge, reasonable aceggsdopies
of all documents, records, and other informatiore | evant t o t he e
adverse benefit determination. This information includes medically
necessity criteria, and any processes, strategies, or evidentiary standards
used in setting coveragmits;
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Vi.
Vil.

The right of tle enrolleehis representativer his provider to appeal the
adverse benefit determinatitmthe MCO;

The enrolleés right to request a state fair hearimgluding information
on exhausting the MCOO6s one | evel

Theprocedures for filing an appeal and state fair hearing;
Circumstances and procedures for requesting an expedited resolution; and

The enrolleés right to and policies and procedures regarding the
continuation of benefits while the resolution of the enréiegpeal is
pending.

b. The notice ofadverse benefit determinatiomust be mailed:

For termination, suspension or reduction of previously authorized
Medicaid-covered services, at ledsh(10) calendaidays before the date
of theadverse benefdetermination

No later than the date aflverse benefit determinatidn

o The MCO has evidence of the enrofi®death or that the enrollee no
longer wishes services, has provided information that requires
termination or reduction of services and underdsahe result of
providing such information; has been admitted to an institution and is
therefore no longegligible under the plan; has been accepted for
Medicaid services in another State, territorfCommonwealth;

o The enrolleé whereabouts ateknown, and the post office returns
the enrolleé mail indicating no forwarding address;

The enrolleé physician has changed the level of gaescribed;

The notice involved an adverse determination made with regard to the
preadmission screening requiremefiotsNF admissions on or after
January 1, 1989;

o The safety or hedth of individuals in the facility would be endangered,
the resider@s health improves sufficiently to allow a more immediate
transfer or discharge, an immediate transfer or discharggusred by
the resider@s urgent medical needs, or a resident lragesided in the
nursing facility forthirty (30) calendadays (applies only to adverse
benefit determinationfor NF transfers); or

o The date ofdverse benefit determinatianll occurin less tharien
(10) calendadays in accordance with 42 CFR 438.12.

Foradverse benefit determinatiodse to probable fraud by the enrollee,
no later thariive (5) calendaidays in advance of the action;

For denial of payment, at the time of aagverse benefit determination
affecting the claim;

Within fourteen {4) calendar days of the request for services when
services under a standard service authorization decision are being denied
or limited;
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vi. If the MCO extends the period for making standard authorization
decisions in accordance with this contract, and must inform the enrollee of
his right to file a grievance regarding the decision;

vii. On the date the timeframes specified in @@ntractexpires if those
timeframes are not meand

viii. Within seventytwo (72) hoursafter the receipt of a request for an
expedited authorization

c. Information for Providers

The MCOmustprovide all providers an8ubcontractors upon entering into a
Contractwith the Pan, the same information pertainitogthe Plaids grievance,

appeal and fair hearing procedures as was provided to enrollees as described in this
section of thisontract.

6. State Fair Hearing

The state fair hearing processl be the responsibility of thBepartment as delegated to
the West Virginia Board of Reviet?. The MCO is responsible for cooperating with the
State in the fair hearings process and is considered a party to state fair hédhiegs
parties to the State fanearing include thBepartmentthe enrollee and his or her
representative or the representativof a deceaséeldeME@y ol | ee b s
responsibilities include, but are not limited to the following requirementsiding any
required documentatioparticipating in required meetings, and abiding by the
Departmernts final decisionsincluding decision to settle a case with the enrolibe

MCO mustalso provide enrollees with information about the right to request a state fair
hearing as set fortim this contractPursuant tahe West VirginilCommon Chapter
8710.24, theéState shall make a final decision witmimety @0) calendaidays of the

request for a hearing.

7. Continuation of Benefits

The MCO must continuthe enrolleds benefits while aappeal or state fair hearing are
pending when:

1 The enrollee or the provider files the appeal timely (timely filingmsean or
before the later of withithirteen(13) calendadays of the MCO mailing of the
notice ofadverse benefit determination the ntended effective date of the
MCOG propose@ddverse benefit determinatipn

1 The enrollee or provider is appealing a decision to terminate, suspend, or reduce a
previously authorized course of treatment;

The services were ordered by an authorized provider;

1 The original period covered by the original authorization has not expired; and

15 State fair hearing process is condudigdhe West Virginia DHHR Board of Revieiw accordance with the WV
Common Chapter §710, Subpart A, Hearings for Applicants and Recipients of Public Assistance
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1 The enrollee requests extension of benefits.
Benefitsmustbe continued or reinstated until:
1 The enrollee withdraws the app@alrequest for a state fair hearing

1 The enrolledails to requesa fair hearing and continuation of benefitishin
thirteen (13)calendadays after the MCO mails the notice of resolution of the
appeabf an adverse benefit determinatiagainst the enrollee;

T or

1 A state fair hearing office issues aahi@g decision adverse to the enrollee.

If the resolution of the appeal or state fair hearing reverses the decision of the MCO to deny,
limit, or delay services that were not furnished, the M@8@tauthorize or provide the disputed
services promptly or as expeditiously as the enr@lbealth condition requireBut no later than
seventytwo (72) hours from the date it receives notice reversing the determinHttbe

resolution of the appeal state fair hearing reverses the decision of the MCO to deny
authorization of services, and the enrollee received the disputed services while the appeal was
pending, the MCO must pay for those services in accordanc®WittR policy and regulations.
However if the final resolution of the appeal or state fair hearing is adverse to the enrollee, the
MCO may recover the cost of services furnished to the enrollee while the appeal and state fair
hearing were pendingp the extent that they were furnished soletgause of the requirements

of this section

The MCO must resolve at leashety-eight percenf98%) of enrolleeappeals withirthirty (30)

calendar days from the date the appeal is filed with the M@@sghe enrollee requests an

extension or the MCBhows that a delay is necessary and in the interest of the enrollee
4.9 Cost-Sharing Obligations

The MCO, through the MCOOG6s providers, must i m
amounts that are determined by the Department in accordance wiglgjtivrements specified in
theMedicaidState Plan and the requirements set forth in 42 CFR 88444%&(82.

The MCO must reduce payments to the network providers by the amountkofdiie® sopay,
regardless of whether the provider successtidliects the copaft he MCO, or t he MCC(
providers, may not routinely waive required copays.

The MCO must have a process to tracluarterlyhousehold maximum for the cestaring
obligationsbased on the n r o IFédera Boderty Levé€FPL).

4.9.1 Services and Enrollees Exempt from Cost-Sharing Obligations

The MCOandthtfCOb6s providers may not chenrolgsorcopays
on the followingsewices

1 Family planning services;
1 Emergency services;

1 BehavioralHealth services;
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Enrollees under agewenty-one @1);

Pregnant women (including tisexty (60) day postpartum period following the
end of pregnancy);

American Indians and Alaska Natives;
Enrollees receiving hospice care;
Enrolleesn nursing lomes

Any additionalenrollees or services excluded under the State Plan authority; and

= =4 A4 -4 -

Enrolleeswho have met thelnousehold maximurtimit for the costsharing
obligationsper calendaquarter

4.9.2 Services and Enrollees Subject to Cost-Sharing Obligations

The MCO and the MCOGO6s providers mustorcharge
enrollees:

Inpatient and outpatient services;
Physicianoffice visits, includingout not limited tgoffice visits toan NP;

= =4 =

Non-emergency use of an emergency departnzs;
1 Any otherenrollees identified by the MCOs that are not specifically exempt.

All enrolleesligible for services under Phase One are exempt fronrsbasing requirements.

4.9.3 Cost-Sharing Obligations When Medicaid is Secondary Payer

Enrolleeswho have primary insurance other than Medicaid are exempt from Medicaid cost
sharing obligations. When a third party has magayment for a covered service and the MCO

is the secondary payer, the Medicaid allowed amowtbe calculated as the differan

between the paid amount and the Medieldwed amount compared to the sum of the co
insurance, copayment, and deductible amounts. The MCO is responsible for paying the lesser of
either the difference amount or the summed amount.

4.10 Value-Added Services

The MCO may propose tdfer Value AddedServices. If offered, the MCO will not receive
additional compensation for the VatdeldedServicesfrom the DepartmeniThe MCOmay
report the costs of Valu&ddedServices as allowable medical or administratcostsor the
purposes of Medical Loss Ra{BILR) calculation The cost of Valué&ddedServices isnot
included in theMCO capitatiorrates. The Valué&\ddedServices are not included in the
Medicaidbenefit package.

Value-AddedServicesmust besubmitted an@pproved i the Departmera s part of t he
initial readiness review during implementation dm@nnually The MCO will submit the
proposed Valuédded Services to the Departmemt thefollowing schedule:

1 By Octoberl® of each calendayear for the January*publishing date; and
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1 By April 15 of each calendar year ftre July I publishing date.

For each ValuéAddedService proposed, thdCO must
1 Define and describe the VakdeldedService;
1 Specify the applicable service areas for the proposed \aldedService;

1 Identify the categorygroupor managed care prograshenrolleesligible to
receive the proposed VahdaeldedService if it is a type of service that is not
appropriate for alenollees

1 Note any limitations or restrictions that apply to the VahaeledService; and

Describe if, and how, the MCO will identify the ValdeldedService in the
encounter data.

Since ValueAddedServices are not Medicaitbveredservicesor requiredSNS there is no
appealbr fair hearing rights for enrolleeregarding these services. A denial af@ueAdded
Service will not be considered an advebsmefit determinationThe MCOmust notify a
enrolleeif a ValueAddedService is not approvedNo-copays may be imposed fitreValue
AddedServices.

5. MEDICAID ADMINISTRATOR/CONTRACT LIAISON FUNCTIONS

The MCO must employ a West Virginia Medicaid Administr&@antractLiaison TheMCOG&
Medicaid Administratqis) mayalso fulfill the duties of th€ontractliaison, as outlined in

Article 11, Section 5.9 of th€ontract. The Medicaid Administrat¢s) must be responsible for
making recommendations to management on any changes needed to improve either the actual
care provided or the manner in which tae is delivered

The perso(s) must be imaposition within the MCO that providehe authority needed to carry

out these tasks and must be authorized and empowered to make and resolve omsrdtional
policy decisionswithin two (2) business dayand financial decisions pertaining to claims

payment issues within fivgb) business dayg he perso(s) must demonstrate substantial
experience in health care, experience working withilswemeand foster carpopulations and
cultural sensitivity The gersor{s) serving as Medicaid Administrai{@) mustbe dedicated full

time to this functionThe Administratofs) need not be located feime in West Virginia, but

must be accessible through an 800 number and must be available in West Virginia as féquired
the Administratofs) areout of the office, there must badasigneavailable who can respond to

the Administratogs duties within the required timefraniéhe Administrato(s) will:

1. Investigate and resolve access and cultural sensitivity issuesiéteby MCO staff,
State staff, providers, advocate organizations and beneficiaries;

2. Monitor MCO formal and informal grievances with the grievance personnel to look at
trends or major areas of concern and discuss these reports with community advocates, if
requested,;

3. Coordinate witHocal Departmerg of Health and Human Resour¢gsshools, community
agencies, local health departments, state health laboratories and state agencies providing
complementary services to Medicaid enrollees;
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4. Recommend policy and geedural changes to MCO management including those needed
to ensure and improve enrollee access to care and quality of care; changes can be
recommended for both internal administrative policies and providers;

5. Function as a primary contact for beneficiadyacacy groups and work with these
groups to identify and correct beneficiary access barriers;

6. Connect with local community organizations to acquire knowledge and insight regarding
the special health care needs of beneficiaries;

7. Analyze systems functionBrough meetings with staff;

8. Organize and provide training and educational materials for MCO staff and providers to
enhance their understanding of the values and practices of all cultures with which the
MCOs interact;

9. Provide input to MCO management on hprmevider changes will affect enrollee access
and quality/continuity of care; develop/coordinate plans to minimize any potential
problems;

10.Review all informing material to be distributed to enrollees; and
11. Assist enrollees and authorizexpresentatives tdotain medical records.

6. HEALTH CARE MANAGEMENT
6.1 Second Opinions

The MCO must provide for a second opinion from a qualified health care professional within the
network, or arrange for the enrollee to obtain a second opinion outside the networgosit too
the enrollee

6.2 Out-of-Network Services

The MCO must coveout-of-networkserviceghat are otherwiseovered under th€ontractfor

the enrollee if thél C O detwork is unable to provide such servicBse MCOmustensure that
the cost to thenrollee is no greater than it would be if the services were furnished within the
network Services must be coveradadequatly and timelyas if suchservices were provided
within thenetwork and for as long as the MCO is unable to provide tientheextent

possible, the MCnustencourag®ut-of-networkproviders to coordinate with the MCO with
respect to payment.

6.3 Continuity and Coordination of Care

The MCO must ensure continuity and coordination of care through use of an individual or entity
tha is formally designated as having primary responsibility for coordinating all sefoictse
enrollee under this contrache MCO must provide the enrollee his representativweith

information on how to contact the designated individual or eftitg. MCO must have a

procedure to coordinate the services that the MCO provides to the enrollemystrvices

provided by otheentitiesand to promote case managemdihie MCO must also have

procedures for timely communication of clinieadd other pentientinformation among

providers Regardless of the mechanism adopted for coordination of services, the MCO must
ensure that each enrollee has an ongoing source of primary care.
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The MCO must have programs for coordination of care that include coordination of services with
community andthersocial services generally available through contracting ofcooiracting
providers in the area served by the MA@e MCO should also ensuthat enrollees are

informed of specific health care needs that require felipwreceive, as appropriate, training in
self-care and other measures they may take to promote their own health; and comply with
prescribed treatments or regimens.

In the insance whereraenrolleetransfers enrollment taMHT/WVHB MCO or FFS the MCO
is required to provide transition of cagknical informationto the MHTTWVHB MCO or to the
Departmento promote continuity of car@&he MCO must share with the State or otki&Os
serving the enrollee

6.3.1 Coordination of Care

The MCO must have systems in place to ensuremwaiiaged patient care, including at a
minimum:

1. Management and integration of health care through primary care provider, or other
means;

2. Systems to assarreferrals for Medically Bcessary specialty, secondary and tertiary
care;

3. Systems to assure provision of care in emergency situations, including an education
process to help assure tlegirolleesknow where and how to obtain Medicallyebessary
care in energency situations;

4. A system by which enrollees may obtain a covered service or services that the MCO does
not provide or for which the MCO does not arrange because it would violate a religious
or moral teaching of the religious institution or organizatly which the MCO is
owned, controlled, sponsored or affiliated;

5. Coordination and provision of EPSDT services as defined in Article 1ll, Sez@pand

6. Policies and procedures that ensure the completeness of the case management record to
include all results of referrals, consultations, inpatient records, and outpatient records.

7. Procedures to shaneith the State or other MCOs serving the enrgliee results of any
identification and assessment of that enro
activities.

The MCO must provide coordination services to assist enrollees in arranging, coordinating and
monitoring all medicalbehavioral, socially necessaaynd support services. Each PCP is to act
as the coordination of care manager for his/herpdtis 6 over al | car e.

The MCO must also designate an individual or erntityerve as a care managerdarollees

with ongoing medical conditorand s peci al heal th needs. Respon
designee include assessing enrolleesd condit.i
and/or monitor the conditions, developing treatment plans appropriate for those enrollees

determined to neka course of treatment or regular care monitoring, coordindspgital
admission/discharge planniagdpostdischarge care and continued services (e.g.,
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rehabilitation) providing assistance to enrollees in obtaining behavioral health, SNS, and other
community services, and providing assistance in the coordination of behavioral health, physical
health and all other services

The MCOmustassist any Medicaidnrolleeseeking information about workforce opportunities.
The MCOmustrefer inquiries to a laa workforce office for additional assistance in establishing
employment. If theenrolleeidentifies a behavioral health or medical need that is preventing the
individual from establishing employment, the M@@istmake all reasonable effort to enroll the
enrolleein care management and work with #reolleeto establish a care plan to help address
these barriers.

As part of discharge planning, the M@@stmake all reasonable effort to engage ansollee
exiting a drug rehabilitation program to determivieether employment assistance is needed. If
so, the MCQOmustcoordinate a referral to a local workforce agency and facilitate linkages to
other related community supports available.

The MCOO6s notice to an enr ol | dmit oadisdohtoue pr ovi d
authorization of, or payment for, a service must specify the criteria used in denying or limiting
authorization and include information on how to request reconsideration of the decision pursuant

to the procedures. The notice to theadlee must be in writing.

6.3.2 Coordination of Care with Other Entities
6.3.2.1 Family Planning

Family planning services will be tracked, coordinated and monitored by the MCO. The MCO
will assume financial risk for these services. Through its reimbursement of other providers, the
MCO will be able to monitoenrollees Gtilization of such service#&dditionally, the MCO will
askin-network providers to educagmrollee about the release of necessary medical data to the
MCO.

The MCOmustensure that enrollees who seek family plagrservices from the plan are
provided with counseling regarding metlsaaf contraception; HIV and sexually transmitted
diseases and rislkeduction practices; and options to pregnant enrollees who may wish to
terminate their pregnancies. The M@@ make appropriate referrals as necessary. All family
planning services will&included in the encounter data that all health plans must report to
DHHR.

6.3.2.2 Fee-For-Service Health Care

The MCO must follow established Medicaid procedures and provide referrals and assistance in
scheduling appointments to enrollees in need of béedicovered services outside of the scope

of this Contractas defined irContract AppendiXA. The MCO must also comply with all policies
developed bYpHHR for linking the services provided by the MCO to those-nowvered

services. These services will wadked and monitored by the plans &tdHR through

submission of encounter formsdHR.
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6.3.2.3 WIC Program

The MCO must work wittbHHR to provide for the coordination between the Medicaid program
and the Special Supplemental Food Program for Womemtnéad Children (WIC) and must
provide timely notice and referral to WIC in accordance with section 1902(a)(53) of the Social
Security Act. The MCO must refer potentially eligible women (e.g., pregnant, breastfeeding, and
less tharsix (6) months postpanm), infants, and children under the agédivé (5) to WIC. The

MCO must include timely (not more thaixty (60) calendardays) referral of medical

information (length/height, weight, hemoglobin and medical condition which irdasen
consumption, adsorption, atilization of food nutrients)

6.3.2.4 School-Health Related Services
MCOs must work with the providers of schdwalth related services to coordinate care.

6.3.2.5 Community and Social Services

The MCO must have progranfior coordination of care that include coordination of services with
community and social services generally available through contracting -@ontnacting
providersin the area served by the MCO.

6.3.3 Coordination of Care for Persons with Special Health Care Needs and SSI Eligibles

The MCO must have procedures for identifying individuals with complex or serious medical
conditions. The MCO must complete identification and assessment of the individuals with

complex or serious medical conditions withimety (90) calendaidays of the effective date of

enrollment in the MCO. The MCO must use appropriate health care professionals in assessing
those conditions, identifying medical procedures to address and/or monitor the conditions, and
developing treatmemtlans appropriate for those enrollees determined to need a course of

treatment or regular care monitoring. Treatment plans must specify an adequate number of direct
access visits to specialists to accommodate implementation of the treatment plsl€Q maust

make all efforts to assure that a persenteredreatment plams developed in collaboration with

theenr ol | eeds pr jwieparycipatian fran the ermolleendtelre enr ol | ee 6 s
manager (if a separate care manager has been desigmaiddition to th®CP), and in

consultation with any specialsstaring for the enrolle@ndmustmeet applicable quality

assurance and utilization standards. These treatment plans mesieesd and revised upon
reassessment of functionalneed, @ ast every twelve (12) mont hs,
circumstances or needs change significantly, or at the requestenfriilee

If atreatment plan or regular car®nitoring is in place, the MCO must haawvenechanism in
place to allow enrolleestodirct | y access specialists as appr o]
identified needs.

The MCO must share thdentified needsindthe MCOG6 assessment of enrollees with special

health care needs with othamtitiesservingthoseenrolleesas appropriateotcoordinate care

The MCOmuste nsur e that in the process of coordinat
protected in accordance with the requirements of 42 CFR parts 160 and 164 subparts A and E, to

the extent they apply.
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The MCO must have trained dtaivailable to assist in the development of a clinical treatment
plan and to work with thenrolleeand PCP to facilitate specialty referrals, coordirgits,
hospital admission/discharge planning, ptistharge care and continued services (e.g.,
rehabilitation), ando coordinate with services provided orBSbasis.

6.3.3.1 Associations with the Title V State Agency

The MCO, through the Department, will cdmate with the Bureau for Public Health (BPH),
Office of Maternal, Child and Family Health (OMCFH), to:

1. Make all reasonable efforts to assure tha¢mtblleeswvith special health care needs,
ages zero (0) to tweniyne (21), have access to a medicahb@and receive
comprehensive, coordinated services and supports pursuant to national standards for
systems of care for children and youth with special health care needs;

2. Make all reasonable efforts to assure better access to and receipt of the fulfrange o
screening, diagnostic, and treatment services covered under EPSDT,;

3. Improve the rates and content of well child visits;

4. Improve care coordination for children with special health care needs, particularly those
with multiple systems of care in place;

5. Makeall reasonable efforts to assure children enrolled in Medicaid and their established
plans of care are being met.

The Department, BPH, OMCFH, and the MCO will establish a Memorandum of Understanding
(MOU) to implement coordination strategies to bettevesehildren under the age of twerdge

(21), including those individuals with special health care needs, who are eligible for Medicaid
managed care services. The M@Mstcollaborate with OMCFH care coordinators to share

plans of care for children witlpscial health care needs. The MCO must ensure that they do not
duplicate services provided by OMCFH.

The MCO and OMCFHinustshare data necessary to improve service delivery and improved
outcomes. Each entitpustdesignate an individual to accept and cowate all data requests.

Use of individually identifiable MCO data will be limited to purposes directly connected to the
purposes of rendering Medicaid services. All shared data will be subject to all applicable
requirements regarding privacy and confidaitty and will be consistent with all State and
Federal statutory requirements around the electronic submission of identifiable information.

The MCO and OMCFH will collaborate as appropriate on quality improvement activities,
education, and other initiges targeted at improving the care and health outcomes for children
with special health care needs.

For any child with special health care needs requiring medical foods, the MCO should accept the
clinical evaluati ons c¢ OMCFH will prodidelthge ntr hoeMCEPReHbGss O
with the necessary information, including food type, amount, and duration, required to authorize
medical foods. For MC@nrolleesnrolled in the Title V Children with Special Health Care

Needs program that do not reégucomplete nutrition via tube, catheter, or stoma, the OFCMH

wi || coordinate services with the nutritional
is responsible for providing medical foods services for all atheollees
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6.3.4 Coordination with Chronic Condition Health Homes

If anenrolleemeets the requirements @efined in the Medicaid State Plan as dyialg for a

chronic condition Health einethe MCO must notify the enrollee tife availability of

designated Health dines for his or hrecondition The MCO will include Behavioral Health

Homes in its Health Home network. Behavioral Health Home providers do not need to provide
all the services of a traditional Medical Home themselves, but must ensure that the full array of
primary and Behdoral Health Care services is available, integrated, and coordinated. If the
enrollee chooses to participate, the M@Qstfacilitate a referral to the health home. DHHR

shall provide a monthly Health Home enrollment list to the MCO so that coordinagipcour
between the MCO and the Health Home provider.

If the enrollee is participating in a chronic cétealthHome, theHealthHome must be notified

of any use of emergency services and be notified of any inpatient admission or discharge of a
HealthHomeenrolleethat the MCO learns of through its inpatient admission initial
authorization and concurrent review processes witimty-four (24) hours.

6.3.5 Transition of Care

The MCO must have taansition of care policy to ensure continued accessmaces during a
transition from FFS to a MCO, or transition from one MCO to another when an enrollee, in the
absence of continued services, would suffer serious detriment to their health or be at risk of
hospitaization or institutionalization as speeifl in 42 CFRA 4 3 8 .TBe2MICOQ Is Jequired

to identify and facilitate transitions fenrolleeghat are moving from one MCO to another or
from a MCO to a FFS provider or to private insurance and require additional or distinctive
assistance during amed of transition.The MCO must provide an enrollee care plan to the next
provider of services (e.g. new MCO, parent, or provider) within fourteen (14) calendar days of
their eligibility termination with the specialized MCO.

When relinquishingnrolleesthe MCOmustcooperate with the receiving MCO or FFS
Medicaid regarding the course of-gning care with a specialist or other providenority will
be given teenrolleesvho have medical conditions or circumstances su@nasleesvho:

1 Are aurrentlyhospitalized,;

1 Are pregnantvith high riskpregnanciesn their third trimester, or are within
thirty (30) calendar days of their anticipated delivery date;

1 Are in the process of receiving aajor organ or tissue transplantation service or
which have beenwthorized,

1 Have a bronic illness, which has placed taerolleein ahigh-risk category
and/or resulted in hospitalization or placement in nursing, or other, facilities;

Are in treatment such abemotherapy, radiation therapy,dialysis;

1 Have ongoingpecial health care needs such peacsalizedDME, including
ventilators anather respiratory assistance equipmant

1 Are currently receiving home health services.
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Theenrolleemusthave access to services consistent with the access they previously had under
theenrolle® previous MCO or FFS, and is permitted to retain their current provider for a period

of ninety (M) calendar daygeveni f t hat provider i,whileat in the |
transition of care plan is developed. As part of the transition of care plannimgrtieewill be

referred to appropriate4network providers for needed servicEsrollees with procedures that

are scheduled to occur after their new MCOafie date, but that have been authorized by

either BMSor theenrolle® eriginal MCO prior to the new MCO effective date will be covered

by theenrolleé® sew MCOuntil the end of the current authorization period as granted by either

another MCO or FFSyr until the MCO has evaluated and assessedrit@leeand issued or

denied a new service authorization as outlined in Article Ill, Seétin.

Enrolleesthat are in ongoing outpatient treatment that has been covered by BMS or another
MCO prior to th& new MCO effective date will be covered by the new M@@l the end of

the current authorization period as granted by either another MCO or FFS, or until the MCO has
evaluated and assessed ¢ineolleeand issued or denied a new service authorizatiautised

in Article 111, Section6.4.1

The MCO will monitor providers to ensure transition of care from one entity to another to

include discharge planning as appropriate. Consistent with federal and state laws, Medicaid FFS
or the MCO that was previolysserving the enrollee will fully and timely comply with requests

for historical utilization data from the new MCO or with requests for copiesmileemedical

records from thenrolle&® sew provider(s), as appropriate.

In addition, the MCO is requad to establish a transition plan for those members that are aging
out of the child welfare system, and work to coordinate referrals to community resources the
member could engagas neededSuch services included, but are not limtied to, health care,
education, employment, housing and other social needs.

6.3.6 Coordination of Services

The MCO must implement a systematic administrative process to coordinate access to services,
including noncapitated services. The MCO must coordinate with BCF, child protective services,
providers, and community organizations that may not be providing covered services but are
otherwise important resources to help Members in maintaining health aroee|

The MCO must cooperate and coordinate \BI€F for the care of a child or young adult wiso
receiving services from or has been placestateconservatorship.

6.3.6.1 Residential Discharge Planning

The MCO must have a comprehensive written assessment procedure for members entering the
residential care. Each member that enters residential treatment must have a thorough assessment,
subsequent plan of care, and a written discharge plan. The MCOvalugtte and prepare a member
for discharge thorough the following mechanisms:

1. Coordinate with the residenti al providers

discharge in accordance with W. Va. Code R. 8138;
2. Coordinate with BCF and dH protestive services for family placement and visitations;
3. Coordinate court ordered services;
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4. Coordinate community resources for placement and aftercareaupasitivedischargento a
nonresidential settingand
5. Coordinate with nomesidential prowers to deliver MCG&covered services

The MCO must ensure that the member in residential setting is dischargétkiappropriatenon
residentialsetting of care as soon as the medically necessary criteria for such discharge bn¢ met
no later tharthe 1%" of the following monthsuch criteria were met, unless otherwise ordered by court.

If MCO member has not been dischardt the appropriatenonresidentiakettingafter thel5" of

the following monthafter discharge criteria were met, DHHR will suspend capitation payments for
that member as a specific contractual remedy.
member is discharged appropriately. MCO may not interrupt covered services to ther mhernmoe

the time DHHR suspends MCO capitation payments. In addition to specific remedy outlined above,
DHHR may impose damages as outlined in Appendix F of this Contract.

6.4 Service Authorization (Prior Authorization)

The MCO must adopt service autlzation requirements that comply with state and federal laws
governing authorization of health care servieesluding, but not limited to, West Virginia Code
83325A-8s. The MCO must develgpnaintain and implement written policies and procedures,
reflecting current standards of medical practice, for processing requests for initial authorization
of services or requests for continuation of services. The policies must provide for consultation
with the requesting provider when appropriate and must havieamisans to ensure consistent
application of review criteria and compatible decisions. The policies must specify information
sources and the process used to review and approve the provision of medical. Jér@iptm

must have mechanisms to detect batberutilization and overutilization of servic&iteria for
decisions on coverage and medical necessity must be clearly documented, based on reasonable
medical evidence or a consensus of relevant health care professionals, and regularly updated
The MCOmustensure that the services are sufficient in amount, duration, and scope to
reasonably be expected to achieve the purpose for which the services are furnished.

Decisions to deny service authorization or to authorize a service in amount, duratioreor scop
that is less than requested must be made by a health care professional who has appropriate
clinical expertise in treating the enroliseondition or diseasend who has knowledge of local
patterns of careggs determined bRPHHR. As stated in Article IISection 410 of this Contract,

the MCOmaynot arbitrarily deny or reduce the amount, duration, or scope of a required service
solely because of diagnosis, type of iliness, or condition of the benefitlayMCO may place
appropriate limits on a serviom the basis of criteria such as medical necessity; or for utilization
control, provided the services furnished can reasonably be expected to achieve their purpose.

Admission, continued stay, and discharge criteria used by the MCO should be commuaicated t
all providers and enrollees when appropriate, and to individual enrollees when redudsied

case of any decision to deny, limit, or discontinue authorization of services, the MCO must
notify the requesting provider and provide the enrollee writtgite of such decisiohe

notice must meet the standards set forth in this contract.

The MCO must make authorization decisions ianthe event of an authorization dengalovide
written noticeto the requesting provider and enroléseexpeditiously aequired by the
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enrolle@s health conditiorandno later tharseven(7) calendardays of receiving the request for
service for the purposes of standard authorization decisionssdes(7) calendaidays period
may be extended up fourteen {4) addiional calendaidays upon request of the enrollee or
provider, or if the MCO justifies tDHHR in advance and iwriting a need for additional
information andhatthe enrolleavill benefit fromsuchextension

For at least ninetfive percent(95%)of authorization requests receivelde tMCO must makan
authorization decision and the event of an authorization densgnd avritten notice within
seven (7) calendar daysrefceipt of the authorization requeSailure tomeetthe ninety-five
percent(95%) SLA in a given quarter, will result ilquidated damagesf $250,000 for each
quarter in which that threshold is not nastoutlined in Appendik.

The MCO must provide an expedited authorization for services when the provider indicates that
the stadard timeframe could seriously jeopardize the enr@lk or health or ability to attain,
maintain, or regain maximum functiohhe MCO must make the expedited authorization

decision and provide notice to the enrollee as expeditiously as the eisrbkbedth condition
requiresputno later thariwo (2) business dayadter receipt of the request for service

authorization Thistwo (2) daybusinesgeriod may be extended upftoty-eight (48) hours for
expedited preservice authorizations and up temsiatwo (72) hours for expedited concurrent
reviewsupon request of the enrollee if the MCO justifies tdHHR in advance and iwriting

a need for additional information attthtthe enrolleewill benefit fromsuchextension

If the MCO placesuthorization requirements on durable medical equipment or other services
necessary forraenrolleeto be discharged from an inpatient stay, the MCO must provide a
process for review of the service request witinn (2) business days as not to delay ¢h

e n r o ldisckaegé. The MCO grohibitedfrom placingprior authorization requirements on
oxygenconcentrators

The MCO may not structure compensation to persons or organizations conducting utilization
management activities so as to proviigppropriate incentives for denial, limitaticor
discantinuation of authorization of Medicallydd¢essargoveredservices

6.4.1 Service Authorization Continuity of Care

The MCO must ensure that the care of enra#ieblleess not disrupted or inteupted.The

MCO cannot require service authorization as a condition for payment for emergendyheare.
MCO cannot require service authorization for family planning services whether rendered by a
network or ouof-network provider.

The MCO must providathirty (30) calendaday notice to poviders before implementing
changes to policies and procedures affectingémeiceauthorization process. However, in the
case of suspected frduwaste, or abuse by a singleyder, the MCO may implement changes
to policies and procedures affecting $exviceauthorization process without the required notice
period.

The MCO must establish a process by which it obtains authorization and claims data from the
enrolle® previous Medicaid provider to prevent accessaie issuesThe MCOmustoutline
this process as an operational procedure document and submit to the Department for review and
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approval annually by July Eor newenrollees, the MCO must allow thenrolleeto continue to
see existing providers for at Eaninety (90 days as a transition of care policy.

In the event of documentation submission by a provider, placement agent, casesvodiiee

or other thirdparty representativef the existence of a service authorization, the MCO must
ensureenrolleegeceiving services through a service authorization from either another MCO or
FFS receive continued authorization of those services for the same amount, duration, and scope
for the shortest period of one of the followindy) (intil the end of the curreauthorization

periodas granted by either another MCO or FB6@) until the MCO has evaluated and

assessed thenrolleeand issued or denied a neerviceauthorization.

6.5 Rural Option

If the MCO is the single MCO contracted to provide services in a rural county as permitted in 42
CFR 438.52, the MC@vill permit enrollees tochoose from at least tw@) physicians, and to
obtain services froran outof-networkproviderunder any of thedilowing circumstances:

1 The service or type of provider, in terms of training, experience, and
specialization, is not available within the MCO network;

1 The enrolleé PCPor other provider determines that #m@rolleeneeds related
services that would suixgt theenrolleeto unnecessary risk if received separately
and not all of the related services are available within the network

1 DHHR determinsthatother circumstances warrant eaftnetwork treatment.

In addition, enrollees may access anaighetvork network provider that is the main source of a
service to the enrollee for the figkty (60) calendadays of enrollment.

The provider must be given the opportunity to join the MCO netwoder the same terms and
conditions as other providers ot type If the provider chooses not to join the network, or does
not meet the necessary qualifications to join, the enrollee will be transitioned to a participating
provider withinninety (90) calendadays of enrollment after being given aapportunity to

select a participating provider.

6.6 Utilization Management

The MCO must develop and implement written policies and procedures, reflecting current
standards of medical practice, for processing requests for initial authorization of services
requests for continuation of servic€slicies and procedurasustsatisfy the requirements for
standard and expedited authorization of services, authorization criteria, and notice. The MCO
must meeDHHR-specified standards for utilization managen{setvice authorization) listed in
this contract

For beneficiaries that have primary insurance coverage from a source other than Medicaid, the
MCO must honor coverage and utilization management decisions made by the primary carrier
for those services ifhe primary carrigs benefits packag#f the MCO is responsible for
Medicaidservices that are carved out of the primary cagieenefit package, the MOtas

utilization management responsibility for those carved out services
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6.7 Practice Guidelines and New Technology

The MCO must adopt and disseminate practice guidelines that are based on valid and reliable
medical evidence or a consensus of health care professionals in the particular field, consider the
needs of the enrolled population, are develapexbnsultation with contracting health care
professionals, and are reviewed and updated periodi¢aléyguidelines should be disseminated

to affected providers and to enrollees and potential enrollees upon r&dueestCO must

ensure that decisions thirespect to utilization management, enrollee education, coverage of
services, and other areas to which the guidelines are applicable are consistent with the guidelines.

The MCO must develop and implement written policies and procedures for evaluating ne
medical technologies and new uses of existing technologies.

6.8 Enrollee Medical Records and Communication of Clinical Information

The MCO must compile and maintain, in a centralized database, enelewelatata orall
Medicaidservicegrovided undethis contract andendered by individual providers to enrollees
and submit this information tOoHHR. Medical records must also meet the standards specified in
this contractThe MCO must implement appropriate policies and procedures to ensure that the
MCO and its providers have the information required for effective and continuous patient care
and for quality review, and must conduct an ongoing program to monitor compliance with those
policiesand procedures.

The MCO must ensure that each provider furinglservices to enrollees maintains an enrollee
health recordPCPs must establish and maintain a confidential, centralized medical record for
each enrollee that details care receividte medical record should demonstrate coordination of
patient care; foexample, relevant medical information from referral sources must be reviewed
and entered into enrolle@®edical recorddVedical recordsnustbe maintained in accordance
with standards established by the MCO that takes into account professional standards

These standards must address health record content and organization, including specifications of
basic information to be included in each health record that include at least the following:

1 Information needed to conduct utilization review as specifigl2iCFR 456.111
and 42 CFR 438.211,

1 Patient identification information: patigatname or patient ID number on each
page or electronic file;

1 Personal/biographical data: age, sex, address, employer, home and work
telephone numbers, ancarital status;

Entry date;
Provider identification;

Allergies: medication allergies and adverse reactions are prominently noted on the
record, absence of allergies (no known allerfi&0\) is noted in an easily
recognizable location;

1 Past medical history (for patiergsenthree 8) or more times): serious accidents,
operations, illnesses, prenatal care and birth (for pediatric patients);
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Immunizations: for pediatric records (ade®lve (L2) and under) there is a
completed immunization record or a notation that imizations are wto-date,
and when subsequent immunizations, if any, are required;

Diagnostic information;
Medication information;

Identification of current problems: significant iliness, medical conditions and
health maintenance concerns are identifiegthénmedical record;

Smokingéthanolsubstance use: notation concerning cigarette and alcohol use and
substance abuse is present (for patitnigeen(14) years and over and seen
three(3) or more times);

Consultations, referral and specialist reparntges from consultations, lab, and x
ray reports with the ordering physic@nnitials or other documentation
signifying review,explicit notation in the record and folleup plans for
significantly abnormal lab and imaging study results;

Emergency care;

Hospital discharge summaries: all hospital admissions which occur while the
patient is enrolled in the plan, and prior admissions as necessary;

Advance directives: documentation of whether or not the individual has executed
an advance directive;

Patientvisit data: documentation of individual encounters must provide adequate
evidence of, at a minimum:

0 History and physical examination, including appropriate subjective
and objective information is obtained for the presenting complaints;

Plan of treatment
Diagnostic tests;
Therapies and other prescribed regimens;

o O O O

Follow-up, including encounter forms with notations concerning
follow-up care, or visits; return times noted in weeks, montlas or
needegdand unresolved problems from previous visits are adddeis
subsequent visits;

o Referrals and results thereof; and
o All other aspects of patient care, including ancillary services

Medical recordsnustbe legible meaning theecord is legible to someone other than the writer
Any record judged illegible byn (1) physician reviewer should be evaluated by a second
reviewer The MCO must have a process to assess and improve the content, legibility,
organization, and completeness of enrollee health redéndsliee health records must be
available and access$#hto the MCO and to appropriate state and federal authorities, or their
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delegates, involved in assessing the quality of care or investigating enrollee grievances or
complaints.

The MCO must ensure that there is appropriate and confidential exchanfggrobiion among
providers, such that a provider making a referral transmits necessary information to the provider
receiving the referral, a provider furnishirgferralservice reports appropriate information to the
referring provider, and all providersgq@est information from other treating providers as

necessary to provide cahen an enrollee chooses a new primary care provider within the
network, the enrollés records are transferred to the new provider in a timely manner that
ensures continuity afare.

The MCO should have policies and procedures for promptly sharing enrollee information with
any organization with which the enrollee may subsequently enroll.

6.9 Confidentiality

The MCO must have written policies and proceduresdfeguardingndmaintaining the
confidentiality of data, including medical records/enrollee information and adolescent/STD
appointment record¥he MCO& policiesmustbe in accordance with the privacy requirements
including, but not limited to 42 CFR 431.3807,45 CFRparts 10, 162,and 164and withthe
Federal Information Security Management Act (FISMéon their effectivelates, to the extent
the requirements are applicable. All enrollee information, medical records, data and data
elements collected, maintainedused in the admistration of thisContractmustbe protected

by the MCO from unauthorized disclosure. The MCO must provide safeguards that restrict the
use or disclosure of information concerning enrollees to purposes directly connected with the
administation of this contract

6.9.1 Establishment of Confidentiality Procedures

The MCO must establistonfidentiality of datarocedures:

1. To develop and promulgate policies in accordance with Federal and State law
establishing who is authorized to receivetsindformation;

2. To safeguard the privacy of any information that identifies a particular enrollee by
ensuring that: information from the MCO or copies of records may be released only to
authorized individuals; unauthorized individuals cannot gain accessatter patient
records; and original medical records must be released only in accordance with Federal or
State law, court orders, or subpoenas;

3. To address the confidentiality and privacy for minors, subject to applicable Federal and
State lawand

4. To abde by all Federal and State laws regarding confidentiality and disclosure for mental
health records, medical records, other health information, and any information about an
enrollee.

6.9.2 Maintaining Confidentiality of Medical Records

The MCQO, its staffcontracted providers, and all contractors that provide cost, quality, or
medical appropriateness reviews or coordination of benefits or subrogation must maintain the
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confidentiality of medical record information and release the information only in tleog
manner:

1. All enrollee medical recordsre confidential and mayot be released without the written
consent of the covered persons or responsible party, except as specified below.

a. Written consent is not required for the transmission of medical recfananation
to physicians, other practitioners, or facilities that are providing services to
enrollees under 8ubcontractwith the MCO. This provision also applies to
specialty providers who are retained by the MCO to provide services that are
infrequently used or are of an unusual nature. This also allows for transfer of
information (written or verbal) tOHHR staff and tdDHHR Subcontractors.

b. Written consent is not required for the transmission of medical record information
to physicians or facilities providing emergency care, or to the MCO, its staff,
contracted providers or its contractors that are providing cost, qualityedical
appropriateness reviews or coordination of benefits or subrogation.

c. Written consent is required for the transmission of the medical record information
of a former enrollee to any physician not connected with the MCO, except as set
forth in (ii) above.

2. The extent of medical record information to be released in each instdhbe based
upon tests of medical necessity and a "need to know" basis on the part of the practitioner
or a facility requesting the information. Medical records maintainye8ubcontractors
must meet the above requirements.

6.10 Reporting Requirements

The MCO must demonstrate the M@&bility to provide the services under t@isntract

efficiently, effectively, and economically. As part of the M@&@emonstration of its dlty, the

MCO must comply with all Department reporting requirements. Such requirements encompass
the content of the reports, the format in which they must be transmitted, and the timeframes for
submissionAppendixD summarizes reporting requirements énteframesAll MCO reports
submitted under thi€ontractmust reflect programelated data only unless otherwise requested
by the Department.

The MCO must certify data submitted@diHR andan authorized agent 8HHR, if such data
is the basis upon wHidHHR payments are made to the MCIhe data must be certified by
the MCQs Chief Executive Officer (CEO) or Chief Financial Officer (CFO), or an individual
who has authority to sign for and who reports directly to the BCTEO or CFOThe MCO
mustsubmt the certification concurrently with the certified dafae data that must be certified
include, but are not limited to, enrollment informatiameekly 837encounter dataubmissions
and othernformation required by the Departmemtd contained in contracts, proposals, and
related documents.

6.10.1 Quarterly Reports

The MCO must provid®HHR with quarterly reports summarizing provider network,
utilization, quality, acces&PSDT,and financial data in formats to be specifiedd#yHR, no
later tharthe 13" day of the second month following the end of the reporting period.
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The quarterly report mugtrovideinformation onthe number oMedically Necessary services
contained within the categories of mandatory and optional selhisteas in Section 198a) of
the Social Security Adiut notcovered under the State Plan

6.10.2 Grievance and Appeals Reporting

The MCO must provid®HHR with quarterly reports documenting the number and types of
informal andformal grievances and appsakgistered by enrollees and providers, and the status
or disposition ofll grievances and appeaReports must be submitted no later tkize 15" day

of the second month following the end of the reporting peAdd minimum thereportsmust
include:

1 Total grievance¢éinformal and formaland appealby nature of complaininder
the following categories:

o0 Servicedenied (e.g., ncrovered, not Medically Bcessary, oubf-
area norparticipating provider, no referral, referral denied, other);

o Payment (a., disputed amount, timeliness, other);

o Service complaints (e.g., inability to acceasarolleeservice
representative and/or medical management staff by pbonalees 6
handbooks and evidenceadveragenot sent to thenrolleewithin a
reasonabl@eriod of time, misleading or outdated information noted in
the MCO3 provider directory, otherand

o0 Quality of care.

1 Total number ofyrievanceginformal and formgland appealeesolved in favor
of the enrollee, against the enrollee, withdrawn, referred to formal process (if
applicable), and the number remaining open.

1 Total number of informal and formal grievances.

1 Average, median, longest, and shortest turnaround time fomafand formal
grievances

1 Averageappealsresolution timeframandpercentage of appeals resolved within
thirty (30) calendardays The MCO must providéhetotal number of appeals
resolved after theequired timeframef thirty (30) calendaidays andhereason
for theextended resolution time

6.10.3 Enrollee Change in Cirucumstance Reporting

The MCOor its subcontractor, to the extent that the subcontractor egdtdd responsibility by

the MCOfor coverage of services and payment of claims una@ecdhtract bieveen the state

and the MCQis requiredo implement and maintain procedures for prompt notification to the
state when it receives information about changes in an enrollee's circumstances that may affect
the enrollee’s eligibility including

1 Changes irthe enrollee's residence; and
1 Thedeath of the enrollee.

6.10.4 Enrollee Satisfaction Reporting
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The MCO must surveg sample oits adult and chilcenrollees at least annually to determine
enrolleesatisfactiorwith the quality of MCO care an@éssices The MCOmust use théatest

available version of thEAHPS surveyThe survey tool should support reporting of ths.

DHHSG Cor e Quality MeasumMeMCOmnuusesahtedtars and Chi |
methodologyas directed b{pHHR. The MCO must submit tBHHR a copy of any results

submitted tdNational Committee for Quality Assurande¢@QA) within five (5) business days

of submission to NCQA.

A comprehensive analysis afrsey results must be reported@&lHR annually, on or before
August15". Theanalysismust include the methodology, overall response rateresults for
globalratings, compositescoresjtem-specificquestion summary ratesnd any other measure
specified byDHHR. If DHHR requires anydditionalmeasure$o be eportedirom thesurvey
results DHHR will notify the MCO at the time it approves the survey.tool

The MCO mustise survey results to identify and investigate areas of enrollee dissatisfaction,
outline action steps to followp on the survey findings, aistiare findings with providers.

Concurrent with submission of tla@alysis oBurvey results on August #5the MCO must

submit its action plan tBHHR. The action plan must includimplementation steps, timeline

for completion and any other elementgsexified byDHHR. Along with the action plan, the

MCO must submit an evalwuation describing the
interventionsAfter the first submission, the MCO must submit updates on its progress in
implementing the action pldorty-five (45) calendadays after the end of each quarter.

A separate satisfaction survey must be conducted for enrollees within the SED waiver program.
Satisfaction results less than eigisty (86) percent require the submission of a Corrective

Action Plan (CAP) by the MCO to improve performance for the following contract period.

Failure to submit the MCO CAP in a timely manner shall result in a liquidated damage, as
defined by Appendix F.

6.10.5 Encounter Reporting

Thesubmission otomplete and accuragsmcounter data is a conditionadpitationpayment to
the MCO by the Department.

The MCO is responsible for submitticgmplete and accuragsmcounter data for all services
rendered that fall within the defined benefit packddee MCOmustdesignate onél)

individual to work with the Department or its contractors on the submission of encounter data
and resolution of any data issues.

6.10.5.1 Encounter Data Submission

All encounters must be submitted in electronic or magnetic format specifieHiHR. The

format will be consistent with the formats and coding conventions of the CMS 1500 and
UB92/UB-04 if and untiIDHHR determines that another standardized form is more appropriate.
The MCO mustttest to the truthfulness, accuracy, and completenefissoicaunter data each

time data is submitted ©@HHR. Claims certificate is required from each provider submitting

data to the MCO. The MCO must require its physicians who provide Medicaid services to have a
unique identifier, which should be used inelcounter data submissions. The encounter data set
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will include at least those data elements as specifiddHiR or necessary for CMS to provide
data at the frequency and level of detail specified by the Secretary of the Ridelal

Complete ad accura¢ encounter data must be submitted monthly and no laterttiiray (30)
calendar days after the end of the period in whiclsémeice was paidcncounter datanust
follow the format and data elementsraquiredby the HIPAA-compliant 83&ransactiorfor
medical and dental claims

Along with the encounter data submission, the MCO must submit

1 A detailed summary of the file submission to include total claims and dollars by
service category;

1 A detailed change log to include specifications for any chamgeei claims
processing systems that has an impact of the representation of the data on the
monthly encounter files. Examples of such changes include, but are not limited to,
correction and adjustment processing, range and domain of extract variables,
values of extract variables, and relationships between extract variables; and

1 A dictionary containing definitions for all codes contained on the encounter
record that are not defined in the public domain. Such variables include but are
not limited to, providespecialty, type of service, place of service, and internal
procedure codes.

6.10.5.2 Changes to Encounter Data

The MCO will be required to comply with any changes thatDepartmenntends to
implement within sixty (60) calendar days of issuance, umsswise agreed to in writing by
the Departmenuithin thirty (30) calendar days of issuance.

The MCO must providéhe Departmentith a written notice at leasinety ©0) calendaidays
prior toanysystem conversions and changes in coding. It must also provide a plan to work with
the Departmento ensure consistency of encounter data.

6.10.5.3 Encounter Data Reconciliation

The MCO musteconcile the encounter data submitte®HR to the financial dta that it
reports taADHHR on a quarterly basi§he MCO mussubmit this reconciliation tBDHHR by the
15th day of the second month following the end of the reporting pesiodg with the financial
data.The MCOmustexplain differences dive percenti(5%) or higher.

6.10.5.4 Data Accuracy and Completeness Monitoring Program

The MCO must have a data accuracy and completeness monitoring program in place that:

1 Demonstrates that all claims and encounters submitted to the MCO by health care
providers, intuding Subcontractors, are submitted accurately and timely as
encounters tOHHR;

1 Evaluates health care provider @bcontractor compliance with contractual
reporting requirements; and
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1 Demonstrates that the MCO has the processes in place to acticiotimation
from the monitoring program and takes appropriate action to ensure full
compliance with the encounter reporting requirement.

The MCO must submit an annual Data Accuracy and Completeness BlarCiepartmenfor
review and approvaly Octoberl® for the current fiscal yeaihis Plan must includihe three
(3) elements listed abovAlong with this submission, the MCO should subdotumentatiorof
its data file layout.

6.10.5.5 Errors in Submitted Encounter Data

TheMCO must provide complete, accurate, and timeelgounterdata toDHHR. If previously
submitted encounter data is identified with a significant number of errors, the MCO will be
required to resubmit corrected encounter data witthirty (30) calendadays @ notification
from DHHR. If the MCO fails to meet a ninetijve perceni{95%)encounter acceptance raite
will be assessed a penalty of $100 for each rejected encbeft@rthe ninetyfive percent
(95%) acceptance rate.

6.10.6 Healthcare Effectiveness Data and Information Set (HEDIS) Reporting

The MCOmust report audited HEDIS measure®tdHR annually by June 15 OncetheMCO
performrs N C Q ABEDIS Compliance Auditthe audited resultsiustbe submitted tdHHR
uponsubmission ttNCQA. DHHR will provide guidance to MCOs regarding which measures
mustbe reportegdaccording to the current version of HEDIS

6.10.7 National Core Health Care Quality Measures Reporting

The Secretary of thBHHS has identified a set of core health care quality measures for
Medicaid-eligible adults and children enrolled in Medicaid and CHIRe MCO musteport
annually toDHHR results for all identified core adult and child quality measteks/ant to the
Contract covered servicefllowing the technical specifications provided by CNR&sults for
the previous calendar year are due on or before SeptefbrelMCO must use the most
recent technical specifications from CMS, available atwmedicaid.gov, to callate results.

6.10.8 Financial Reporting

Regular reporting is necessary to assure the ongoing operation and financial integrity of
participating MCOsThe MCO must provide financial reports as specifigdhis Contract
Plans that are in a particulasyeak financial position may be required to report more frequently.

1. Annual Financial Statementénnually, on or before Junéithe MCO must submit
audited financial statements.

2. West Virginia Offices of the Insurance Commissioner (OT@g MCO must submit
copies of its quarterly and ann@@IC reports, as well as any revisions therdioe MCO
must includeapplicable OICQeports on the solvency of its intermediariEsese reports
are due on the same due dates for reporting t®@BeAny revisions to a quarterly
and/or annuaDIC report must be submitted on the same day on whiehleporis
submitted to th®©IC.

137



The MCO must comply with all other financial reporting requirements as outlined in Article IlI
Section8.

6.10.9 Provider Network Reporting

The MCO must comply with reporting requiremerdgquired to assesompliancewith network
standards in a format and frequency to be specifiddHHR.

6.10.10 Reporting of Required Reportable Diseases

Health care providers are requitedreport certain diseases by state law. This is to allow for both
disease surveillance and appropriate case investigation/public faiowhe MCO may be

responsible for 1) further screening, diagnosis and treatment of identified cases enrolled in the

MCO as necessary to protect the publicbds heal't
contacts who are enrolled in the MCO. Detailed infectious disease reporting requirements can be
obtained from the Bureau for Public Health within the DepartrokHRealth and Human

Resources. The three primary types of diseases that must be reported are:

1. Division of Surveillance and Disease Control, Sexually Transmitted Disease Program.
According to WV Statute Chapter-466 and Legislative Rules Title 64, Seriéssexually
transmitted diseases (STDs) are required to be reported for disease surveillance purposes
and for appropriate case investigation and follgw For contact notification, the MCO
must refer case information to the Division of Surveillance aisdd3e Control. The
Division has an established program for notifying partners of persons with infectious
conditions. This includes followip of contacts to individuals with HIV and AIDS. Once
notified, contacts who are enrollees of an MCO may be refeaekito the MCO for
appropriate screening and treatment, if necessary.

2. Division of Surveillance and Disease Control, Tuberculosis Progfeper WV Statute
Chapter 266A-4 and WV Regulations 185-3, individuals with diseases caused by M.
tuberculosis muse reported to the WV Bureau for Public Health, DSDC, TB Program for
appropriate identification, screening, treatment and treatment monitoring of their contacts.

3. Division of Surveillance and Disease Control, Communicable Disease Progsaper
WYV Legislative Rules Title &1, Series 7, cases of communicable disease noted as
reportable in West Virginia must be reported to the local health departments in the
appropriate time frame and method outlined in legislative rules. This both provides for
disease sueillance and allows appropriate public health action to be unde&gbatent
education and instruction to prevent further spread, contact identification and treatment,
environmental investigation, outbreak identification and investigation, etc. (Note: Per
legislative rule, reports of category IV diseases [including HIV and AIDS] are submitted
directly to the state health department, not to local jurisdictions.)

The MCO mussubmit yearly statements BHHR, by October 1, attesting that it has provided
written notification to all participating providers on their responsibility to and procedures for
reporting the three primary types of diseases listed above to the State.
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6.10.11 Federal Reporting Requirements

The MCOmustcomply with the following Federagporting and compliance requirements for
the services listed below, antustsubmit applicable reports @HHR. (See Medicaid Physician
Provider Manual for state requirements and procedures):

1 Abortionsmustcomply with the requirements of 42 CFR 441. Subpart E
Abortions. This includes completion of the information form, Certification
Regarding Abortion.

1 Hysterectomies and sterilizatiomsustcomply with 42 CFR 441. SubparfiF
Sterilizations. This includesompletion of the consent form.

1 EPSDT services and reporting mustmply with 42 CFR 441 SubpartiBEarly
and PeriodicScreening, Diagnosis, and Treatment.

MCOsmustsubmit yearly statements RHHR each year by Octobef! Attestingt has provided
written notification to all participating providers on their responsibility to and procedures for
reporting the thre€3) primary types of diseases listed above to the State.

6.10.12 Annual Report

The MCO mussubmit its annual repofor the prior calendargarto DHHR by April 15 The
MCOG6s first annual report und@€&eMEOmustalsbpont r act
make copies of the annual report availaindts website antb itsenrollees upon request.

6.10.13 Data Necessary for Drug Rebate Collection

For provideradministered drugs provided under managed daedI€O mustsubmit toDHHR

the drug utilization data necessary for the collection of drug rebates in formats to be specified by
DHHR no later tharfifteen (15) calendadays followingthe end oeachmonth.The MCO must
resolve any disputes related to the data wisity (60) calendadays from notification of

DHHR. The MCO must designate a single point of contact to coordinate rebate submissions and
any disputes.

The data must inctie, but is not limited to the following for each provideiministered drug
claim:

aHCPCS code,

anNDC number,

theNDC unit of measure, and
1 the NDC quantity

= =4 A

The turnaround time on the resolution of an incorrect monthly data file must be submitted withi
fifteen (15) calendadays. The Departmenwill return any rejected encounters to the MCO for
correction and resubmissiofihe rejected encounters are to be resobyethe MCOwithin sixty

(60) calendadays from the date of notification BHHR or its designee.

Each pharmacy and medical encoumestinclude a 340B indicator, supplied by the provider
at the time of billing, verifying whether or not a 340B drug was dispensed/administered to the
Medicaidenrollee The MCOmustreport this informtion using a staratdized template
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supplied by the Departmenthe MCO must validate thed40B drug costs claim data by
confirming that drug costs for 340B prescribed drugs do not excee84t@ihcosts for the same
drug and provide quarterly attestatitvat the verification has been completed.

The MCO is required to use the most current Medicaid crosswalk provided by the Bureau for
processingHealthcare Common Procedure Coding Systd@RCS claims.The crosswalk must
be | oaded i nt o rocessingsystendwathiirty (30 dalandamays qf receipt

for claims processing. If NDC on the submitted encounters do not align with the crosswalk, the
claimline mustbe rejected by the MCO and returned to the provider for corredtiwnvendor
mustuse and complete the specified file format for submitting HCPCS encounters for the
Departmentor rebate processing.

6.10.14 Provider-Preventable Conditions

The MCO must comply with any reporting requirements mandated by CMS to document the
occurrences gbroviderpreventable conditions in the Medicaid program. The format and
frequency will be specified bBpHHR.

6.10.15 Other Reporting Requirements

TheMCO mustsubmit toDHHR all Medicare and private accreditation review reports, findings,
and other results from the previous th(@gyear period, upon request

The MCO must comply with amgdditionalreporting requirements mandated by CM8ing the
course of this contraddDHHR will provide additional guidance on specific layouts and
frequency.

The MCO must submit tDHHR a monthly report on the numbereirolleesunderagetwenty
one(21) receivng Psychiatric Residential Treatment FaciiBRTH servicedrom in-state and
out-of-stateproviders

8. QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT (QAPI)
PROGRAM

The MCO must develop and implement written policies for an ongoing quality assessment and
performance improvement program (QAPI) for the services it furnisrastdeesThe QAPI
mustinclude several distinct, but interrelated comprehensive strategies and must be designed to
achieve, through ongoing measurements and intervention, significant improvement in clinical
and nonclinical areas of care that are expeittéthve a favorable effect on health outcomes and
enrollee satisfactiarBuch improvements must be sustained over. @p#eP| strategies should

include:

1 Annual measurement of performance in specified areas (e.g., immunization rates)
and achievement of permance targets;

1 Multi-year performance improvement projects addressing clinical ard non
clinical areas;

1 An approach for addressing systematic problantscritical incidents

The development and usage of a sufficient health information system; and
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1 Properadministration of quality assessment and performance improvement
activities.

The MCO must submit performance measurement daitdR as required bYPHHR. The

QAPI must include mechanisms to detect both underutilization and overutilization of services,
andto assess the quality and appropriateness of care provided to enrollees with special health
care needsThe MCO must report on the status and results of pragactsally Projects must be
completed within a reasonable timefrafibe basic elements of théCOG QAPI must comply

with the requirements set forth in this contract

The MCO must also cooperate withHHR initiatives aimed at assessing and improving program
performanceThese initiatives can include regular reporting to the State and an antarabhéx
quality review consisting ainon-site systems performance reviewwguality outcomes,

timeliness of, and access to services covered under this comtradiCO must make every

effort to comply with external quality reviews that will be implemdritg an organization
contracted bypHHR. This may include participating in the design of the external review,
collecting medical records and other data, and/or making data available to the external quality
review organization.

7.1 Required Levels of Performance

TheMCO must meet certain requirsthndard®f performance when providing health care and
related services thledicaid managed caexnrolleesThe MCO must meeall goals for
performance improvement on specific measures that may be establighedHBy These
minimum performancstandardsvill be established by examining historical performance
standardsis well as benchmarks (best practices) of other health plans and delivery systems
Performancetandardgor each quality review period will be proled to the MCOs b{pHHR.

7.2 Performance Improvement Projects (PIPs)

TheMCO must develop and maintain written descriptions of its performance improvement
program, including the identification of individual(s) responsible for the pragraeMCO
must comluct performance improvement projeffPs)that are designed to achieve, through
ongoing measurement and intervention, significant improvement sustained over time in
significant aspects of clinical care and rmimical services that can be expecteddavéna
beneficial effect on health outcomes and enrollee satisfaétllB®s must measure performance
using objective quality indicators, implement system interventions to achieve quality
improvements, evaluate the effectiveness of the interventions, andnaanitiate activities for
increasing or sustaining improvements

An individual project involves selecting an aspect of clinical care oichnital services to be
studied; specifying quality indicators to measure performance; collecting baseline data
identifying and implementing appropriate system interventions to improve performance; and
repeating data collections to assess the continuing effect of interventions
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7.2.1 Areas of Focus
Clinical focus areas include:
1 Primary, secondary, and/or tertigogevention of acute conditions;
Primary, secondary, and/or tertiary prevention of chronic conditions;
Care of acute conditions;
Care of chronic conditions;

High-volume services;

= =4 4 -4 -

High-risk services; and

1 Continuity and coordination of care.

Non-clinical foaus areas include:
1 Availability, accessibility, and cultural competency of services;
1 Interpersonal aspects of care, e.g., quality of provider/patient encounters;
1 Appeals, grievances, and other complaints;
9 Critical Incidents Reportinggnd

i Effectiveness o€ommunications with enrollees.

7.2.2 Projects

TheMCO must initiaté® and maintain performance improvement projects that adthredecus
areas specified abovEhe MCO must maintain at leasireeprojects at a timel'he performance
improvement projects may be selechydDHHR or required by CMSIn cases wherBHHR

does not specify a project foctise MCO may select a specific topic within one of the identified
focused areas. Project proposals must be approvB¢HbR and the EQRO prior to project
initiation.

The topics should be identified through continuous data collection and analysis; systematically
selected and prioritized to achieve the greatest practical benefit for enrollees; and reflect the
prevalence o& condition among, or need for a specific service by, the d@6rollees based on
enrollee demographic characteristics, health risks, and any other special needs.

The MCO must use one or more quality indicators to assess its performaaapiality

indicators must be objective, clearly and unambiguously defined, and based on current clinical
knowledge or health services reseatolicators should measure changes in health status,
functional status, enrollee satisfaction, or valid proxies of thememes The MCO will assess

16 A project has been initiated when it has proceedéehat to the point of baseline data collection. That is, the
MCO has selected a particular aspect of care for performance measurement, identified the statistical indicator or
indicators that will be used, and begun the process of collecting the datd fereale initial assessment of its
performance on the indicator(s).
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its performance on its selected indicators by collecting and analyzing reliable data en an on
going basis. The MCO must establish a baseline measure of its performance on each indicator,
measure changes in performance, and oaatmeasurement for at least one year after a desired
level of performance is achievebhe MCOmustannually submit performance measurement

data toDHHR usingDHHR-determined standard measures, including performance measures
that may be developed by CMS

If sampling is used, the MG® sampling methodology must ensure that the data collected
validly reflect the performance of all providers whose activities are the subject of the indicator;
and the care given to the entire population (including specialggtagms with complex care

needs) to which the indicator is relevant.

The MCO must also demonstrate that its interventions result in meaningful improvement in its
performance as evidenced in repeat measurements of the quality indicators specified for each
performance improvement project undertaken by the MB@MCO must show that the
performance improvement project is working effectively to reach defined quality goals by
showing that an improvement occurred; is likely to result in a better outcome trtiiked
population; is attributable to the strength, duration and quality of the MCOs action(s), and not to
"confounders" such as chance; and impacts-a@bme, highrisk, and/or higkcost conditions

or services.

Performance improvement projects arerded successful and may terminate once sustained
improvement is achieve&ustained improvement a&knowledged through tltcumerdtion

and maintenance of improved indicator performance. After improvement is achieved, it must be
maintainedor at least ae yearThe MCO must submit @AP that addresses deficiencies

identified in any measurement data.

Each performance improvement project naesnonstrate effort to achieve meaningful
improvement antbe completed ira reasonable time period, as determine®BR. Project
reports musbe reported byuly 15" in order to facilitate the use of resulting data in producing
annual information on quality of carehe MCO is required to submit a performance
improvement projects progress reporty-five (45) calendaidays after the end of each quarter.
The report must follow thBHHR-approved format.

7.3 Systemic Problems

TheMCO must correct significant systemic problems that come to its attention through internal
surveillance, complaints, or other mechanigsush as notice fro@HHR). The MCO must

have written procedures for taking appropriate remedial action whenever inappropriate or
substandard services are furnished, or services that should have been furnished Weeseot
written remedial/correctivection procedures should include:

1 Specification of the types of problems requiring remedial/corrective action;

1 Specification of the person(s) or body responsible for making the final
determinations regarding quality problems;

Specific actions to be taken;

Provision of feedback to appropriate health professionals, providers and staff;
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1 The schedule and accountability for implementing corrective actions;
The approach to modify the corrective action if improvements do not occur; and

1 Procedures for terminatirtbe affiliation with the physician, or other health
professional or provider.

The MCO must prepare a CAP withimrty (30) calendadays of identification to correct any
significant systemic problemAs actions are taken to improve care, the MCO mustitmioand
evaluate these corrective actions to assure that appropriate changes have been made, and track
changes in practice patterns. The MCO must conduct fallpwn identified issues to ensure

that actions for improvement have been effective.

Information resulting from QAPI activitiewill be used in recredentialing,-centracting, and/or
annual performance evaluatid@pAPI activitiesmustbe coordinated with other performance
monitoring activities, including utilization management, risk managemetht,esgolution and
monitoring of enrollee complaints and grievanc@aPI activitieswill be linked to other
management functions of the MCO, such as network changes, benefits redesign, medical
management systems, practice feedback to provigedpatienteducation anénrollee
services.

7.4 Health Information System

TheMCO must maintain a health information system that collects, integrates, analyzes, and
reports data necessary to implement its QAPI progfdms includes data on enrollee and
providercharacteristics, as well as on services furnished to enrollees as needed to guide the
selection of performance improvement project topics, and to meet the data collection
requirements for these projects, as specified alovee MCOG6s heal temmusnf or mat
accept the MAID generated IBHHR for all enrolleedor data collection and billing purposes
The health information system must also provide information including, but not limited to,
utilization, claims,grievances and appeals, and disenrollnfi@nteasons other than the loss of
Medicaid eligibility. The MCO must ensure that information and data received from providers
are accurate, timely, and compléteroutinely reviewing reported data for accuracy,
completeness, logic, and consistency, laypdollecting service data in standardized formats to
the extent feasible and appropriatee MCO must make all collected data availablBiHR

and upon request, to CM& compliance with Section 6504(a) of tA€A.

7.5 Administration of the QAPI Program

TheMCO®& QAPI program must be administered through clear and appropriate administrative
arrangementsonsistent with the Medicaid requirements of 42 CFR 8438 R4#®MCO must
ensure that sufficient resources and staff with necessary eduexf@nience, or training are
available to implement the QAPI.

7.5.1 Written QAPI Program Plan Description

The MCO must have a written plan describing its QAPI program, including how the MCO wiill
accomplish the activities required by tlsction. The QAPI ppgram plan at a minimum must

specify clinical or health services delivery areas to be studied that represent the population
served by the MCO in terms of age groups, disease categories, and special risk status. The QAPI
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program plan mustescribehe M C Osderformance Improvement Projeetsdanyother
quality activitiesthatwill be undertaken over a prescriligde period The QAPI program plan
mustclearly identify the individuals responsible for the activitisy additional MCO quality
activitiesmug use quality indicators that are measurable, objective, and based on current
knowledge and clinical experiencehe QAPI program plan must define a methodology and
frequency of data collection that assures appropriate and sufficient monitoring to detetdm
changes in the QAPI program plan.

7.5.2 Policymaking Body

A policymaking body, defined as the governing body of the MCO or a committee of senior
executives that exercises general oversight over the &l@@nagement, policies, and
personnel, must @rsee and be accountable for the QAPI progfidm policymaking body must
approve any changes in the QAPI program description and approve the annual woFkelan
policymaking body must receive and review periodic reports on QAPI activities, as well as th
annual evaluation, and take action on any resulting recommendations.

7.5.3 QAPI Committee

A designated senior official must be responsible for the functioning of the QAPI prdfthen
responsible official is not thehief Medical Officey the MCO musshow, through the QAPI
program description or other documentation, thatthef Medical Officethas substantial
involvement in QAPI activitiesThe MCOxs QAPI committee musheet at least quarterly to
oversee QAPI activities and review of the proce#ievieed in the provision of health services
Providersmustbe kept informed about the written QAP progr&ontemporaneous records
mustdocument the committégactivities, findings, recommendations, and actidhe QAPI
committeewill report to the QAPPolicy committee on a scheduled basis on activities, findings,
recommendations, and actiofMembership on the QAPI committesustinclude MCO

employed or affiliated providers representative of the composition of the MCO providers
affiliated providersare not represented on the MG@API committee or other core

coordinating structure, there must be a clinical subcommittee or other advisory group to assure
that clinicians actively participate in key activities

7.5.4 Other QAPI Participants

Employed o affiliated providers and consumers must actively participate in the QAPI program
All contracts with providers must require participation in QAPI activities, including provision of
access to medical records, and cooperation with data collection ast®iigsumer involvement
should be sought from the outset of the MEQAPI program planning.

7.5.5 QAPI Communications

The MCO must establish procedures for formal and ongoing communication and collaboration
among the policymaking body and other functiceralasof the MCO (e.g., health services
management anehrolleeservices), especially with respect to:

1 Resolving enrollee issues;
9 Authorizing service;

91 Developing practice guidelines;
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1 Recredentialing practitioners; and

1 Providing feedback to providers apthn staff regarding performance and
enrollee satisfaction surveys.

7.5.6 Annual Evaluation

The MCO must formally evaluate, at least annually, the effectiveness of the QAPI program
strategy, and make necessary changes annual evaluation must assesthtprogress in
implementing the QAPI strategy and the extent to which the strategy is promoting the
development of an effective QAPI prograhie evaluation should assess whether activities in
the MCQs work plan are being completed on a timely basishatiaer commitment of

additional resources is necessdrye final report should also include any recommendations for
needed changes in program strategy or administrafleese recommendations must be
forwarded to and considered by the policymaking bodh@MCO.The MCOmustsubmit to
DHHR a written evaluation of its QAPI program strategy by Jufeaf®ach year.

7.6 MCO Accreditation

The MCO mustchieveor maintainaccreditation from th&lCQA for their Medicaid lines of
businesdy the beginning of eacBontractyear. TheMCO must keep curremiccreditatiorfrom
the NCQA for their Medicaid lines of busines$he MCO must provid®HHR with the
accreditation status reports indicating the MCO evaluation option, evaluation measures,
evaliation resultsand evaluation length. The accreditation reports must be submitted upon
completion of each accreditation survey.

Any new MCO entering into thi€ontractafter July 1, 2013must apply for accreditation with
NQCA no later than ning@) monthsfrom its operational start date in West Virginia. Any new
MCO entering into thi€ontractafter July 1, 2013must become accredited with NQCA within
two (2) years of its operational start date in West Virginia. The MCO must protR with
the accretation status reports indicating the MCO evaluation option, evaluation measures,
evaluation resultsand evaluation length. The accreditation reports must be submitted upon
completion of each accreditation survey.

7.7 Performance Profiling

The Department mayublish information about MCO performanae a regulabasis,
identifyingtheM C O @earformance indicatoygnd comparing that performance to other MCOs
andto other external standards and/@nbhmarksThe Department will allow the MCO
opportunity to reviewts data for accuracgndor validity prior to publication.

7.8 Quality Withhold Program

Beginning under the second year of the contract, July 1, 2020, theisttaayestablish a

quality withhold program that establishes qualittmrei ¢ s t hat al i gn with
as outlined under WV Code Chapter 49; requirements of the Department of Justice; and other
HEDIS and CAHPS measures as selected by the Department.

On an annual basis, the Department or its designee will evaluate whether the MCO has
demonstrated that it has fully met the performance measures for which the MCO is at risk. The
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Department or its designee will determine the extent to which the MCO haetheerformance
measures by assessing each MCOO6s report relat
baselineyear. If the MCO does meet some or all of the performance measures, the Department

will issue a portion or entire sum of the withhelgbitation as a lump sum payment to be paid no

later than November of each corresponding year.

8. FINANCIAL REQUIREMENTS & PAYMENT PROVISIONS
8.1 Solvency Requirements

The MCO must make provisions against the risk of insolvency and assure that neitheefnrol
nor DHHR are held liable for debts in the event of the ME@solvency or the insolvency of

any SubcontractorsThe MCO must demonstrate adequate initial capital reserves and ongoing
reserve contributions in accordance with the Insurance Commis&ioaguirements. The MCO
must provide financial data ®HHR in accordance witbHHRGOrequired formats and timing.

The MCO must maintain a fiscally sound operation as demonstrated by the following:

1. Maintaining adequate liquidity to meet all obligationglresy become due for services
performed under the provider agreement.

2. Maintaining a positive net worth in every annual reporting period as evidenced by total
assets being greater than total liabilities based on the@l@@ual audited financial
statementlf the MCO fails to maintain a positive net worth, the MCO must submit a
financial plan foDHHR approval outlining how the MCO will achieve a positive net
worth by the next annual reporting period.

3. Maintaining a net operating surplus in every annual tempperiod based on the annual
audited financial statemernt the MCO fails to earn a net operating surplus, the MCO
must submit a financial plan f&f@HHR approval outlining how the MCO will achieve a
net operating surplus within available financial teses by the end of the next annual
reporting period.

If insolvency insurance protection is carried as a rider to an existing reinsurance policy, the
conditions of the coverage must not exclude the I@edicaid line of business.

The MCO must notifpHHR in writing within sixty (60) calendaidays if any changes are made
to the MCUs insolvency protection arrangement.

The MCO must obtain adequate reinsurance, or establish a restricted fund balance for the
purpose of seffnsurance for financial risks acceptas part of this contra®einsurance
arrangements are subject to approvaDbiHR.

8.2 Capitation Payments to MCOs

8.2.1 Time and Manner of Payment

The MCO wil |l be fAat r CostladApderadixA (Ddsaiptien®fr vi ces | i
Covered and Exaded Servicesthrough a capitation payment systéfhe MCO will be paid a

fixed rate PMPMor covered serviceand will not be permitted to collect any additional

premiums from enrollee3he MCO shall also receivefiaed monthlypayment for SNS

administration that will be separate from the capitation received for medical seariddsinded
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by the Bureau for Children and Families (BCHye Departmenwill automatically make

capitation payments to the MCOs each month based on memb@ishipe@rtmentexpects to
process payments on theM#nd make capitation payments on th& g@beach monthMCOs

will be required to submit a quarterly invoice to reconcile any differences between the capitation
payments maelby the Departmemind actual memlpghip.

The Departmenits unable to provide a guarantee of paymé&he Contractincludes a provision
that allows MCOs to terminate ti@ontractfor nonpayment upom sixty (60) day written
notice.The Departmenmust then remedy the conditions containethe notice withirthirty

(30) calendadays following the notice of termination or the MCO may terminate the contract.

The MCO must report to the Department within sixty (60) calendar days when it has identified
the capitation payments or other paymentsxcess of amounts specified in the contract.

All capitation payments are for a full month and not@t@d. The enrollment termination date

for an enrollee will always be the last day of the mor@hapitation rates for fulinonth members
have been adpted to account for members with partial month enrollment, in which no capitation
payment will be made for thogartial monthmembers.Capitation payments for the following
special cases will be made as described below.

1 Individuals who age into a different rate cell during the month: The age of an
individual on the first of the month is used to determine the capitation rate cell for
the whole monthif a person has a birthday in the middle of the month, the
appropriate cell change will go into effect fiodlowing month.

1 Individuals who die during the month: Should an enrollee die during the
month, the MCO must infor@epartmentmmediately The MCO will receive a
capitation payment for that entire mon#tny capitation paymentpaid following
the month dthe enrolleé deathwill be recovered from the MCO.

1 Individuals who are institutionalized for more than thirty ( 30) calendar days:
If an enrolleehas been in a nursing faciliby state institution fothirty (30)
consecutivealendadays, the MCO must infortihe Departmenimmediately.
The MCO will receive a capitation payment for that entire mdfiin the
remainder of that month, the MCO will be responsible for all medical nosts
included in the bundled payment paid to the fac{ivhich will be paid bythe
Department

8.2.2 Risk Corridor

For purposes of this contract, the State shall reimburse the MCO eighty percent (80%)
of costs incurred that exceed ninety-five percent (95%) MLR for those services
meeting the reporting definition as outlined in Article Ill, Section 8.3.8.3

Medicaid Medical Loss Ratio (MLR)

The MCO is required to calculate and report Medical Loss Ratio (MLR) for each fiscal reporting
year, consistent with MLR standards as outlined in 42 CFR 438T8@MCO is required to
maintain a MLR ofatleasteighty-five percent(85%)during thefiscal yearreporting periodor
theentireMedicaid populationThe MLRwill be calculatedby theMCO using themethodology

as described iAppendixG of this Contract
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The MCO must submit an annual MLR repibvat documents the SED and rR8&D populations
separatelythat will be used for rebating purpes in addition to separate detail brokenfouthe
populationin accordance with Append(@ of this Contract that inades at least the following:

1 Total incurred claims

1 Payments made under the Directed Payments Praagapproved by CMS
1 Expenditures on quality improvement activities
1

Expenditures related to activities necessary to comply with program integrity
requiremerg under this Contract

Non-claims costs

Premium revenue

Taxes

Licensing fees

Regulatory fees

Methodology(ies) used for allocation of expenses
Any credibility adjustment applied

MLR calculated by the MCO

If applicable, any remittance owed to the Department

=4 =4 4 4 A4 -4 A5 A -5 -2

Acomparison of the information reported
financial report

91 Description of the aggregation method used to calculate total incurred claims
1 Totalenrolleemonths

An MLR percentagdor each respective populatiofiless than eightfive percent{(85%) must
be one hundrepgercent{100%)reimbursable to the State.

I f an MCOG6s ecedide, itiepresumeditosmeat ar exceed the MLR calculation
standards.

MCOs, PIHPs, oPAHPswill aggregatedata for allMedicaideligibility groups covered under
the contract with th&tate

8.4 Health Insurer Fee

The ACA Health Insurer Fee (HIF) and resulting income taxadexfuctibility will be accounted

for throughan administrative allowance included in the capitation payment. The percentage
allowance was calculated basedtba anticipatediability for the Contract periodOnce each

MCO6s final i ability is known, throughtfet at e wi |
capitation paymentsf the amount paid is less than the liability amount, an increase will be made

to future capitation payment$.the amount paid is greater than the liability amount, a decrease

will be made to future capitation amounts.
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8.5 Third Party Liability (TPL)

Under Section 1902(a)(25) of the Social Security B¢iHR is required to take all reasonable
measures to identify legally liable third parties and treat third party as a resource of the Medicaid
beneficiary.The MCO must conlyg with W. Va. C.S.R. 8%-11, as well as all applicable state

and federal statutes, regulations and casenMa@n identifying and collecting third party

payments.

The MCOmustpursueand require itSubcontractors to utilize or pursue, when available,
covered medical and hospital services or payments for Medicaid managed care enrollees
available from other public or private sources, including Medicare. This responsibility includes
accident and traumases that occur while a Medicaid beneficiary is enrolled in the MiCO.

there is no established liable third party at the time of service, but later a third party is identified
as liable for the claim, the MCO should seek to recover the payment. Thicowayaden the
Medi caid beneficiary requires medical serv
Compensation, or other cases where the thi
care is provided. It may also occur when the MCa&ris of the existence of health insurance
coverage after medical care is providéde MCO or its Subcontractor should first seek

recovery from the liable third partif.that is not feasible (for examplejth Medicare), it may

be necessary to recoup th@yment from the provider and ask the provider to rebill correctly.

i ce
r d

The MCO will retain all funds collected as part of this activity. The MCO must review service
information to determine that all third party payment sources are identified and payment is
pursued.

As part of this requirement, the State has determined that the MCO has the sole and exclusive
responsibility and right to pursue, collect, and retain third party payment for services covered in
the Medicaid managed care benefit packd@O capitaion payment rates are set accordingly

If the MCO determines that it will not pursudhird Party Liability(TPL) case that is known to

the MCO, the MCO must notifHHR on the 13" of each monttby submittingan electronic

file, in a format to be specified IYHHR, listing these identified PL casesFor these cases,

DHHR or its contractor will have theote and exclusive right to pursue, collect, and retain
recoveries of these third party payments.

The MCO must also report TPL informatian a file format to be specified iyHHR, including
status updates on any casesitied for pursuit toDHHR on amonthlybasis.The MCO must
contactDHHR if it becomes aware that an enrollee has become eligible for Medidale on
Medicaid. Itmustalso notifyDHHR as it becomes aware of other insurance coverage.

Confidentiality of the information will be maintained as required by federal regulations, 42 CFR
431 Subpart F and 42 CFR Part 2.

8.5.1 Pay and Chase

Even when PL has been identified, tiCO must pay the claim and then seek payment from
TPL in the following scenarios or for the following services:

1 Medical Support Enforcementi if the claim is for a service provided to an
individual on whose behalf child suppertforcement is being carried out if: 1)
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the third party coverage is through an absent parent; and 2) the provider certifies
that, if the provider has billed a third party, the provider has waited thirty (30)
calendar days from the date of service withegtiving payment before billing
Medicaid. This requirement is intended to protect the custodial parent and the
dependent children from having to pursue the-cwstodial parent, his/her
employer, or insurer for third party liability

1 Prenatal and Preventive Pediatric Services for claims for prenatal care and
preventive pediatric services (including immunizations and EPSDT screenings
and preventive services).

1 Labor & Delivery and Postpartum Care i for claims for labor and delivery and
postpartum care (but not for inpatient hospital costs associated with labor and
delivery).

1 Right from the Start (RFTS) T for claims for RFTS services

8.6 Special Payment Arrangements
8.6.1 Responsibility for Inpatient Care

Medical ®verage of services ah inpatient care facilitghargess considered to be the
responsibility of the entity that the enrollee was enrolled under at the time of theinpiaitdent
facility admission (e.g., MCAQHHR). Responsibility fomedicalinpatient care will be
assigned accordingly in the following circumstances:

91 Disenrollment: Forthe MCO enrolleereceiving inpatient care at the time of
disenrolimenfrom managed cayeoverage of inpatient facility charges
(including charges at a transfer facility, if therolleeis transferred during the
stay or within a facility) provided after the effective date of disenrollment will be
the responsibility of the MCO until trenrolleeis discharged. Coveragé all
othercovered service@ncluding, but not limited to emergentnansportation,
professional fees during the inpatient stay and outpatientmanayledduring
the inpatient stay will be the responsibility@HHR as of the effective date of
disenrollmenfrom the MCO. In the @se of insolvency, the MCO musiver
continuation of services tenrollees for duration of period for which payment has
been made, as well as for inpatient admissions up until discharge.

1 MCO Transfer: FortheMCO enrolleereceiving inpatient care at the time of
transfer to another MCO, coveragiinpatient facility chargeéncluding charges
at a transfer facility, if thenrolleeis transferred during the stagijovided after
the effective date dfansfer between the MCQ@sll be the responsibility of the
MCO in which theenrolleewas enrolled at the time of the admission, until the
patient is discharged from tlpatientfacility. Coverage o#ll other services
(including, but not limited to emergency transportation, professional fees during
the inpatient stay and outpatient casd) be the responsibility of the MC@hat
theenrolleetransfers tpas of the effective date of the enrollmartb another
MCO.

1 Inpatient Transfer: Fortheprospectiveenrolleereceivnginpatient care at the
time of enrollmentnto the MCOand who trasfess inpatient facilities as part of
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the same admission, coveragengfatient facility chargeprovided after the
effective date othe MCOenrollment will be the responsibility @HHR. If an
enrolleeis discharged and admitted to another inpatienlitigacoverage ofall
services provided at the inpatient care facility will be the responsibility of the
MCO.

When a MCCQCenrolleeunder the age dfventy-one(21) is admitted to an inpatient facility and
taken into the Depar teaemonth, hesMCO wil assucheliabdity fori n g

t
all services provided for as long as #reolleer e mai ns on t he MCOG6s enro

MCO receives a capitation payment. During this time, the MCO must continue to provide all
care coordination angervice authorizations.

Article Ill, Section8.6.1, Responsibility for Inpatient Care, does not apply to behavioral inpatient
and residential care services.

8.6.2 Loss of Medicaid Eligibility

The MCO is not responsible for the inpatient facitibhargedor aenrolleewho is no longer
eligible for Medicaid coveragas ofthe first of the month following thiess ofMedicaid
coverage

8.6.3 Excluded Providers

In accordance with 42 CFR001.1901(c)(5)payment under Medicaid is navailable for

excluded providers except for emergenogdicalservicesor items To be payable, a claim for

such emergency items or services must be accompanied by a sworn statement of the person
furnishing the items or services specifying the naturb@eimergency and why the items or
services could not have been furnished by an individual or entity eligible to furnish or order such
items or servicesNo claim for emergency items or services will be payable if such items or
services were provided by axcluded provider who, through an employment, contractual or any
other arrangement, routinely provides emergency health care items or services.

8.6.4 Maternity Kick Payments

DHHR may provide special payments for certain maternity services, as outliGemiract
AppendixB, Capitation Rates.

8.6.5 Payments to Durable Medical Equipment (DME) Providers

TheMCO must reimburse at leaste hundreghercent(100%) of the currenEFSMedicaid fee
schedule to imetworkdurable medical equipme(@ME) provides, unless such provider

agreed to an alternative payment schedule. The Department will notify the MCO of any changes
in theFFSMedicaid schedule as soon as administratively possible. The MCO must adjust the
reimbursement schedule tometwork provider witin thirty (30) calendadays of the
Department 6s noti fi dcBSMedicaidsohkduleany changes in

8.6.6 Directed Payments to Certain Qualified Providers

Directed PaymentBrogram(DPP)is a progranthatprovides qualifying providers with
additional dollars as an access fee for Medieaiallees utilizing their services (inpatient
admissions, outpatient claims, or physician visats) focuses more dollars to higher need
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settings Payments to providers Wbe baed uporenrolleeutilization of services at each
provider during the quarter.

The providers will fall into onél) of the followingcategories, with an associated dollar amount
related to eachategory urban, rural, tertiary safety net, and rugafety net.

DPP is establl®ed in accordance with CMS requirements, including:

1 In accordance with 42 CFR 8§ 438.6(c)(2)(i)(C), the Department expects this
payment arrangement to advance at least one of the goals and objectives in the
quality strategy reqred per 42 CFR § 438.340;

1 In accordance with 42 CFR § 438.6(c)(2)(i)(E), the payment arrangement does
not condition network provider participation on the network provider entering into
or adhering to Intergovernmental Transfer Agreements;

1 In accordance wh 42 CFR § 438.6(c)(2)(i)(F), the payment arrangement is not
renewed automatically;

In accordance with 42 CFR 8 438.6(c)(2)(i), the Department must assure that all expenditures for
this payment arrangement are developed in accordance with 42 CFR 84@8t4ndards
specified in 42 CFR § 438.5, and generally accepted actuarial principles and practices.

Annually, the State will estimate the allocation to be assigned tow@c¢hrate cell using rate
development basdustoricalutilization for the estimategdayment distributionThe quarterly
provider payment will be ¢eulated using actual time period utilizatibased omuarterlyMCO
reports on outpatient, inpatient, and physician touchpoints with ¢Byegonths of paid claims
run-out.

8.6.6.1 DPP Allocations
Allocations will be based upon the following:
1. EnrolleeCategory of Aid (COA)

2. Category of Service (CO%)Inpatient Admissions, Outpatient Visits, and Physician
Visits; and

3. Provider Resource LevélRural NonSafety Net, Urban NoSafety Net, Rual Safety
Net, Urban Safety Net, Public Safety Negrtiary Safety Netand Academic Physician
Groups

The State will calculate an access fee for each touchpoariralleehas with a qualifying
entity. A fixed dollar amount will be assigned to each sartiype and for each Qualified
Provider type. No DPP funds will be applied to the maternity kick payments.

8.6.6.2 Qualified Providers
For the purposes of this subsection Qualified Providers include:
1. A nonstate, but government owned facility such as a county or city hpspital
2. University Practice Plan@ffiliated with a public academic institutign
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3. Public safety net hospitals;
4. Private hospitalexcept forCAH; and

5. Hospitals dentified as urban, rural, tertiary safety ragtdrural safety net

8.6.6.3 Directed Payments to Providers

The Department will pay the MCO a quarterly access payment for each Qualified Provider that is
based oractualutilization of inpatient admits armmltpatient services for hospital providers

utilization of physician visits for University Practice Plans r epor ted i n the MCC
report The Departmentodés quarterly access payment
payments.

The MCOmustmake payments to Qualified Providers based on the number of inpatient admits,
outpatient claims, and/or physician visits. ThieectedPayments must be sent to Qualified

Providers withirfifteen (15) calendar days after the MCO receives the amounts from the
Department. These payments are in addition to any amount the MCO is required by agreement to
pay for the provision of services under the Contract.

Dental and behavioral health services are excluded from the Directed Payments requirement.

8.6.6.4 Directed Payments Reporting

1. The Departmenwill send each MCO a report along with its quarterly payment that
indicates the amount of the total payment for each Qualified Provider.

2. The Department will send each Qualified Provider a quarterly report summarizing
utilization per category of service by MCO used to determinBitleetedPayments.

3. Within thirty (30) calendar days of receipt of payment of BieectedPayments from the
Department, the MCO must submit a quarterly report indicating the following:

1 Qualified Roviders that received Directed Payments;

9 Total amount paid to each Qualified Provider;

1 The date such Directed Payments were made to the Qualified Providers; and
1

The amount of total payment made to all Qualified Providers.

8.6.6.5 Directed Payments Adjustment

The MCOis prohibited from makingny changes to the DREimbursement levelsnless at the
direction ofthe Department

No retroactive adjustments to the Directed Payments may be issued by theM@®ualified
Providersunless sucletroactive adjustmentasapprovedoy the Departmenihe Department
maytreat suclretroactiveadjustmergto a claimas aviolation of Article lll, Section3.7, Timely
Payment Requirement.
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8 .6.7 Medicaid Institutions for Mental Diseases (IMD)

Institution for mental diseas€dMD) means a hospital, nursing facility, or other institution of

more tharsixteen(16) beds that is primarily engaged in providing diagnosis, treatment or care of
persons with mental diseases, including medical attention, nuwaiagnd related services.

Whether an institution is an institution for mental diseases is determined by its overall character
as that of a facility established and maintained primarily for the care and treatment of individuals
with mental diseases, whetha not it is licensed as such. An institution for Individuals with
Intellectual Disabilities is not an institution for mental diseases.

The MCO must contract with all accredited IMD facilities in the state of West Virginia.

Per 42 CFR 438.6(e), the MCO shall receive capitation payments fentbeesagediwenty
one to sixtyfour (21-64) admitted forinpatient treatment in aiviD, so long as the facility is a
hospital providing psychiatric services.

Per 42 CFR 438.3(e)(2),n lieu ofservice® are services or settings that are offered in place of

sewices or settings covered under the Contridotlieu of service® must be medically

appropriate and cosgfffective. The MCO may offer thesvices or settings tenrolleesand must
receiveenrolleeconsent to use the Iireu of services.The provision of inpatient psychiatric
treatment in an | MD must meet the requirement

The MCOmustbe responsible for inpatient treatment in an IKDup to fifteen (15) days

during a calendar montBoth voluntary and involuntary commitments are the responsibility of
the MCO. Placement in an IMD is considered an emergency service and as such, the MCO
cannot require a prior authorization for placement in the IMDitseforty-eight (48) hours.

If an enrolleetwenty-one (21) to sixtyfour (64)has astay(s) that exceeslfifteen (15) daysin
aggregate in a monttheresponsibility of payment for coverage will transfer from the MCO to
the Office of Health Facilitie@OHF) starting on theixteen(16th) day of the stayn the month.
Once the stay exceeds fifteen (15) days in a month, OHF will be responsible for payment
through the end of the stay under the following conditions:

1 For voluntary patients after fifteen (1&ays, medical necessity criteria must be
met for payment to be issued by OHF; the M@G0stretain the responsibility of
determining medical necessity for therolleethrough the entire length of stay.
No payment to the IMDnaybe issued for voluntaryatients stays once medical
necessity is not met.

1 For involuntary patients, payment may be made by OHF prior to day sixteen (16)
if medical necessity criteria are no longer met; however, it is the responsibility of
the provider and the MCO to transitidretpatient to a more appropriate level of
care in as timely a manner as possible once this criterion is not ineetate will
conduct ongoing reviews of patients with stays beyond the medical authorization
period to determine if corrective action is vaarted.

For stays over fiftee(lL5) daysin a month: thenrolleewill remain enrolled in the MCO; the
MCO will continue to receive PMPM payments for #reollee and the MCO will retain
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responsibility for any noiMD covered services, including coordimag services at the
appropriate level of care for tle@rolleeduring discharge planning.

The MCO must submit to the Department artminthly report identifyingenrolleegwenty-one
(21) to sixty four (64)with an IMD stay of greater than fifteen (15) dalysing the calendar
month. This report must be provided to BMS on th& di6d 3% of each month.

The MCO must engage with the IMD facility to initiate discharge plannirigdititate the
e n r o Isucaessfiil seturn to the community. The M@@stmakeevery reasonable attempt to
identify appropriate outpatient services for émeollee

This IMD provision is not applicable to inpatient psychiatric hospital services for individuals
under age twentpne (21) as defined in 42 CFR 440.160.

8.7 Enrollee Liability
The MCO cannot holdn enrollee liable for the following:

1. The debts of the MCO if it should become insolvent;

2. Payment for services provided by the MCO if the MCO has not received payment from

DHHR for the services, or if the provider, und@ontractor other arrangement with the
MCO, fails to receive payment fro®HHR or the MCO; or

3. The payments to providers that furnish covered services urienteactor other

arrangement with the MCO that are in excess of the amount that normally would be paid

by the enrollee if the service had been received directly from the MCO.

8.8 Managed Care Premium Tax

Pursuant to 42 CFR 438.5(e), the premium tax will be part of thdeaoafit component of
the capitation rates, and, as such, the cost of the tax on thesMi@® inclusive in the
PMPM capitation rates paid to the MCO as follows:

(i) The first 250,000 Medicaid health plan member months will be taxed at a rate of $35.00

per member month;

(i) The next 250,000 Medicaid health plan member months will be t@xadate of $20.00
per member month;

(iii) Any Medicaid health plan member months in excess of 500,000 member months will be

taxed at a rate of $1.00 per member month.

BMS will perform the end year reconciliation of the premium tax amounts at the MCIO leve

as compared to the premium tax component included in the PMPM.
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9. FRAUD, WASTE, AND ABUSE REQUIREMENTS
9.1 Fraud, Waste, and Abuse Guidelines

9.1.1 General Requirements

Program Integrity requirements under the contract are outlined in 42 CFR 438.60@ and
incorporated herein by referendée MCO must have administrative and management
arrangements or procedures that are designeetéztFWA. The procedures mustclude a
methodto verify with a sample of enrolleashether billed services were recailvdhe MCO
must submit itdvledicaidcompliance plamo the Departmertty Octoberls each yearThe
compliance plamustinclude policies and procedures to prevent, detect, investigate, and report
potentialFWA incidences as outlined lJHHR. Funds misspent due to fraudulent or abusive
actions by the organizations or 8abcontractors will be recoveretihe MCO, and any
subcontractor responsible for coverage of services and payment of chaisisnclude a
Regulatory Compance Committee (RCn the Board of Directorsnd at the senior
managemerievel. The committeemustberesponsible fooverseeing the organization's
compliance program and its compliance with the requirements under the contract.

9.1.2 Special Investigations Unit (SIU) and Coordination with the State

In order tofacilitate cooperation witkthe state, the MCO must establish and maintain a special
investigationsunit (S1U), either iRhouse or byContractwith another entity, to investigate
possible acts of fraud, waste, ouab for all services provided under the Contract, including
those that the MC@ubcontracts to outside entitidshe MCOand MCO SlUmustwork with
DHHR, the Medicaid Fraud Control Unit (MFCU), tiA¢torney GeneralAG), CMS, and ACF

to administer effect® FWA detection and preventigracticesThe MCO must take part in
coordination activities within the state to maximize resourceBWA issues. The MCO must
meet regularly wittbHHR, the MFCU and the EQRO to discuss plans of action, and attend
FWA training sessions as scheduled by tteté&SMCO reporting procedures and timelines for
FWA complaints and outcomes must m8ette established guidelines.

9.1.2.1 Program Integrity Staffing Requirements

The MCO must have at least the equivalent of alietime, West Virginiabased Program
Integrity Professional who is dedicatede hundred percent@®6) to the WV Medicaid
program and who can, at a minimum, perform the following duties:

1. Initiate investigations and develop FWA cases for future action.
2. Follow up appropriately on program integrity leads from the Department.

3. Execute and respond to requests for information (RFIs) from the MFCU, including
MFCU data requests.

4. Execute and respond to RFIs from the Department, or other State actors.
5. Act as the pmt of contact for program integrity deconfliction.

6. Participate in West Virginidbased training, task forces, and other relevant meetings.
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For initial implementation, the MC@ust meet the staffing requirement withinety (90) days
of the contract effeote date

Outside the initial implementation period, the MCO must notify the Department of any absence
or vacancy more than thirty (30) days and must include a contingency plan for fulfilling the
program integrity requirements during the absence or vacancy

9.1.2.2 Program Integrity Points of Contact

The MCO must designate ofE) primary and on€l) secondary contact person for AHHR
Program Integrity and MFCU reque$ts data, records, or other informatiddHHR or MFCU
records requests will be sentthe designated MCO contact person(s) in writing via email, fax
or regular mail and will provide the specifics of the information being requested. Theli€O
respond to the appropriaBHHR or MFCU staffenrolleewithin fourteen(14) calendaidays or
within the timeframe designated in the requéghe MCO is unable to provide all of the

requested information within the designated timeframe, an extension may be granted and must be

requestdin writing by the MCO no lesthan two(2) business dysprior to the due dat&.he
data records, or informatiomust be provided in the order and format requested.

9.1.3 Internal Compliance Plan

The MCO or itssubcontractor, to the extent that the subcontractor is delegated responsibility by
the MQO for coverae of services and payment of claims under the contract between the state
and the M@, is requiredo implement and maintagncompliance progranthe MCOand its
subcontractorsust have in place internal controls, policies, and procedures to prevent and
detectFWA andmust have a formalledicaidcomplianceplan with clear goals, assignments,
measurements, and milestones

9.1.3.1 Required Elements of the Internal Compliance Plan
The MCQOs Medicaidcomplianceplan must include the following elements:

1. Written policies, procedures, and standards of conduct that articulate the orga@&zation
commitmentto comply with all applicableequirements and standards under the contract,
and all applicablé&ederal and Statequirements

2. The designation of a comphce officemwho is responsible for developing and

implementing policies, procedures, and practices designed to ensure compliance with the

requirements of the contract and who reports directly to the CEO and the Board of
Directors

3. The establishment ofRegulatory Compliance Committee on the Board of Directors and
at the senior management level charged with overseeing the organizations compliance
program and its compliance with the requirements under the contract;

4. A system for training and educationoéth c omp |l i ance offi cer and

employees, including senior management, on state and federal standards and
requirements under the contract

5. Effective lines of communication between the compliance officer and the organization
employees;

6. Enforeement of standards through wpliblicized disciplinary guidelinesnd
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7. Establishment and implementation of procedures and a system with dedicated staff for
routine internal monitoring and auditing of compliance risks, prompt response to
compliance issue#vestigation of potential compliance problems as identified in the
course of selevaluation and audits, correction of such problems promptly and
thoroughly (or coordination with law enforcement in instances of criminal acts) to reduce
the potential forecurrence, and ongoing compliance with the requirements under the
contract

9.1.3.2 Required Procedures for the Internal Compliance Plan
TheMCOG6s Medi c a ipldhmuastalsopriclude pracedures for:
1. Conducting regular reviews and audits of operatito guard againBWA;

2. Verifying, through sampling or other methodg#ether services reimbursed were actually
furnished teenrolless, including documenting the results of verification activities

3. Assigning and strengthening internal controls to enslaiens are submitted and
payments are made properly;

4. Educating employees, network providers, and beneficiaries &v¥datand how to report
it;

Effectively organizing resources to respond to complainBB/\éA;

Establishing procedures tavestigatecWA compgaints;

Establishing procedures for reporting informatioibtéHR; and

© N o O

Developing procedures to monitor service patterns of provi8ebgontractors, and
beneficiaries.
9.1.3.3 Training of Senior Management, Employees, and Subcontractors

The MCOs and it subcontr act oasygtdn far wamipganda n c e
education othefollowing individuals ornthe federal and state standards and requirements under
the contract

1 The CEQ

1 The CFQ

1 The organization's senior managemantd
1 The organization's employees.

9.1.3.4 Requirement to Monitor Provider and Beneficiary FWA

The MCO must monitor provider fraud for underutilization of services and beneficiary/provider
fraud for overutilization of serviceMonitoring should includgbutis not limited to the
following:

1. Identifying provideiFWA by reviewing for:

a. A lack of referrals;
b. Patterns of self referral;
c. Improper coding (upcoding and unbundling)
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Billing for services never rendered

Billing non-covered services as covered sersjce
Unqualified providers billing for services; or

g. Billing for medically unnecessary services

~ 0o

2. ldentifying beneficiaryr WA by reviewingfor:

a. Overutilization of services, includingappropriate emergency caoce
b. Cardsharing.

The MCOmustsubmita r eport summar i zi n gesultsloetheddCOb6s act i v
monitoring analysefor the current state fiscal yearDHHR by Junel5™ of each year

The MCO must have procedures in place for prompt notification to the Department when the
MCO becomesawae of an enroll eebds death, change of |
circumstances that may affect eligibility.

The MCO must have a procedure in place for prompt notification to the Department when the

MCO becomes aware of a changeinanetworkovi der 6 s circumstances t
net work provideroés eligibility to participate
termination of the provider agreement with the MCO.

9.1.4 Fraud, Waste, and Abuse Reports

The MCO mussubmit a report tHHR within fifteen (15) calendadays of the end of each
monthregardingprogram integrity activities and suspecfealid, waste andor abusddentified
during the priomonth The reporimust conform to the FWA Report template pr@ddy the
Department anchust includecompleteinformation onthe followingprogram integrity activities

1 All program integrity activities initiated by the MCO or its contractors, and
related outcomes;

Referrals made tbHHR/MFCU:;

All overpayments identiéid including those unrelated to program integrity (i.e.,
administrative overpaymentg)er 42 CFR 438.60&nd

1 All overpayments recovergthcluding those unrelated to program integrity (i.e.,
administrative overpaymentger 42 CFR 438.608

The MCO mussubmitto DHHR by the 18" of each montlthe Suspension and Adverse
Enroliment Actionreportfor all in-networksuspensiongerminations for causand provider
credentialing denialand norrenewaldor causeduring the prior calendar monthas notedn
Article 111, Section3.1.4 and Appendix DSee also Atrticle Ill, Sectio.2, and Credible
Allegation of Fraud

The MCO will notify DHHR of all incident®f suspected fraydvaste or abuseeven if it is also

referredto an entity other thaDHHR such a theappropriate licensing and/or disciplinary
bodiesor other appropriate authorities
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9.1.5 Investigations

The MCO must cooperate and asBistHR or any State orFederal agency charged with the duty
of identifying, investigating, sanctioningr prosecting suspecteéraud, waste, or abus&he

MCO is responsible for investigating possible actsaid, waste, or abuger all services,
including those that the MCO subcontracts to outside entities.

If the MCOidentifies thafraud or abuse has occurred in Medicaidprogram, based on
information, data, or fas, the MCO musimmediately notify theOHHR OPIfollowing the
completion of ordinary due diligence regarding a suspdcaed or abuse casé.DHHR OPI
accepts the s for State investigain, the MCO may not engage imvestigation efforts other
than coordinatiorffortswith the StateThe DHHR OPImust supplya notice to the MCO
notifying it of the case acceptance statoesater than the ten{i0") business dagfter the MCO
notifies theDHHR OPI of the suspected fraud or abusbe MCO may proceed with the
investigationor payment recovery efforts if the MCO receiasotice from theDHHR OPI
and/orthe MFCUindicating that the MCO is authorized to proceeth a caseNotification that
MFCU does not accepitereferralmustbe deemed authorization for the MCO to proceed with
the caself theMCO has not receivedresponse from OPI after thré®) requests by the MCO,
or within forty-five (45) calendaidays ofsubmission of referral, the MCO may proceed with its
investigationup to and including recoveries

9.1.6 Prevention and Detection

The MCO must regularly submit encounter data as requestetibir, as well as other data
specified in Article 111, Sectio®.10 of this contract. All other terms and conditions of the
original Puchase of ServicE€ontractwill remain unchanged and in full force and effect.

9.1.7 False Claims Act

Pursuant to Section 6032 of the Deficit Reduction Act of 2005, any entity whoesa@ivmakes

Title XIX (Medicaid) payments of at least $5,000,000 annually must establish written or
electronic policies and procedures for the education of employees of affected entities regarding
false claims recoveries.

9.2 Credible Allegation of Fraud

42 CFR455.23 requires the State Medicéidency to suspend all Medicgihyments to a
provider after théAgency determines there is a credible allegation of ffaud/hich an
investigation is pending under the Medicaid program against an individedity unless the
agency has good causetto suspend payments or suspgagment only in part. The rules
governingpayment suspensions based upon pending investigations of credible allegations of
fraudapply to Medicaid managed care entities.

9.2.1 Provider Payment Suspension

The MCO is required to cooperate wille Departmentvhen payment suspensions amgosed
onthe Medicaid provideby theDepartmentWhenthe Departmensends notice that payments
to a provider have beeuspended, the MCO muaso suspend payments to the provider within
one(1) businesslayif such provider is in the MCO network and receives paymé&ten such
notice is receiveftfom the Departmenby the MCQ the MCO must respond to the notice within
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three (3)ousiness dayand informthe Departmendf whether the MCO has implemented the
suspension.

The MCO must also report all of the following informatiorthe Departmentonthly. name of

the suspended MCO providelate the suspension was imposed, date the suspension was
discontinued, reason for discontinuing the suspension, ambpayments held, and, if

applicable, the good cause rationale for not suspemaipgent (for example, the provider is not
enroll ed in the MCOpatial pagnem suspensidd@Osmustmglods i ng a
in their monthly report those providers that the MCO was notified @fiBMR. Reportsmust

also include the amount withheld from providers on a cumulative Gdsssinformation must

be reported on the Suspension and Adverse EnrdilAeion Report template created by the
Departmentlf the MCO does not suspend payments to the provideepartmentay impose
contractual remedies.

The Departmerit responsible for evaluating allegations of fraud and imposing payment
suspensions, vem appropriate, for those MCO providers whoapart ofthe Statd=FS
network.The MCOis responsible foinitiating payment suspensisivased on the credible
allegation of fraud for its imetwork providersvho are not a part the Stdt&Snetwork For
payment suspensions initiated by the MCO, the MCO wcwsiply with all requirements of 42
CFR 455.23. The MC@ustreport the followingnformation tothe Departmeniithin one (1)
business day after suspensitre nature of the suspected fraud, basishfeisuspensiomate
the suspension was imposed, date the suspension was discontinued, redisoarfonuing the
suspension, outcome of any appeals, the amount of paymentar®ld,applicable, the good
cause rationale for imposing a partial paytrerspension.

9.3 Treatment of Overpayments

The retention of overpayments is dependent upon the circumstances under which such
overpayments are identified and investigatethe MCO does not identify and take action to
recover provider overpayments itiely manner, the Department reserves the right to identify,
recover, and retain said overpaymeifitse Department will afford the MCO a reasonable grace
period, as determined by the Department, to identify and recover overpayments from MCO
providers befee the Department will seek to recover and retain said overpayments.

The Department and the MCO will participate cooperatively in deconfliction procedures to

prevent duplication of program integrity activitidhe monthly FWA report submitted by the

MCO pursuant to Article 1ll, SectioA. 1 of t he Contract and the Dep
Program Integrity Activities will be utilized as deconfliction tod&confliction will occur

regardless of the grace period determined by the Department

9.3.1 Departmentd s Ri ght to Coll ect from MCO

The Department shall have the right to recover provider overpayments, including those
overpayments due to WFA, from the MCO if:

1. the Department or its contractor identifies an overpayment made by the MCO to the
provider;

2. the pament occurred outside the grace period, as defined by the Department;
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3. the MCO has not previously identified the overpayment via the deconfliction process
outlined herein; and

4. the MFCU or other law enforcement entity is not pursuing the provider.

The Depament will send notice to thBICO with all information upon which the overpayment
determination was based, along with a demand for payfieatMCO will enter into a payment

agreement within thirty (30) calendar days of receiving notice, and effectyatemawithin

ninety (90) calendar days of notificatidfailure to adhere to this process will result in liquidated
damages as described in Appendidrirthe event that the MCO is invoiced for the overpayment

by the Department, and the MCO recoverstreowp ay ment from t he provi dg
sole remedy is under the provisiFopoevidenf t he pr
appeals arising from actioteken pursuanb this section, the MC@ustcommunicate the

result of those appeals to thef@artment within sixty (60) calendar days of the final decision.

9.3.2 Departmentds Right to Collect from Providers

The Departmerthasthe right to recover provider overpayments, including those overpayments
due to fraud, waste, or abuse, from the provider

1. the Department or its contractor identifies an overpayment made by the MCO to the
provider;

2. the payment occurred outside the grace period, as defined by the Department;

3. the MCO has not previously identified the overpayment via the deconfliction process
outlined herein;

4. the MFCU or other law enforcement entity is not pursuing the provider; and
5. the Department, in its sole discretion, determines it is unable to collectifeomCO.

The Department wilsend notice to thICO of its intent to collect from the provider and will

initiate recovery actions with the providém the event that the Department chooses to exercise

its right to collect the overpayment directly frorpravider, the MCO assigns to the Department

any rights it has to collect overpayments from the provigiech payments recovered will be

retained by the Departmerithe MCO must advise their providers, via contract provision,
addendum, notice or othersuib| e met hod, of the Stateds right
to an assignment of rights as described inthisseclitoep r ovi der 6 s appeal ri gt
of the Department collecting an overpayment directly from the provider are outlinedBN e

Policy Manual, chapter 800(B).

9.3.3 MCO6s Right to Recover Overpayments

The MCO must diligently engage in efforts to identify and recover overpayments that do not
require a referral to the Stateverpayments identified and/or recovered must bertegpon the
monthly FWA report.

Unless otherwise specified in this contract, when the MCO or its subcontractor identifies
overpayments, thmayrecover and retain those overpayments directly from the providers, if:

a. the MCO was not required #@bstain fron collections from the provider, due to a MFCU
or other law enforcement investigation;
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b. the Department has not duplicated this recovery, consistent with this section;

c. the MCO followed proper procedures regarding fraud and/or abuse referrals to the
Departnent;

d. the MCO properly and timely disclosed the required information on its monthly FWA
report;

e. the encounter data is properly adjusted to reflect the recovery; and
f. such recovery is not prohibited by federal or state law.

If the MCO fails to adhere to therohibitions and requirements of this section,M@O may be
subject to forfeiture of the funds to tBepartmentind the imposition of liquidated damages as
described irAppendix

If an overpayment has been referred by the MCO to the Department, due to suspected fraud or
abuse, and is subsequently returned to the MCO, the MCO may collect and retain these
overpayments directly from the provider, consistent with this section. Howketrer MCO has

not taken action to collect the overpayment within ninety (90) calendar days of notification by
the Department, the Departmenaycollect and retain the monies.

| f the Department identifies a esad,pkecdrd roefear
lead to the MCO for further investigation and recovery, the MCO will retain one hundred percent
(100%) of its recoveries, pursuant to the requirements and prohibitions outlined in (a) through (f)
above If the Department has partialbpmpleted an audit or investigation, and, in its sole
discretion, the Department refers that information to the MCO for further investigation and
recovery, the Department and MCO may negotiate a percentage division of any recoveries to be
split by the Deprtment and the MCO, on a céasgcase basisThe Department reserves the

right to resume the audit or investigation if no agreement as to percentage division of any
recovery can be agreed upon. If the Department, or an entity contracting with the Departme
performs the entire investigation leading to identification of the overpayment, thereby giving it
the right to keep one hundred percent (100%) of the overpayment, the Department, in its sole
discretion, may opt to divide the recoveries with the MC@nimmount determined by the
Department.

Pursuant to 42 CFR 438.608(d)(Bistprovision does not apply to any amount of a recovery to
be retained unddfalse Claims Actases or through other investigations.

9.3.4 MCO6s OpportunityRecaveribsarti ci pate in Fraud

The MCOmustsubmt fraudand abuse referrals to the Department using the prescribed form.
Referral information submitted to the Department by an MCO will be distributed to all
potentially impacted MCOs, along with a request for information)(RFpon receipt of the
referral information and RFI, the MCQustrespond by the due date included in the R&llure

to respond timely, completely, and accurately may result in the MCO not participating in any
related fraud recoveries, and may aissut in liquidated danages as described in Appendix F
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9.3.5 Provider Reported Overpayment

In addition to internaprocesses to identify any overpayments, the MCO must have a process in
place for network providers to report receipt of an overpayment. Th&lpros required to

notify the MCO in writing of the reason for the overpayment and return the full amount of the
overpayment to the MCO within sixty (60) calendar days after the date on which the
overpayment was identified.

9.3.6 Impact on Medicaid MLR and Rate Setting

Pursuant to 42 CFR 438, overpayment recoveries must be deducted from incurred claims when
calculating the Medical Loss RatfvILR), and encounter data must be adjusted appropriately
for rate setting purposes.

100.CHI LDRENGS DENTAL SERVI CES
1001 Chil drend6s Dent al Sef’lvices Administration

The MCO must provide chil dr e nestyode@i)tyeaisofs er vi ¢
age as covered services in an amount, duration, and scope reasonably expected to achieve the
purpose for which the services are furnisiigee MCO may place appropriate limits on a service

on the basis of such criteria as medical necessity autif@ation control, consistent with the

terms of thisContractand clinical guidelines.

The MCO may employ the services of a Dental Contractor serving as a dental benefit manager or
utilization review agent i f ssuental benefireguivalenter or
to the requirements describedAppendixA and in accordance with this Contract. If the MCO

elects to employ the services of a Dental Contractor or utilization review agent, the MCO is

required to comply with albubcontractorequirements outlined in this Contract.

10.2 Covered Dental Services

The MCO covered services must be provided by a licensed dentist or dental specialist in an

office, clinic, hospital, ambulatory setting, or elsewhere when dictated by the need for titagnos
preventive, therapeutic, or palliative care, or for the treatment of a particular injury as specified
inAppendixA of this Contract. Medicaid chil drenods
preventive treatment, restorative treatment, endicltmeatment, periodontal treatment, surgical
procedures and/or extractions, orthodontic treatment, complete and partial dentures, as well as
complete and partial denture relines and repairs. Also included are adjunctive general services,
injectable mediations, and oral and maxillofacial surgery services.

10.3 Dental Director

The MCO must have a qualified licensed dentist to serve as the Dental Director for the dental
benefit. The Dental Director, or his or her designee meeting the qualifications d#sdrdwe,

must be available for dental utilization review decisions and must be authorized and empowered
to respond to dental clinical issues, utilization review, and dental quality of care inquiries.

7 The MCO must cover the full scope of the dental services under the EPSDT coverage requiremerbcar
under twentyone (21).
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10.4 Oral Health Fluoride Varnish Program

The MCO must éucate its network providers about EIHR Infant and Child Oral Health
Fluoride Varnish Program for Primary Care Practitioners, wRA&®smay receive a
reimbursement for fluoride varnish application. Provigeesencouraged to complete the Smiles
for Life Curriculum course prior to administering, but are not required to do so.

10.5 Coordination of Care

Pursuant to 42 CFR 438.208, the MCO is responsible for the management of dental care and
continuity of care for all affected MCénrolless. The MCO or the MCOG6s PCF
enrolleesto see their dental provider at least once every six (6) months for regularugsck

preventive pediatric dental care, and any services necessary to mewilleeé diagnostic,

preventive, restorativsurgical, and emergency dental needs.

Per Article 1ll,Section2. 2, t he MCO6s PCP must coordinate c:;
to a dentist for children beginning ik (6) months after the first tooth erupts ortaelve (12)

monthsof ageas a p# of the EPSDT process. Dental screenings are covered for any child under

the age ofwenty-one Q1) years per the recommended guidelines set forth by the American

Academy of Pediatric Dentistry (AAPD) and Bright Futures.

10.6 Continuity of Care for MCO Orthodontic Services
The MCOO6s rei mbursement for childrendéds orthod
treatment

10.7 Continued Care for Active Orthodontia

The MCO must ensure, in conjunction widddHR, continuity of care for active orthodontia
cases until care is completed and providers are fully reimbursed. The MCO must pay for
orthodontic services not previously reimbursed undeFHtas a part of the global payment
fee.

The MCO must allowmenroleeto continue receiving orthodontic services with an existing out
of-network provider

The MCO must maintain written orthodontic continuity of care records.

11. BEHAVIORAL HEALTH SERVICES
11.1 MCO Behavioral Services Administration

The MCO must providepatient and outpatient behavioral services as covered services in an
amount, duration, and scope reasonably expected to achieve the purpose for which the services
are furnished?® Thebenefitmust be provided in accordance with@g2R Subpart K, Parity in

Mental Health an@&UD Benefits. The MCOmustdevelop and maintain an ongoiltgntal

Health Rarity CompliancePlan to be submittetb the Departmerannuallyby June 38. The

18 42 CFR § 438.210

166



MCO is not subject to implementation of parity requiestnassociated with quantitative
treatment limits of prescription drugs, as this benefit is administered under FFS.

The MCO may place appropriate limits on a service on the basis of such criteria as medical
necessity or utilization control, consistent witle terms of thi€ontractand clinical guidelines
The MCO may not impose an aggregate lifetiameual dollar limi$, or other cumulative
financial limitson mental health #UD services.

The MCO may employ the services oBabcontractor serving asb&havioral health benefit
administrator or utilization review agent if such administrator or agent covers the behavioral
health benefit equivalent to the requirements describAppendixA and in accordance with

this contract. If the MCO elects to empline services of a benefit manager or utilization review
agent, the MCO is required to comply with &libcontractor requirements outlined in this
contract.

A mental health screening shall be completed for any child not already known to be receiving
mentalhealth servicesThe MCO shall provide mental heath screenings and services when the
child enters Youth Services, the child welfare system, and upon the request of the family, foster
family, or kinship care family. The MCO shall provide a quarterly repfall approved and

denied mental health screenings and serviEaedure to complete a mental health screening for
any child not currently receiving mental health services shall result in a liquidated damage, as
defined within Appendix F.

11.2 Behavioral Health Director

The MCO must emplogr Contractwith a qualified West Virginia licensed physician to serve as
the Behavioral Health Director for the covered behavioral services. When employed
contractedthe Behavioral Director must be avéika for behavioral utilization review decisions
and must be authorized and empowered to respond to behavioral clinical issues, utilization
review, and behavioral quality of care inquiries.

11.3 Behavioral Health Covered Services

TheMCO covered behaviorakervicesnust be rendered by providers within the scope of their

license and in accordance with all State and Federal requirements. Behavioral services include
mental health outpatient servicesental health inpatient servic&d,)D outpatient services

(including but not limited tpharmacologienanagemerdndincluding methadongreatment),

targeted case management, behavioral health rehabiligatasiinic servicespsychiatric

residential treatment servigemnd all SUD treatmenesvicesprovidledu nder t he Departr
1115 SUD waiverThe MCO must follonDHHR FFSpolicies contained in Chapter 529 of the

WV MedicaidProvider Manual for drug screening services.

11.4 Coordination of Care

Notwithstanding internal care coordination of care requirenartsed in Article I, Section
630f this Contract, the MCOOG6s penrolleéabegith car e pr o
services, as appropriate, with behavioral health providers.
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The MCOmustinitiate care coordination services famrolleesbeingdischarged from crisis
stabilization units.

If an enrolleeis identified as having a dependence disorder including alcohol, opiate,
amphetamine, benzodiazepine, or poly substarin need of engagement of treatmée,
MCO mustassign thenrolleeaMCO Care Coordinatoat a minimum, througthe duration of
the treatment process.

11.5 Adult Inpatient and Residential Care for Behavioral Health

Article 111, 8.6.1, Responsibility for Inpatient Care, does not apply to the behavioral inpatiént
residentialcare services. Payment liability for behavioral health inpatient services is assigned as
follows:

1 The MCO is not responsible for any payments for inpabehavioral health
services that are covered BFS

1 The MCO is responsible for allaims incurred within the inpatient behavioral
health treatment settings covered by managed care;

1 The MCO is not responsible for claims incurred within the inpatient behavioral
healthor residentiatreatment setting ifraenrolleeentered the treatmenttseg
asanFFSenrollee

1 The MCO is not responsible for claims incurred within the inpatient behavioral
health treatment settings i @nrolleeentered the treatment setting asearollee
of another MCO;

1 The MCO is not responsible for any claimsurred during residential treatment
facility stay for individualdwenty-one(21) years of age or older

1 Notwithstanding anyf the provision®f Article Ill, Section11.5 the MCO is
responsible for any claims incurred during involuniapatient faciity stay.

11.6 Chi | d inpatiénsCare for Behavioral Health

1 The MCO is not responsible for any payments for inpatient behavioral health
services that are covered BFS

1 The MCO is responsible for all claims incurred within the inpatient behavioral
healthor psychiatrictreatment settings covered by managed care;

1 The MCO is not responsible for claims incurred within the inpatient behavioral
healthor psychiatrictreatmensetting if an enrolleeentered the treatment setting
asanFFSenrollee and

1 The MCO is not responsible for claims incurred within the inpatient behavioral
healthor psychiatrictreatment settings ifreenrolleeentered the treatment setting
as a enrolleeof another MCO
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11.7 Court Ordered Services

If any court issues an order for services to a West Virginia Medicaid Bt€Qleeor orders

West Virginia Medicaid, the State of West Virginia, any West Virginia agency, the MCO, or any

other entity underthaeus pi ces of Medicaid, to pay for med:]
Medicaidenrolless, i ncl uding chil drends residential tre
with the court order and pay for the services.encourage the use of the most appederi

treatment options for the child, the MGRustestablish an approach of informing the court of

alternative services that would best meet the needs of the child

11.8 Behavioral Health Provider Network
The MCO must comply with this Section notwithstanding Article 1ll, Sec3iofthis Contract.

TheMCO must reimburse at leaste hundregbercent(100%) of the currenEFSMedicaid fee

schedule to imetwork behaviorahealthprovider, unless such prowdagreed to an alternative

payment schedule. The Department will notify the MCO of any changes ki8igledicaid

schedule as soon as administratively possible. The MCO must adjust the reimbursement schedule

to in-network behavioral provider withitmirty (30) calendad ay s of t he Depart men
notification of any changes in tlifd&-SMedicaid schedule.

11.9 Behavioral Health Service Authorization

In addition to theservice authorization requiremertstlined in Aricle Ill, Section6.4, the
MCO mustutilizetheD e p a r t staadadtbéhavioral service authorization foator other
authorization format approved by the contracted provider

Partial hospitalization programs must be approved by the Department before the MCO may offer
the services to itenrolleeshy that provider.

11.10 Substance Use Disorder (SUD) Services
11.10.1 General Requirements
In response to the opioid epidemic in West Virginia, the Department seeks to enhance available
SUD prevention and treatment services available to Mederaiallees
11.10.2 SUD 1115 Demonstration Waiver

Building on legislative antlealthsystems activities, the goal is to create a seamless continuum
of care to suppoenrolleesin their recoveryThe MCO is expected to support the following
goals:

1 Improvequality of care and population health outcomes for Medicaid enrollees
with SUD;

1 Increase enrollee access to and utilization of appropriate SUD treatment services
based on American Society of Addiction Medicine (ASAM®) Criteria;

1 Decrease medically inappnagte and avoidable utilization of higtost
emergency department and hospital services by enrollees with SUD;
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1 Improve care coordination and care transitions for Medicaid enrollees with SUD;
and

1 Follow the CMS standards and guidelines as stated i&pbeial Terms and
Conditions of the WstVirginia approved 1115 SUD Waiver.

The Department has established standards of care for SUD demonstration waiver services that
incorporate industry standard benchmarks from the ASABfi®ria for patient assessmeantd
placement, service, and staffing specifications.

11.10.3 SUD Services Coninuum of Care

The MCO will be responsible for a seamless continuum of care for SUD treatment to all West
Virginia Medicaidenrolleesvho meet medical necessity criteria for services. These services

include standard SUD services authorized under the West Virginia Medicaid State Plan as well

as SUD services authorized under West Virgini
must follow all standards and criteria adopted by the Department regarding SUD services as
outlined in theWest Virginia Medicaid Provider ManyaChapter 504Substance Use Disorder

Services

11.10.3.1 Medicaid State Plan SUD services
Medicaid State Plan SUD sereginclude:

1 Targeted Case Management;

1 Naloxone Administration Services;

1 Screening, Brief Intervention and Referral to Treatment (0.5 ASAM® Level of
Care);

Outpatient Services (1.0 ASAM® Level of Care);

Intensive Outpatient Services (2.1 ASAM® Level Gir€);

Partial Hospitalization Services (2.5 ASAM® Level of Care);

Medically Monitored Intensive Inpatient Services (3.7 ASAM® Level of Care);
Medically Managed Intensive Inpatient Services (4.0 ASAM® Level of Care);

Ambulatory Withdrawal Management Sensdd-WM & 2-WM ASAM® Level
of Care);

= =2 =4 A4 A -

1 Medically Monitored Inpatient Withdrawal Management Services\@M
ASAM® Level of Care); and

1 Non-MethadoneVledication Assisted Treatme(NIAT).

11.10.3.2 SUD 1115 Demonstration Waiver Services
SUD 1115 demonstrationaiver services include:

1 PeerRecovery Support Services (1.0 ASAM® Level of Care);
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1 Clinically Managed Low Intensity Residential Services (3.1 ASAM® Level of
Care);

1 Clinically Managed Populatie8pecific High Intensity Residential Services (3.3
ASAM® Level o Care);

1 Clinically Managed High Intensity Residential Services (3.5 ASAM® Level of
Care); and

1 Clinically Managed Residential Withdrawal Management Services\{a/2
ASAM® Level ofCare)

Opioid Treatment Program servig@sethadone onlpyincluded in the SUD waiver will be
provided through MedicaiBBFS The MCO will be responsible for assistingenrolleeduring
the admission and discharge transifpwacesdor Opiad Treatment Program services.

11.10.3.3 Peer Recovery Support Services

Peer recovery support services are designed and delivered by individuals called Peer Recovery
Support Specialists who are in recovery from SUD. These Peer Recovery Support Specialists
provide counseling support to help prevent relapse and promote rec®gnrnges must be

provided by appropriately trained staff when working under the supervision of a competent
behavioral health professional, as defined by the State. A Peer Recovery Support Specialist must
be certified as outlined in th¥est Virginia Mediaid Provider ManualChapter 504. The West
Virginia Departmentpproved training program provides Peer Recovery Support Specialists
with a basic set of competencies necessary to perform the peer support function. The Peer
Recovery Support Specialist mugtndonstrate the ability to support the recovery of others from
SUD. Similar to other provider types, ongoing continuing educational requirements for Peer
Recovery Support Specialists must be in place.

11.10.3.4 SUD Residential Treatment Services

Treatment srvices delivered to residents of an institutional care setting, including facilities that

meet the definition of an IMD, are provided to West Virginia Medieabllees with an SUD

di agnosi s when determined t o beionstaffdanddénal |y nec
accordance with an individualized service pl a
Medical Directors will perform independemviews ofassessments to determine the level of

care and length of stay recommendations based tf@ASAM® multidimensional assessment

criteria.

1 Residential treatment services must be providedBM8&-certified facility that
has beernrolled as a Medicaid provider and has been assessed by the
Department as delivering care consistent with ASAM®dlgB8.1. 3.3, 3.5,
and/or 3.7.

1 The BMScertified facility must be credentialed and enrolled by an MCO as a
network provider. Each residential treatment provider will be certified as meeting
the provider and service specifications described in the WesnhMifgedicaid
Provider Manual, Chapter 504 consistent with the ASA8fi®eria for the
requisite level or sublevel of care prior to participating in the West Virginia
Medicaid program under the SUD 1115 demonstration waiver. The MCOs will
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provide credentiahg for ASAM® Levels 3.1, 3.3, 3.5 and/or 3.7 contingent on
the providers receiving certification from the state.

Residentiatreatment services can be provided in settings of any size.

1 Room and board costs are not considered allowable costs for resitteatraent
service providers unless they qualify as inpatient facilities under section 1905(a)
of the Act.

CoveredResidential Treatmemsgrvices include:

1 Clinically-directed therapeutic treatment to facilitate recovery skills, relapse
prevention, and entional coping strategies;

Addiction pharmacotherapy and drug screening;
Motivational enhancement and engagement strategies;

Counseling and clinical monitoring;

= =2 =4 -2

Withdrawal management and related treatment designed to alleviate acute
emotional, behavioral ognitive, or biomedical distress resulting from or
occurring with an individud@b use of alcohol and other drugs;

Regular monitoring of the individu@ medication adherence;
Recovery support services;

1 Counseling services involving the benefici@rfamilyand significant others to
advance the beneficiaig/treatment goals, when (l) the counseling with the
family member and significant others is for the direct benefit of the beneficiary,
(2) the counseling is not aimed at addressing treatment needsbefidficiarys
family or significant others, and (3) the beneficiary is present except when it is
clinically appropriate for the beneficiary to be absent in order to advance the
beneficiarys treatment goalsand

1 Education on benefits AT and referral tdreatment as necessary.

11.10.4 Use of ASAM® Criteria

The MCO and all SUD providers are required to incorporate the national patient assessment and
placement guidelines as established in the ASAM® Criteria, into current assessment and level of
care deternmation processes. The multidimensional assessment framework will be implemented
as a standard component of the-pgychosocial assessment and level of care determination
process.

11.10.5 SUD Provider Certification, Credentialing, and Network

The Departmet 6 s A S O foc the'st/Dwaieetwill complete the SUD provider
certification process and provide a report to the Department. Final certification letters will be
sent out by the Department and the MCO will be notified of the certified providers by th
Department.
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Contingent on the SUD providers receiving certification from the state, the MIC&edential
all SUD providers consistent with the key benchmarks from ASAM® Criteria as set forth in the
Medicaid Provider Manual, Chapter 504.

The MCOmustmeet the SUD provider network standards as outlined in Appendix K.

11.10.6 SUD Provider Training and Education Requirements

SUD providers areesponsible for providing training and educatiortheir staffon the ASAM®

Level of Care criteria and the application of the ASAM® Criteria in the assessment process.

During provider enrollment, the MCO will obtain attestation from the SUD provider that

ASAM® Criteria will beappliedappropriately by h e p r 8UD iprdgeam &taffAs part of

theD e p a r t quaity mmdhisoring strategy, personnel and clinical records of a sample of the

provider networkwill be reviewedo evaluate if there iappropriate applicatioaf and fidelity to

the ASAM® Levels of Careanchte Me di cai d Provider AS3Danual . The
contractorfor the SUD waiverwill perform theseretro reviews of providers to ensure SUD
programprovides areconsistently applyindSAM® Cr i t eri a t hroughout an i
and that documentation @personnel records meet established Medicaid standards.

11.10.7 SUD Reporting Requirements
The MCO mustomply withall monitoring and evaluation requirements of the SkHiver.

11.11 Serious Emotional Disorder (SED) Waiver Services

The Serious Emotional DisordéED) is a81915(c) Medicaid HCBS waiverthatprovides

addionaHCBSb eyond what 1 s c oMedicaid StateuPtadlleeSEDtwhiver st at e G
permitsthe Departmento providean array of HCBS that enabtaildren who wold otherwise

require institutionalization to remain in their homes and communities. In addition, it is

anticipated that this waiver will reduce the number of children housédrbstate and oubf-

state inPRTFs and shorten the lengths of stay for caiidvho require acute care.

The MCO is expected to contract with all CSEDW approved providers within the State, and will

also be required to implement solutions (e.g., {Eomergency Medical Transportation) to assist
members in accessing necessary providéngre is a network gap in certain areas. The MCO

will also be required to perform prospective member forecasting, in accordance with the

CSEDW enrol |l ment requirements, to ensure that
meet the access neeanfghe population.

11.11.1 SED HCBS Waiver Eligibility

To beeligible for the waivechildren must bat leasthree @) years old and under twerbne

(21 and currently or at any time during the past year have had a diagnosable mental, behavioral,
or emdional disorder of sufficient duration to meet diagnostic criteria specified within the
Diagnostic and Statistical Maal of Mental Disorders (DSM)r International Classificain of

Disease (ICD) equivalemiat is current at the date of evaluatibhe evaluation must state that

the SED hasesuledin functional impairment that substantially interferes with or limits the

chdd's role or functioning in family, school, and/or community activities.
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The Departmenill contract with an ASO and psychologiqaiacticeto serveas the Medical
Eligibility Contracted Agent (MECAJo determine SED waivegligibility and manageallotted
waiver slots an@nrollmentinto the MCQ

11.11.2 Person Centered Service Plan Team (PCSPT)

The MCO must ensure that each child eligible and enrolled in the MCO through the SED waiver
will have aPersorCenteredservice PlaiTeam (PCSPTio develop measurable outcomes that
guide thechild or youthtoward less intensive servicasdtransiton orgraduation from the

waiver.

During the initial PCSPT meeting, tikeh i tadeGamnager in conjunction with the PCSPT

informs thechild and the parents/caregivers/legal representatives chtlteof the available
resources thanay be included in theesonCenteredService PlaffPCSB. SED waiver

services will emphasize the importance of combining natural supports from the community with
professionals to create a PCSP that supports the successful treatment of the member and the
parents/caregivers/legapresentatives of thehild. The PCSPT consists of thkild and/or
parent/caregiver/legal representative ofc¢hid, thechild's case mnager, representatives of

each professional discipline, provider and/or program providing servities ahild(inter- and
intrac.agency), and MCO care coordinator (if requested).

The MCO will be required to provide intensive care coordination services, including-igtiow

and interfacing with the childds provider and
aci vities can al so be di s-€enerecServiceRlanTaagy t he mem
(PCPST) to ensure that appropriate services a
an inpatient setting.

11.11.2.1 Role of the Case Manager

The MCO willensurea case manager is assigne@ach child eligible and enrolled in the MCO
through the SED waiveAs a safeguard, case management services cannot be provided by the
same agency providing any other SED waiweMedicaid State plan servite the child SED
waiverproviders will be categorized by type of services offered (i.e. case management) and
enrolleesnay choose their individual providers for each catedgényolleesmay chang&ED
waiverproviders at any time with the transfer becoming effectivditiieday of the month

following the request. Thehild and their parent/caregiver/legal representative will complete a
Freedom of Choice form, choosing their case management agency.

The case mnager is responsible for engagingt¢hdd andt h e  cfdmilyl indadartnership of

shared decisiomaking regardinghedevelopment and implementationf t he chi | dds i
PCSP throughdu t h e encolimemt dMCO. The PCSP must be based upon pexsamtered
philosophyand isthe key document that conmas all information from the evaluations to guide

the service delivery process as well as information from people who knahiltieutside the

service delivery system. Evaluations include any significant medical, physical therapy,

occupational therapypsech therapy, nutritional, nursing evaluations, and behavior support
evaluations in addition to an initial functional assessment administered by the MECA and annual
reevaluation by the ASO.he development of the PCSP by the PCSPT must be guided by the
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menber 6s needs and goals as well as address th
evaluations.

The asemanager is responsible for scheduling and coordinating PCSPT meetings, monitoring
the implementation of the PCSP, for initiating PCSPT megt@asgthe needs of tieild dictate.

It is important to remember that, although coordination of the PCSP prisdbe responsibility

of the case @nager, development of the PCSP is the responsibility of the PCSPT. Participation
of the PCSPT is expected énsure the process is persamtered.

The Departmenttilizes the strengths model, which views tidld and parent/caregiver/legal
representative of thehild as the expert on the strengths and needs aftitet These strengths

and needs are thesed to guide PCSP development in combination with the information

gathered during the intake. The PCSPT captures the strengths, needs, preferences, and desired
outcomes of thehild and decides frequency and duration of services and supplogtsase

manager is responsible for ensuring that service providers implement the content of the PCSP.

PCSPT meetings must be scheduled at times and places that facilitate the inclusichitf the
and parent/caregiver/legal representative ottiikel. Thechild and parent/caregiver/legal
representative dhe childhave the ability to request a meeting of their PCSPT at any time
should needs or circumstances change.child and parents/caregivers/legal representatives of
thechild determinetheir level of participation in the PCSP development, the identification of
PCSP goals, and the designation of PCSP services and supports.

The case mnager is responsible for facilitating the development oftla@subsequent updates

to the PCSP documerithe PCSP must be dated everyinety ©0) days or sooner in the case

of critical treatment junctures to reflettechildb s pr ogress or barriers re
identified treatment plan goals and objectiaes reviewed by theCSPT

Once the chil da the cBsE ®dhagerensutes ang toorgirates a comprehensive

set of supports, resources and strategies for@althand familyp as ed on t h.e chi | do
S/he works closely with service providers to assure that SED waiver services and clinical

treatment mdalities augment each other for optimal outcomes for members and
parents/caregivers/legal representatives.

Thecase managalsoworlswi t h t he B8Qf@ thae SEP waivér sschedule the
c h i Andualsassessmemteded tanakean annuatletermiration as to whether or not the child
continues to beligible for the waiver and enrolled in the MCO

Finally, the ase managewill lead thePCSPTthrough development and implementation of a

transition plan foyouthwho will reach theSED wa i v maxionsm age limitBeginning around

the time the child turns fifteen (13) h e P Gd8WBWilbbs on planningfor transition

includinghousing, employment, vocational training or school status, emotional/behavioral

health, physical health, and safetjreTteam will focus on enhancing skillslizing Medicaid

State Plan and awer services, as well as by helping the youth and family identify and

understand whatervices may be available pega i v e r . I f the youtho6és dis
ability to ean income, the team will work with the youth to apply for Supplemental Security
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Income (SSI) benefits at age 18. TM@SPTwill also work with the youth to identify other
entitlements tht would assist the youth pestiver. This is also the time during wh the team
will explore what mental health needs the youth may have after Hggétdairthday and start
that transition process with adult services. Whenever possible, the adult servicgs| &taff
encouraged to become part of the PCSPT to assimeath transition to adult services.

11.11.2.2 Person Centered Service Plan (PCSP) Timeline

A case manager with the chosen case management agency will contabilthend
parent/caregiver/legal representative to begin engagement in the PCSP devetopossst
prior to the seven (7) day meeting takingge. During this contact, the casamagr assures the
delivery of theSED enrollment information describing the waiver services, free choice of
providers, and how to report abuse and neglect.

Within seven (7) days of the SED waiver intalkeemutually agreed upon date will be set for the
initial PCSPT meetiq. The Case Manager will also schedule and administer the CANS
instrument for use in development of the annual PCSP. Although the Case Managebagiould
administration of the CANS instrument at the seven (7) day meeting, the expectation is that the
CANS will be completed within thirty (30) days of intake to assist with PCSP development. The
PCSP shall be developed within seven (7) days and compléted thirty (30) days of intake.

The signed PCSP shall Hestributed to all members of the PCSPT within fourteen (14) calendar
days.

The case manager shall ensure that a six (6) month PCSP review is contfpéetdebchildd s

six (6) monthPCSPreview, the PCSPT determines he/she has not benefited from waiver

enrollment (i.e. no progress has been made oohitdd s t r eat ment goal s and
PCSPT will refer thehild to theASOto re-determine levebf-care(LOC) placement.

Likewise, the PCSPT may determine ¢héd has benefited from waiver enrollment and no

longer requires services delivered by this program, at which time discharge planning will

commence. Every person must have-determination of medical eligibility completed least
annually. The anchor ddetérminatoh is thenfisst dayofithe emonths a n n
after the initial medical eligibility was established by MMECA. If the reevaluation results @

denials ofwaiver eligibility, the final decisiowill be made by BMS.

The MCO shall be responsible for ensuring that the case manager with the case management
agency has developed and submitted to the M@@rsorCentered Service Plan (PCSB)

each SED member. The MCO shall be responsible for rewgetive ISP prior to service

authorization for specified services to ensure appropriateness based on the needs of the child, and
in compliance with Chapter 502 of the BMS Provider Manual.

The case manager shall also responsible for development of-ap@tdn for service plans,
including the authorization process, in the event a member is unable to access services through
the defined primary channel. The MCO must determine whether thaupgalan is sufficient in
meeting the needs of the member stauheed to bactivated andollaborate with the case
manager if insufficient.
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11.11.3 Additional Home and Community-Based Services (HCBS)

As appropriate, children enrolled in the Specialized ManagedRanefor Children and Youth
as a result of eligiblity fothe SED waiver mageceive any of the Medicaid State Plan services
andadditonal SEDwaiver services identified in Appendixas appropriatéo meet thechildd s
individual needsand as defined with Chapter 502 of the BMS Policy Manual

11.11.4 SED Reporting Requirements

The MCO mustcomply with all monitoring and ealuation requirements of the SEDawer, and
associated BMS Policy, Chapter 50Phe MCO must also comply with all SED reporting
requrements set forth in Appendix D or as otherwise communicated by DHHR.

TheMCO mustcomply with the requirements of the WV CSED HCBS Waiver Incident
Reporting Guide (IRG)Critical incidents are serious in nature and pose immediate risk to the
health,safety, or welfare of the member or others. These incidents requaepih investigation,
an expedited timeline, and possibly additional resources.

TheMCO must:

A Develop and maintain policies and procedures to review and track critical incidents and
determine whether they represent a single incident or a pattern of incidents with the
Direct Service Provider (DSP)

A Develop and maintain internal incident management system to track critical incidents

A Provide information and resources to all members in thaibhde Handbook and on the
MCO website on how to identifyprevent, and report instances of potential abuse,
neglect, or exploitation

A Receive providerds report o fwithinr2éhourmfal i nci
witnessing or discovering the ident

A Monitor providersod investigations to helop
provider learning of the event and that the completed report is entered into the MCO IMS

A For suspected abuse and/or neglect, verify that provider has npadetoeAPS for
members over the age of 18 and CPS for members under the age of 18

A Regularly review and analyze incident repo
health and safety and trends regarding provider agencies

A Inform BMS promptly of anyconcens r egarding provider agenc
recommendations and gain support for next steps

A Analyze claims data for children served under the waiver and compare the information in
the claims with the incident reporting from each DSP. If there are any sa@rmdents
that were not reported, investigate further to determine if the DSP failed to report an
incident. Take action with the DSP to address any failures to report.
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A Generate monthly report for BMS of reported allegations of abuse and/or negleet, crit
and noncritical incidents, and completed investigations submitted through the MCO
IMS, including actions taken to ameliorate the situation and assure the health and safety
of children served by the DSP.

A Generate quarterly incident summary reportBtS Quarterly Improvement Advisory
(QIA) Councll

A Regularly review and analyze incident reports to identify trends and report such trends to
BMS.

A Identified incidents must be reported to BMS within 24 hours of occurance.

11.11.5In addition, the MCO is required monitor, collect and report data on all
performance measures as defined by the CSED waitierMCO will be required to
report on authorizations through a weekly dashboard report, delineating specific
service types and authorization approvals, deniatgl eductions. This report will
occur weekly through the first 90 days of operations, and will occur on a monthly
basis thereafteBED Provider Networks

The MCO will be required to interface and outreach with all CSEDW approved providers and
determinetheipanel and/ or capacity for new patients
contracting efforts will include assurances that providers have appropriate and adequate panel
capacity. The MCO will be required to monitor their provider network on a monthly ba$is for

months after gdive, and on a quarterly basis thereafter.

The MCO is expected to contract with all CSEDW approved providers within the State, and will

also be required to implement solutions (e.g., {omergency Medical Transportation) to assist
members in accessing necessary providers if there is a network gap in certain areas. The MCO

will also be required to perform prospective member forecasting, in accordance with the

CSEDW enrol |l ment requirements, t dyseficenitoe t hat
meet the access needs of the populafitee. MCO will also be required to perform intensive

care coordination efforts to work with their provider network to ensure that members have access

at the right time for applicable providers.

TheMCO will be required to maintain a roster of available providers who are accepting patients,

and will be required to perform care coordination services to connect members to available
providers within the lay timeframe from discharge of an inpatieny stacrisis situation. If the

MCO cannot identify available providers within the State, they will be required to provide

NEMT and develop ad hoc contracting situations (e.g., Single Case Agreements) with bordering
State providers, as necessary. The MCQalslo be expected to continue and/or approve
authorizations from out of network provides to promote care continuity, in the event that the
MCOb6s current provi der n eTheMCQOkKs reg@Eredrioccoordmalep p o r t
care such that no clilshould have to wait longer than two (2) weeks for a standard appointment.
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The MCO will be required to provide intensive care coordination services, including-atiow

and interfacing with the childbés peroleseder and
activities can al so be diCsenteredIewide PlhuTeamng t he m
(PCPST) to ensure that appropriate services a
an inpatient setting.

12 SOCIALLY NECESSARY SERVICES (SNS)

TheMCO is responsible foserving as an ASO fahedeliveryof SNSunder this contrads
defined by BCF and outlined withinh e Depart ment 6s SNS Utilizati c

12.1 Contracting

The Departmerghall retain authority for screening, enrollmantl contracting with SNS
providers to administeservices for youtiThe MCOmustallow for the authorization of services
to any provider approved by BCBCF shall provide a monthly enrollment report of all qualified
providers permitted to seranrollees as a validation todby which to authorize services

12.2 Invoicing

Invoicing shall remain the responsibility of BCFhe providemustcontinue to submit invoices
directly to BCF for paymenThe MCOmustassist the provider with validating any infaxtion
needed for invoicing purposes by providing information as needed (e.g. total authorized units of
a service for the montlupon request of the providdhe MCOmustprovide such information

back to the providewithin three (3) calendar days

12.3 Reporting

The MCOmustcollect a monthly progress repérbm the providefor each family served by the
10" day of each month. This document is the same as that to be submitted to the Department.
Providers of home studies, clinical reviews &iuhician Administered PTSD Scal€APS

reports are not required to submit monthly progress reports, but may only submit their invoice
once the home study, clinical review or CAPS report has been providedd® 8waseworker.

The MCOmustcoordinate with th€PScaseworkeand BCFo determine if this deliverable

has been metothe Departmenmay issue payment

The MCOmustreport monthly to the Department on underserved areas of the State where they
believe additional SNS providers should be permitted to etaralldress a gap in care.

12.4 Retrospective Reviews

The MCOmustadminister retrospective reviews of the SNS providers. Any such review must be
conducted within three (3) years of the term ofBI&F agreement with the providdProviders

must score at dsteighty 80) percenduring their retrospective review for each service

reviewed. Providers failing to meeighty 80) percenwill be placed on a probation period for

each respective service failing to meet that threshold. The MG€Dprovide a writen notice

that the probation period is in effect. At the end of the probation period, therMG@onduct
another assessment. If the provider continues to score lessighin@0) percenffor that

service, the service will be closed for that providet the provider will no longer be eligible for
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referrals for that service. If the provider scoreem Q) on any safety related service during any
review, the service will be automadlly closed for the provider.

The MCOmustprovide a report on eagdrovider assessment BCF outlining theresults of

each of the services under review, the methodology by which the provider was reviewed, the
scores for each service area, provider strengths, weaknesses (opportunities for improvement),
documentation thatll staff have met background check, licensure and educational requirements,
as applicable, and recommendations for next steps to improve provider proB€sehall take
appropriate action to provider contracts based on the feedback submitted by th&hOQ@CO
mustprovide its reports to BCF within thirty (30) calendar days of completion of the assessment
andmustcoordinate with BCF throughout the process to expedite any necessary action.

The MCOmustcontinuously monitor the utilization of servicasd provide monthly reports, due
fifteen (15) days after the conclusion of the month, that highlight geographic areas in which there
is a high utilization of services required with low provider enrollment (e.g. providers must travel
greater than fortfive (45) minutes to render services) or the use of providers that are not most
geographically appropriate in the requested service area. Themembpgrovide

recommendations to BCF on how to address such service gaps and misutilization of providers.

12.5 Authorization Requirements

The MCOmustestablish didirectionallT solution by which the MCO can receive SNS

authorization requests entered by@®Sc as ewor ker i nto t haedréurnat ed s
authorization approval3he MCO must authorize services entered into the system within forty

eight (48) hours of entry for those authorized automatically. Those services that require care
management review must be returned within five business days of receipt of all additional
necessary information from the provid€éhe MCOmustnot require authorization for

emergency service$he CPS caseworker shall retain the authority to select the vendor to be

used for SNS, however, the MG@ustbe available to assist the worker with idéoation of a

provider, if needed.

The MCOmustauthorize the services for the scope and duration of the request®y $he
caseworkeras appropriateand may reauthorize services pending review of progress by the
enrollee In the event the duration sérvices is not outlined within the request, the M@@st
coordinate with th€PScaseworker to determine the most appropriate level of service for the
initial authorizationDuring contract year one (1), the MGQustutilize the existing BCF
Utilization Management Manual for its authorization review process.

The MCOmustalso establish a provider portal by which the provider may review their
authorizations to determine the scope and duration of services authorized by the MCO.
Authorization information muse uploaded within twentfpur (24) hours of approvalin

contract year one (1), the provider portal must replicate the elements of the existing provider tool
for accessing referrals, requesting additional services, and meeting other provider needs. The
MCO may develop its own system in parallel for implementation in future contract periods.

12.6 Focus Groups

The MCOmustconduct at least twelve (12) focus groups throughout the year with youth,
families and foster parents that reside in the communitygiee SNS The focus groups
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should be used as an opportunity to provide the Department with feedback on where services are
being most impactful, so programmatic changes may be made to improve the overall health of
the program. The focus groupmisttarget, at a minimum, the following six (6) areas:

1. Access

Service Delivery

Gaps in Support Systems
Engagement with System Staff
Cultural Competency

2 e

Consumer Knowledge of Services and Supports

The MCOmustcollaborate witrBCF on the questions to be used in the focus groups to ensure
the most useful information is being collected. A sample template of questions is located in
AppendixJ.

13.CHI L DR ERESIENTIAL TREATMENT FACILITIES/EMERGENCY
SHELTERS

13.1 Provider Network

The MCO is required tmake all reasonable efforts¢ontract with all currently enrolled
residential treatment facilitiehe State shall define for the MCO the category by which each
facility falls in alignment withFFPSA.

13.2 Qualified Residential Treatment Program (QRTP)
A QRTP must be a program that:

1 Has a traum#nformed treatment model that is designed to address the needs,
including clinical needs as appropriate, of children with serious emotional or
behavioral disorders or disturbances and, watpect to a child, is able to
implement the treatment identified for the child by the required thirty (30) day
assessment (described below) of the appropriateness of the QRTP placement;

T To extent appropriate, and asts,faaltaeor danc
participation of family members in the

1 Facilitates outreach to the family members of the child, including siblings,
documents how the outreach is made (including contact information), and
maintains contact infonation for any known biological family and fictive kin of
the child;

1 Documents how family members are integrated into the treatment process for the
child, including postischarge, and how sibling connections are maintained;

1 Provides discharge planning afaanily-based aftercare support for at least 6
months postischarge; and

1 Islicensed in accordance with the title-B/requirements (section 471(a)(10) of
the Social SecurityAct) and is accredited by any of the following independent,
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notfor-profit organzations: The Commission on Accreditation of Rehabilitation
Facilities (CARF), the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO), the Council on Accreditat{@®A), or any other
independent, nefor-profit accrediting organizatioapproved by HHS; and

1 Has registered or licensed nursing staff and other licensed clinical staff who
provide care within the scope of their practice as defined by state/tribal law, are
onsite according to the treatment model, and are available ti@mty24) hours
a day and seven (7) days a week. This requiremastnot be construed as
requiring a QRTP to acquire nursing and behavioral health staff solely through
means of a direct employer to employee relationship.

13.2.1 QRTP Placement Assessment

The MCO must ensure an independent assessment of the QRTP placement is completed within

thirty (30) days after placementinthe QRPP. iqual i fi ed i ndividual 0 mu
determine the appropriateness of a placement in a Q&M thirty (30) daysafter the

placement is mad®r purposes of approving the case plan and the case system review procedure

for the child(section Z5A(c) of theSocial SecuritAct ) . A Aqual i fied indiv
trained professional or licensed clinician wha@d an employee of the agency, and who is not
connected to, or affiliated with, any placement setting in which children are placed by the

agency.

The fAiqualified individual 0 must:

1 Assess the strengths and needs of the child using sappgepriate, evidence
based, validated, functional assessment tool approved by the Secretary;

1 Determine whether the needs of the child can be met with family members or
through placement in a fostrmily home or, if not, which allowablghild Care
Institution (CCl)setting would provide the most effective and appropriate level of
care for the child in the least restrictive environment and be consistent with the
short and longterm goals for the ch, as specified in the permanency plan for

the child;
1 Develop a list of chilespecific shortand longterm mental and behavioral health
goals; and
T Work in conjunction with the childés f a
described below) while conducgjrand making the requirddirty (30) day
assessment.
|l f the fAqualified individual 06 determines the
he/she must specify in writing:
T The reasons why the chil doés nseefdmsily canot
home (a shortage of foster family homes is not an acceptable reason for
determining the childds needs cannot be

1 Why the recommended placement in a QRTP is the setting that will provide the
child with the moseffective and appropriate level of care in the least restrictive

182



environment and how that placement is consistent with the- simariongterm
goals for the child, as specified in the permanency plan for the child
(sectim75A(c)(1) of theSocial SecurityAct).

13.2.2 QRTP Court Review

Within sixty (60) days of the start of each placement in a QRTP, a family or juvenile court or
another court (including a tribal court) of competent jurisdiction, or an administrative body
appointed or approved by the coumtjependently, must:

1 Consider the requirethirty (30) day assessment of the appropriateness of the
QRTP, and documentation made by the qualified indiai conducting the
assessment;

1 Determine whether the needs of the child can be met through placenaent i
foster family home or, if not, whether placement of the child in a QRTP provides
the most effective and appropriate level of care for the child in the least restrictive
environment and whethénat placement is consistent with the shartd long
termgoals for the child, as specified in the permanency plan for the child; and

1 Approve or disapprove the placement. Such approval or disapproval must be
documented in the case plandtsen 475A(c)(2) of theSocial SecurityAct).

The MCO is required to wonkith the court system as needed to complete the review and ensure
coordinat i on otfansitionesto adifferéntpacementa r e i f

13.2.3 Other FFSPA Requirements

The MCO must have procedures in placeotensure that foster children are nwppropriately
diagnosed with mental and behavioral health disorders, medical fragility or developmental
disabilities for the sole purpose of procuring a placement in daroity settingsuch as a
residential facility or hospital

If a title IV-E agency [aces a child in a QRTP for more than 12 consecutive months, or 18
nonconsecutive months, or, in the case of a child who has not attained age 13, for more than six
consecutive or nonconsecutive months, the titkElggency must submit to HHS:

At h eecamtorerdions of the evidence and documentation submitted for the most recent
status review or permanency hearing; and

A the signed appr ov-&hgemy forthé ntituedpldcerent oftthe e  t i t |
child in that setting

The MCO shall beasponsible for providing to BCF any data necessary for completion of this
report.
13.3 Focus Groups

The MCOmustconduct at least twelve (12) focus groups throughout the year with youth,
families and foster parents that have received services withgidenéal treatment facilityThe
focus groups should be used as an opportunity to provide the Department with feedback on
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where services are being most impactful, so programmatic changes may be made to improve the
overall health of the prograriihe focusggroupsmusttarget, at a minimum, the following six (6)
areas:

1. Access

Service Delivery

Gaps in Support Systems
Engagement with System Staff
Cultural Competency

2 e

Consumer Knowledge of Services and Supports

The MCOmustcollaborate with th&CF on the questions to be used in the focus groups to
ensure the most useful information is being collected

13.4 Provider Requirements

The MCOmuste nsur e that Childrenés Residential Treas
adhere to the requirementstbéir contract wittBCF through collaboration with DHHR of this
oversight.The MCOmustmonitor and validate that all services, referral standards, admission
standards, discharge standards, personal needs of youth, medical service requirements, and

reporing requirements are adhered $tandards for both residential providers and emergency

shelter providers are outlined within the BCF Provider Agreements.

14. PERSONAL CARE SERVICES

The MCQOis notrequired to cover personal care serviceefoollees. These services will
remain covered under fder-service.

15. COMMUNITY ENGAGEMENT REQUIREMENTS

The MCO isrequired tocreate a voluntary advisory group of foster, adoptive, and kinship

parents, whicilmustmeet every quarter for the first year and theerg six(6) months thereatfter,

to discuss issues they are encountering wittM@® and recommend solutions. TWECO must

reportto the Department as requestedthe recommendations of the advisory group and address

how and why procedures have or haveaf@mnged based on those recommendations. This report
mustbe submittedy the Department to theeSretary and the Legislative Oversight Commission

on Health and Human Resources Accountability and the public in a timely fashiaruatize
availableonthtfCO6s Speci ali zed Manageaouth@ehsitee Pl an for

The MCOmustestablish and maintain a statewide uniform reporting system to collect and
analyze data relating to complaints for the purpose of identifying and resolving significant
problans faced by foster children and foster parents as a class. Thaudtee submitted to the
BCFwithin DHHR and the Legislative Oversight Commission on Health and Human Resources
Accountability on a quarterly basis.
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The MCO shall develop a policy for treéing newfosterork i ns hi p families about

medical needs, and assist them with coordinating care for the child as part of care management
responsibilities.

16. DELEGATION

The MCO oversees and is accountable for any functions or responsibilities that are described in
this Contractthat are deledad to other entities; and mustve in place policies and procedures

for effectively assigning and monitoring activities to theaéties All delegated functions must

have a written agreement between the MCO and delegated entity, specifying the delegated
activities and reporting responsibilities of the entity and providing for revocation of the
delegation or other remedies for ieggdiate performanc&he MCO must evaluate the entiy

ability to perform the delegated activities prior to delegation, monitor the @npigyformance

on an ongoing basis, and formally review performance at least anitidily MCO identifies
deficienges or areas for improvement, the MCO and the entity must take corrective action. If the
MCO delegates selection of providers to another entity, the MCO must retain the right to
approve, suspend, or terminate any provider selected by that entity.

17. EMERGENCY AND DISASTER DECLARATION

The MCO in good faith will fully execute any addendum, and adhere to any memorandum,
directive, order, reporting requirement or other publication by BMS setting forth necessary
measures implemented by BMS related to anyeSfatieral or local emergency in order to
ensure that:

A The Medicaid program continues to operate efficiently;

A Covered services are delivered to enrollees in a timely and effective manner;

A Providers receive funds needed to continue to operate andermeded services to
enrollees (assuming the funding is supported by proper legal authority); and

A All other public health concerns related to such emergency which can be addressed by
Medicaid in cooperation with the MCOs in a manner consistent wiatle Sederal and local
laws are sufficiently addressed.
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APPENDIX A: DESCRIPTION OF MCO MEDICAL, BEHAVIORAL HEALTH, AND SOCIALLY NECESSARY
SERVICES (SNS) COVERED AND EXCLUDED SERVICES

The following charts present an explanation of the mediedlavioraldentalservices andSerious Emotional Disord¢ SED) Home
and @mmurity Based Services (HCBSJhich the MCO is required to provigedSNS delivered through the MCO as an
Administrative Services Organization (AS®Jowever, the Medicaidnd BCFState Plag the SED HCBS waivegndpolicy
manualsarethe final sourcefor defining these serviceShe MCO should refer to the Medicaid provider mararad BCFutilization
managemenmnanualavailable on the DHHR website for an explanationes¥ige limitations The MCO must promptly provide or
arrange to mke available for enrollees all MedicallyelNessary services listed below and assume financial responsibility for the
provision of tlose servicesovered by WV MedicaidPlease note that theesharts, which list the definitions of services provided
under the fedor-service(FFS)Medicaid program, are provided as a reference for the MG® MCO is responsible for tlgkmining

whether services are Medicatly SociallyNecessary and whether thECO will require prior approval for services

The following charts present the covered services uhdgecontract

MEDICAL SERVICE

Ambulatory Surgical Center
Services

Table 1: MCO Covered Medical Services

DEFINITION

Any distinct entity that operates exclusively
for the purpose of providing surgical service
to patients not requiring hospitalization, as
well as private practitioners.

SCOPE OF BENEFITS

Nursing, technicians, and related services.
Use of the facilities where sungil procedures
are performed; drugs, biologicals, surgical
dressings, splints, casts, appliances, and
equipment directly related to the provision o
the surgical procedure; diagnostic or
therapeutic services or items directly related
to the provision of aurgical procedure.
Materials for anesthesia.

LIMITATION ON SERVICES

Physician services; lab &ay;

prosthetic devices; ambulance; leg, arn|
back, and neck braces; artificial limbs

and DME are excluded.

Cardiac Rehabilitation

A comprehensive outpatient program of
medical evaluation, prescribed exercise,
cardiac risk factor modification, and
education and counseling that is designed t
restoreenrolleeswith heart disease to active
productive lives. Cardiac rehabilitation cla@
performed in a specialized, freestanding
physician directed clinic or in an outpatient
hospital department.

Supervised exercise sessions with continuo
electrocardiograph monitoring. The medical
necessary frequency and duration of cardia
rehabilitation is determined by thenrolleeQ &
level of cardiac risk stratification.
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MEDICAL SERVICE

| KAf RNByQa wSa

DEFINITION
{ SNIBAOSa LINRPOGARSR 038
Facility

SCOPE OF BENEFITS

lff OKAf RNBYyQa NBAAHR

services.

LIMITATION ON SERVICES

NA

Chiropractor Services

Services providelly a chiropractor consisting
of manual manipulation of the spine.

Manipulation to correct subluxation.
Radiological examinations related to the
service.

Certain procedures may have service
limits.

Clinic Services

Preventive, diagnostic, therapeutic,
rehabilitative, or palliative services furnished
by a clinic (that is not part of a hospital) on g
outpatient basis.

General clinics, birthing center@nd health
department clinics, including vaccinations fo
children.

Early and Periodic Screening,
Diagnoses and Treatment
(EPSDT)

Early and periodic screening, treatment, ang
diagnostic services to determine
psychological or physical conditions in
enrolleesunder agetwenty-one @1). Based
on a periodicity schedule. Includes services
identified duringan interperiodic and/or
periodic screen if they are determined to be
medically necessary.

Health care, treatment, and other measures
to correct or ameliorate any medical or
psychological conditions discovered during
screeningA service need not cure awdition
in order to be covered under EPSDT. Servig
GKFG YFAYGEAY 2N AYL
health condition are also covered in EPSDT]
0S0FdzaS G(KSe al YSTAZ
Maintenance services are defined as servicg
that sustain or support rathetian those that
cure or improve health problems. Services g
covered when they prevent a condition from
worsening or prevent development of
additional health problems.

Limited to individuals under ageventy-
one @1).

Emergency Shelter Services

Serviceprovided by an emergency shelter
provider.

All emergency shelter providers and service

NA

Family Planning Services &
Supplies

Services to aiénrollees of childbearingage
to voluntarily control family size or to avoid ¢
delay an initial pregnancy.

Allfamily planning providers, services, and
supplies.

Sterilization is not covered fanrollees
under agetwenty-one @1), for enrollees
in institutions, or for those who are
mentally incompetent. Hysterectomies
and pregnancy terminations are not
considerediamily planning services.
Treatment for infertility is not covered.
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MEDICAL SERVICE

I FyYRAOI LILISR
Services/

Childrenand Youthwith

/

Special Health Care Needs

Services

K

DEFINITION

Specialty services provided to handicapped
children and those who may be at risk of
handicapping conditions.

SCOPE OF BENEFITS

Provides linkage and coordination of service
to all WV children with special needs and
limited direct medical services, equipment,
and supplies to those families that meet
financial and other program eligibility
requirements.

LIMITATION ON SERVICES

Senices are provided to children under
twenty-one Q1) with the following
diagnoses, but not limited to: cystic
fibrosis; myelocystomeningocele/
myelodysplasia; congenital heart
defects; craniofacial deformities; seizur
disorders; and metabolic disorders.

Home Health Care Services

Nursing services, home health aide serviceg
medical supplies suitable for use in the hom

Provided athe enrollee@ place of residence
on orders of a physician.

Residence does not include hospital
nursing facility, ICF/MR, or state
institution. Certain suppliers have
service limits.

Hospice

In-home care provided to a terminally ill
individual as an alternative to hospitalization

Nursing care, physicisservices, medical
social services, shoetérm inpatient care,
durable medical equipment, drugs,
biologicals, home health aide, and
homemaker.

Must have physician certification that
enrolleehas a life expectancy sfx 6)
months or lessEnrollees agetwenty-
one @1) and over waive right to other
Medicaid services related to the
treatment ofterminal illness.

Hospital Services, Inpatient

Hospital serviceprovided for allenrolleeson
an inpatient basis under the direction of a
physician.

All inpatient services, including bariatric
surgery, andgornealtransplants.

Excludes those adults in institutions for
mental diseases. Excludes behavioral
health inpatient stays with a DRG of 42
433 or 521523 or MSDRG 88@87 or
894-897. Unlimited medically necessary
days based on diagnosis related group
Transplant services mst be in a facility
approved as a transplant center by
Medicare and prior authorized by
Medicaid.

Hospital Services, Outpatient

Medical services furnished on an outpatient
basis by a hospital, regardless of the type o
provider ordering the service.

Preventive, diagnostic, therapeutic, all
emergency services, or rehabilitative medics
services.

Services not generally furnished on an
inpatient basis by most hospitals in the
state. Only technical component of
certain services.

Inpatient Rehabilitation

Services related to inpatient facilities that
provide rehabilitation services for Medicaid
eligible individuals under the age wfenty-
one 1)

Services that are medical inpatient
rehabilitation services for Medicaid eligible
individuals undetwenty-one @1), and
general medical outpatient services which
meet certification requirements of the Office
of Facility, Licensure and Certification.

Limited to individuals under ageventy-
one @1).
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MEDICAL SERVICE

Laboratory and »Ray Services.
Non-Hospital

DEFINITION

Laboratory and xay services provided in a
facility other than a hospital outpatient
department.

SCOPE OF BENEFITS

All laboratory and xay services ordered and
provided by or under the direction of a
physician. Includes laboratory services relat
to the treament of substance abuse.

LIMITATION ON SERVICES

Must be ordered by physician. Certain
procedures may have service limits.

b dzN& §
Services

t NI(\PJ A G A

Services provided by a nurse midwife, nurse
anesthetist, family or pediatriblP.

Specific services within specialty.

Certain procedures may have service
limits.

Other Services
Speech Therapy
Physical therapy
Occupational Therapy

NA

Treatment or other measures provided by
speech, physical or occupational therapists
correct or ameliorate any condition within th
scope of their practice.

Hearing aid evaluations, hearing aids,
hearing aid supplies, batteries and
repairs are limiteda enrollees under
agetwenty-one @1) Certain procedures
may have servickmits orrequire prior
authorization. Augmentation
communication devices limited to
children undertwenty-one @1) years of
age and require prior approval.

Physician Services

Services of a physician ta anrolleeon an
inpatient or outpatient basis.

Services are provided within the scope of
medical practice of an MD or D.O. Includes
medical or surgical services of a dentist,
medical services related to the treatment of
substarce abuse, and fluoride varnish
services. Physician services may be deliver
using telehealth.

Certain procedures may have service
limits orrequire prior authorization.
Fluoride varnish services may only be
provided to children ages s{8) months
to three (3) years.

Podiatry Services

Foot care services.

Treatment for acute conditions, i.e.
infections, inflammations, ulcers, bursitis, et
Surgeries for bunions, ingrovtoenails
Reduction of fractures, dislocation, and
treatment of sprains. Orthotics.

Treatment of children limited to acute
conditions. Routine foot care treatment
for flat foot, and sublucations of the foo
are not covered.

Private Duty Nursing

Nursing services fanrolleeswho require
more individual and continuous care than is
available from a visiting nurse or routinely
provided by hospitals or skilled nursing
facilities.

Twentyfour (24)hour nursing care if
medically necessary.

Prior approval may be required. Limiteq
to children undetwenty-one Q1) years
of age.
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MEDICAL SERVICE

ProstheticDevices and Durablég
Medical Equipment

DEFINITION

Devices and medical equipment prescribed
a physician to ameliorate disease, illness, o
injury.

SCOPE OF BENEFITS

Medically necessary supplies, orthotics,
prosthetics and durable medical equipment.

LIMITATION ON SERVICES

Certain orthotics, prosthetics, @n
durable medical equipment require prig
approval. Certain procedures have
service limits. Medical supplies and
durable medical equipment in nursing
facilities and ICF/MRs are covered in th
per diem paid to these providers.
Customized special equipment
considered.

Pulmonary Rehabilitation

Individually tailored multidisciplinary
approach to the rehabilitation afnrollees
who have pulmonary disease.

Oneon-one therapeutic procedures to
increase strength or endurance of respirator
muscles and functions.

Right from the Start Services

Services aimed at early access to prenatal
care, lower infant mortality and improved
pregnancy outcomes.

Care coordination and enhanced prenatal
care services.

Pregnant women (including adolescent
females)throughsixty 60) day
postpartumperiodand infants less than
one (1) year of age. No prior
authorizations can be required for RFT
services.

Rural Health Clinic Services:
Including Federally Qualified
Health Centers

Physician, physician assist¢RtA) andNP
providing primary care in a clinic setting.

PhysicianPA NP, nurse midwife services,
supplies, and intermittent visiting nurse care
in designated shortage areas.

Tobacco Cessation

Treatment for tobacco use and dependence

Diagnostic, therapy, counseling servicasd
quitlined SNIBA OSad ¢KS OK
includes the provision of anticipatory
guidance and riskeduction counseling with
regard to tobacco use during routine well
child visits.

Transportation Emergency

Transportation to secure medical care and
treatment on a scheduled or emergency
basis.

Emergency ambulance and air ambulance.

Emergency transportation provided to
the nearest resource. By most
economical means determined by
patient needs.

Vision Services

Services provided by optometrists,
ophthalmologists, surgeons providing medig
eye care and opticians. Professional service
lenses including frames, and other aids to
vision. Vision therapy.

Childrerexam, lenses, frames, and needed
repairs.

Adults limited to medical treatment
only. Prescription sunglasses and
designer frames are excluded. First pai
of eyeglasses after cataract surgery.
Contact lenses for adults and children
covered for certain diagnosis.
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DENTASERVICE |

Dental Services (Adult)

Table 2: MCO Covered Dental Services

DEFINITION |

Services provided by a dentist,
orthodontist, or oral surgeon.

SCOPE OF BENEFITS ‘

Emergency services.

LIMITATION ON SERVICES

Adult coverage limited to treatment
of fractures ofmandible and manilla
biopsy, removal of tumors, and
emergency extractions. TMJ surget
and treatment not covered for
adults.

Dental Services (Children)

Services provided by a dentist,
orthodontist or oral surgeon or dental
group to children under the agef
twenty-one (21).

Emergency and neamergency: surgical
diagnostic, preventive, and restorative
treatment, periodontics, endodontics,
orthodontics, prosthodontics,
extractions, and complete or partial
dentures.

Limited to individuals under age
twenty-one @1).

BEHAVIORAL SERVICE{

Behavioral Health
Rehabilitation for
Individuals Under Age
twenty-one 1), Psychiatric
Residential Treatment
Facility

Table 3: MCO Covered Behavioral Services *

DEFINITION \

Behavioral health rehabilitation
LISNF2NYSR Ay |
treatment facility.

OK A

SCOPE OF BENEFITS \

Diagnosis, evaluation, therapies, and
other program services for individuals
with mental illness, mental retardation,
and substance abuse.

LIMITATION ON SERVICES

Procedure specific limitsn
frequency and units.

Behavioral Health
Outpatient Services

Behavioral health clinics, behavioral
health rehabilitation, targeted case
management, psychologists, and
psychiatrists. (Emergency room service
are included in the MCO benefits
package.)

Diagnosis, evaluation, therapies
including Medication Assisted Treatmer
and other program services for
individuals with mental illness, mental
retardation, and substance abuse.

Procedure specific limits on
frequency and units. Only assertive|
community treament (ACT)
providers certified byDpHHRor the
Bureau of Behavioral Health and
Health Facilities may provide ACT
aSNBAOSad 9EOL dzR
residential treatment.




BEHAVIORAL SERVIC

Psychological Services

DEFINITION

Services provided by a licensed
psychologist in the treatment of
psychological conditions.

SCOPE OF BENEFITS

Evaluation and treatment, including
individual, family, and group therapies.
Psychological services may be delivere
using telehealth.

LIMITATION ON SERVICES

Evaluation and testing procedures
mayhave frequency restrictions.

Hospital Servicesnpatient
¢ Behavioral Health and
Substance Abuse Stays

Inpatient hospital services related to the
treatment of mental disorders or
substance abuse disorders.

Inpatient hospital services related to the
diagnosis, evaluation, and treatment of
behavioralhealth or substance abuse
disorders.

NA

Inpatient Psychiatric
Services for Individuals
Under Age twentyone (21)

Inpatient psychiatric facility services
furnished at a psychiatric hospital or a
distinct part psychiatric unit of an acute
care or general hapital under the
direction of a physician for individuals
under age twentyone (21).

Active treatment of psychiatric condition
through an individual plan of care
including post discharge plans for
aftercare. Service is expected to improy
the enrolleeQ éondition or prevent
regression so the service will no longer
be needed.

Certification must be made prior to
admission that outpatient
behavioral health resources
available in the community did not
meet the treatment needs of the
enrollee Preadmission and
continued stay prior authorization.

Drug Screening

Laboratory service to screen for presen
of one or more drugs of abuse.

Screening ordered by the treating
practitioner that is deemed medically
necessary and reasonable within
commonly accepted standards of
practice. Results are intended.to alter
patient management decisions. Full
scope of benefits detailed in WV Provid
Manual, Chapter 529.

Standing orders must be
individualized for eacknrolleeand
updated every thirty (30) calendar
days; drug screenings in excess of
twenty-four (24) per calendar year
are subject to prior authorization. A
limitations are detailed in WV
Medicaid Provider Manual, Chapter
529.2.

Substance Use Disorder
(SUD) Services

Targeted case management and
physiciansupervised medicatioand
counseling services provided tieat to
those with a SUD.

Comprehensiv&UD state plan and
waiver servicetisted in Article I, Sectio
11.10

Opioid Treatment Program services
included in the SUD waiver will be
provided through Medicaid FFS.

Serious Emotional
Disturbance Waiver
Services

Provides children with some mental
health conditions, special intensive
support to help them remain in their

homes and communities

To be defined, pending approval by CM

To be defined, pending approval by
CMS.

* An outpatient followup session immediately followingdhdischarge from the facility enMCO covered benefit



Medicaid Benefits Covered UndefFS Medicaid

The following services are excluded from M@@apitation ratebut will remain covered Medicaid services for persons who are
enrolled in MCOs. The State will continue to reimburse the billing provider directthdse services onfFkSbasis. The State may
consider the use of specialized caot#s in the future.

MEDICAL SERVICE ‘

Abortion

Table 4: Medicaid Benefits Covered Under FFS Medicaid

DEFINITION |

Pregnang termination determined to be
Medically Necessary by the attending
physician in consultation with the patien
in light of physical, emotional,
psychological, familial, or age factors (0
a combination there of) relevant to the
well-being of the patient.

SCOPE OF BENEFITS ‘

Drugs or devices to prevent implantatiof
of the fertilized ovum and for medical
procedures necessary for the terminatig
of anectopic pregnancy.

LIMITATION ON SERVICES

Written physician certification of
medical necessity. Aflederal and
State lavs regarding this benefit
must beadhered to.

Early Intervention Services
for Children Thre€3) Years
and Under

Early intervention services provided to
children three years and under through
the Birth to Threg3) program.

Services provided by enrolled Birth to
Three providers.

ICF/MRIntermediate Care
Facility for the Mentally
Retarded

Community based services for the
mentally retarded and those with relateg
conditions.

Services provided both in and out of a
group living facility which include but ar
not limited to: physiciarservices, nursing
sewices, dental, visiorhearing,
laboratory, dietary, recreational, social
services, psychological services,
habilitation, and active treatment

Services are provided based on a
plan of care developed by an
interdisciplinary team headebly a
physician Enrolleemust be certified
as needing ICF/MR level of care by
physician and psychologist. Limited
to the firstthirty (30) calendadays.

Nursing Facility Services

Facility based nursing services to those|
who requiretwenty-four (24) hour
nursing level of care.

Full range of nursing, social services an
therapies.

Not covered.




MEDICAL SERVICE

Personal Care Services

DEFINITION

Medically necessary activities or tasks
ordered by a physician, which are
implemented according to a Nursing Plan of]
Care developed ansupervised by a
registered nurse. These services enable
people to meet their physical needs and be
treated by their physicians as outpatients,
rather than on an inpatient or institutional
basis.

SCOPE OF BENEFITS

Services include those activities related to
personal hygiengdressing, feeding, nutrition
environmental support functions, and health
related tasks.

LIMITATION ON SERVICES

Room and board services, services wh
have not been certified by a physician ¢
a Personal Care Medical Eligibility
Assessment (PCMEA) or are not in the
approved pan of medically necessary
care developed by the registered nurse
hours that exceed the sixty (60) hours
per member per mont{PMPM)
limitation that have not been prior
authorized, services provided by a
enrolleeRd & LJ2dzaS 2 NJ LJ
child, andsupervision that is considered
normal childcare.

Personal Care for
Individuals Enrolled in the
Aged/Disabled Waiver

Community care program for elderly.

Assistance with activities of daily living i
a community living arrangement.
Grooming, hygienejutrition, non-
technical physical assistance, and
environmental.

Limited on a per unit per month
basis. Physicians order and nursing
plan of care is required.

Prescription Drugs

Simple or compound substances
prescribed for the cure, mitigation, or
prevention of disease, or for health
maintenance.

Prescription drugs dispensed on an
ambulatory basis by a pharmacy, family
planning supplies, diabetic supplies,
vitamins for children to age twernigne
(21), and prenatal vitamins.

Not Covered: Drugs for ight gain,
cosmetic purposes, hair growth,
fertility, less than effective drugs
and experimental drugs. Hemophili
blood factors are covered by
MedicaidFFSDrugs and supplies
dispensed by a physician acquired
the physician at no cost are not
covered.Hemophiliarelated clotting
factor drugs and Hepatiti€ virus
related drugs are covered by FFS.

Schoolbased Services

Services provided by a physical therapi
speech therapist, occupational therapis
nursing care agency, or audiologist in a

schootbased setting.

Services provided in a schdwhsed
setting.

Limited to individuals under age

twenty-one (21). Refer to the FFS
Medicaid provider manuals for an
explanation of service limitations.
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MEDICAL SERVICE

Organ Transplant Services

DEFINITION

Transplantation of organand tissues

SCOPE OF BENEFITS

Organ transplant services are covered
when considered generally safe,
effective, and medically necessary, and
when no alternative medical treatment
as recognized by the medical communit
is available. The transplant must be
utilized for the mamagement of disease
as a recognized standard treatment in
the medical community and must not bg
of an investigational or research nature
and must be used for enstage diseases
not as prophylactic treatment.

LIMITATION ON SERVICES

Corneal transplant services are
covered under maaged care, not
FFS.

Substance Use Disorder
(SUD) Services

Physiciarsupervised daily or several
times weekly opioid agonist medication
and counseling services provided to
maintain multidimensional stability to
those with severe opioid use disorder

Opioid Treatment Program services
(methadone only)

Must be provided in epartment
licensed methadone clinic and in
accordance with ASAM® criteria.

Transportation, Non
emergency

Routine medical transportation to and
from Medicaid covered scheduled
medical appointments.

Includes transportation via mutti
passenger van services and common
carriers such as public railways, buses,
cabs, airlines, and private vehicle
transportation by individuals. Ambulanc

services as appropriate

Prior authorization by BS is
required for multipassenger van
services. Prior authorization by
county DHHR staff is required for
transportation by common carriers.

Abortion Services

Under the terms dhis Contract MCO maynotreimburseMedicaidprovidersfor the services provideehrolleesunderanyreported
and verified abortion CPT codesbortion Servicewill be reimbursed undéi-SMedicaid.
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SERVICE

Assistive Equipment

Table 5: Additional HCBS Covered by the MCO Under the SED Waiver

DEFINITION

An item, piece of equipment or product
system that is used to adédssa
member's needs that arise as a result 0
his/her serious emotional disturbance
(SED).

| SCOPE OF BENEFITS |

The equipment should increase, mainta
or improve functionatapabilities of the
member, assist him/her to avoid an out
of-home placement. This category can
also include the evaluation of assistive
equipment needs of a member, as well
costs of acquisition training.

LIMITATIONDN SERVICES

Up to $500.00 Per Service Year Pla

In combiration with Specialized
Therapy.

Case Management

Servicesto assist members in gaining
access to needed waiver and other stat
plan services, as well as medical, socia
educational and other services,
regardless of the funding source for the
services tavhich access is granted.

The Case Manager is responsible for
engaging the member and
parent/caregiver in a partnership of
shared decisioinmaking and service plan
development and implementation
throughout their enroliment in the
CSEDW. The Case Manager essand
coordinates a comprehensive set of
supports, resources, and strategies for
the member and parent/caregiver. S/he
works closely with providers to assure
that waiver services and treatment
modalities augment each other for
optimal outcomes for membarand
families.

Up to 874 units per service year.

Caseloads capped at 20 members
per case manager.

Community TransitiollAges
18-21)

Non-recurring setup services/expenses
for individuals ages 181 who are
transitioning from an institutional or
another provideroperated living
arrangement to a living arrangement in
private residence where the person is
directly responsible for his or her own
living expenses.

Allowable epenses are those necessary
to enable a person to establish a basic
household but do not cover room and
board.

Up to $3,000 for @ne-time
transition period.
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SERVICE

Mobile Response

DEFINITION

24-hour services designed to respond
immediately to issues that threaten the
stability the member's placement and
his/her ability to function in the
community as determined by the family

SCOPE OF BENEFITS

This service is intended to be of very
short duration and primarily to link to
other services and resources. This serv,
may only be delivexd in an individual,
one-to-one session. This service include
de-escalation, issue resolution support,
and the development of a stabilization
plan for any additional services that are
needed to resolve the immediate
situation.

LIMITATIONDN SERVICES

Up to 14 hours per week.

Day Habilitation:
Independent Living/Skills
Building(Ages 1821)

Servicesto facilitateQthe member's
community inclusion and remaining in
his/her home. Services include
therapeutic recreation, job development
and independent living/skills building,
and are provided in local community
settings (such as libraries, stores, parkg
city pools, ¢c.).

Independent living/skills building can be
related to activities of daily living, such ¢
personal hygiene, household chores, ar
socialization, if these skills are affecte@
the member's SED. Activities and
environments are designed to foster the
acquisition of skills, appropriate
behavior, greater independence,
community inclusion, relationship
building, employment skills, self
advocacy and informed choice necessd
to successfully function in the home ang
community.

Up to 40 hours per week.

In combination with Supported
Employment and Job Development
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SERVICE

Supported Employment
(Ages 181)

DEFINITION

Ongoing supporservices for members
ages 1&1 who, because of their SED,
need intensive support to obtain and
maintain employment in an integrated,
competitive work setting, compensated
at or above the state's minimum wage, a|
or above the customary wage and level
of benefitspaid by the employer for the
same or similar work performed by
individuals without SED. Services may
include negotiation with prospective
employers, job coaching, transportation
and other workplace supports that
enable the member to be successful in
integrating into the job setting.

SCOPE OF BENEFITS

Services may include negotiation with
prospective employers, job coaching,
transportation, and other workplace
supports that enable the member to be
successful in integrating into the job
setting.

LIMITATIONDN SERVICES

Up to 40 hours per week.

In combination with Independent

Living/Skills Building and Job
Development.

In-Home Family Therapy

Gounseling and training services for the
member and family provided by a
licensed mental health professional.

This service includes individual and
family therapy in the family home and
should assist the family in the acquisitio
of knowledge and skills necessary to
understand and address the specific
needs of the member in relation to
his/her mental illness and treatment,
such as development and enhancemen
ofthe family's problerssolving skills,
coping mechanisms, and strategifesQ
the member's symptom/behavior
management.

Up to 2 sessions per day in
combination with both codes.
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SERVICE

In-Home Family Support

DEFINITION

Servicesto allow the member and family
to practice and implement the coping
strategies introduced by the ihome
therapist.

SCOPE OF BENEFITS

The family support worker works with
the member and family on the practical
application of skills and interventions
that will allow the membeand family to
function more effectivelyThe family
support worker assists the family
therapist by helping the parent/child
communicate their concerns; providing
feedback to the therapist about
observable family dynamics; helping the
family and youth immment changes
discussed in family therapy and/or
parenting classes; supporting, and
encouraging new parenting techniques;
helping parents learn new parenting ski
specific to meet the needs of their child
participating in family activities and
supportsparents in applying specific ang
on-the-spot parenting methods in order
to change family dynamics.

LIMITATIONDN SERVICES

Up to 2 hours per day.
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SERVICE

Prevocational Services: Jol
Development{Ages 1821)

DEFINITION

Provides learning and work experiences
including volunteer work and personal
care activities, where the individual can
develop general, nojob-taskspecific
strengths and skills that contribute to
employability in paid employment in
integrated community sttings.

SCOPE OF BENEFITS

Job Development should enable each
member to attain the highest level of
work in the most integrated setting and
gAGK GKS 220 YI (0K
interests, strengths, priorities, abilities,
and capabilities, while following
applicable federbwage guidelines.
Services are intended to develop and
teach general skills that lead to
competitive and integrated employment
including, but not limited to: ability to
communicate effectively with
supervisors, cavorkers and customers;
generally acceptedommunity
workplace conduct and dress; ability to
follow directions; ability to attend to
tasks; workplace problem solving skills
and strategies; general workplace safet
and mobility training.

LIMITATIONDN SERVICES

Up to 40 hours per week.

In combination with Independent
LivMng/Skills Building and Supported

Employment.

Non-Medical
Transportation

Services offered to enablenemberswith

SEDo be transported to and from local,
public community locations for services
specified by thét y R A @deRidelplanQ

This service is offered in addition to
Medicaidmedical transportation
required under 42 CFR 431.53 and
transportation services under the
Medicaidstate plan, defined at 42 CFR
440.170(a) (if applicable), and does not
replace them. Transportation services
under theSEDwaiver are offered in
accordance withtheCndividuals service

plan.

Up to 9,600 miles per year.
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SERVICE

Respite Care (In and Oat-
Home)

DEFINITION

Services provided to temporarglieveQ
the member's regular caregiver and
include all the necessary care that the
usual caregiver would provide during
that period.

SCOPE OF BENEFITS

In-Home Respite must be provide@he
member's home, which is defined as a
natural family home or a certified
therapeutic foste care home. Oubf-
Home Respite must be provided by a
certified therapeutic foster care home.
Both types of respite may be provided i
the local public community.

LIMITATIONDN SERVICES

Up to 2,304 units per year combine
with in/out-of-home.

Peer Parent Support

Services are designed to offer support
the parent/guardian of the member with
SED. The services are geared toward
promoting parent/guardian
empowerment, enhancing community
living skills, and developing natural
supports.

This service connects the
parent/caregiver with a parent(s) who
are raising or have raised a child with
mental health issues and are personally
familiar with the associated challenges.

Up to 2 hours per week.

Specialized Therapy

Activity therapy, such as music, dance,
art or ply therapies not for recreation,
related to the care and treatment of a
YSYoSNRa ySSRa GKI
his/her SED.

The service is intended to assist the
member in acquiring the knowledge ang
skills necessary to understand and
address these tratment needs, e.g.,
developing and enhancing problem
solving skills, coping mechanisms,
AGNY 6S3IASa F2N (K
symptom/behavior management.

Up to $500.00 Per Service Year Pla

In combination with Assistive
Technology.
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Table 6: Covered SNS Delivered Through the ASO

DEFINITION SCOPE OF BENEFIT{ LIMITATION ON SERVIC]|

SNSService<CATEGORY

CPS Family Support Services

CPS Family Preservation Servic

CPS Foster Care Services

Chafee Foster Care
Independence Program

CPS Reunification Services

CPS Adoption Preservation
Services

Youth Services Family
Preservation Services

Youth ServiceBoster Care
Services

Youth Services Chafee Foster
Care Independence Program

Youth Services Reunification

Services

Refer to BCF utilization management marasilable on théHHR website for an explanationtbé
scope of benefits andervice limitations
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APPENDIX B: OVERVIEW OF WEST VIRGINIAG SFY 2021 PAYMENT
METHODOLOGY AND CAPITATION RATES FOR SPECIALIZED MANAGED
CARE PLAN FOR CHILDREN AND YOUTH

(under a separate cover)
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APPENDIX C: MARKETING POLICIES
Applicable Legal Authorities:
42 U.S.C. 81396

42 CFR 8438.104

TheMCO is required to comply with the Marketing Policies as they relatéetticaidor BCF
programs All Marketing Policies are applicable to the MCO,atents,Subcontractorsand
providers.The Marketing PoliciesAppendixC maybe amended by tHeepartmenat any time
and changes will be distributed to the MCO.

Violation of any of the Marketing Policies is sabj to remedies, as outlined in this Contract.

C-1 Marketing Standards

TheMCO mayconduct general advertising that does not specifisalligit the Medicaid
population.Enroliment will be handled bthe Departmenthrough aContractwith a central
enrollment broker.

The MCO must submit tthe Departmenfor prior written approval a marketing plan and alll
marketing materials preparedrsuant to said plaand this ContraciThe MCO must distribute

the marketing materials to its entire service a@snerakenrolleehealth education brochures
andenrolleehealth educatiomaterials do not require approval frahe DepartmenfThe
Deparmentwill review the marketing plan and all marketing materials as soon as possible but
within forty-five (45) calendadays to ensureompliancewith this ContractThe MCO agrees to
engage only in marketing activities that are-ppproved in writingyy the Department.

C-2 Approved Marketing Practices

Thelist of approved Marketing practicés not intended to be exhaustivde following listis
applicable to the MCO, its agen&jbcontractors, and MCO providers

1. The MCO is allowed to send outreach materials andviarketing correspondence to its
enrollees. The content of such mailings must be approved by the Department prior to
distribution

2. The MCO may send plan specific materials to poteptiabllees at the ptential
enrolle® sequest. The content of such mailings must be approved by the Department
prior to distribution

3. The MCO may only provide plan specific information during incoming calls from
potentialenrollees. The MCO may return telephone calls togratal enrollees only when



requested to do so by the caller. The content of such call scripts must be approved by the
Department prior to distribution

The MCO may respond to direct questions from poteatiedllees with accurate
information during suchetephone calls

5. The MCO may survey their former and currentollees

The MCO may provide Gifts approved by the Department to encourage anreli¢es
to participate in the surveys

The MCO may distribute materials and information that purely editsagrollee on

the i mportance of completing the Stateos
fashion and
At the Departmentsé approval, the MCO may

Health Plan (QHP) to potentiahrollees who could enrth in such a plan as an alternative

to the Medicaid managed care plan due to a loss of Medicaid eligibility or to potential
enrolless who may consider the benefits of selecting an Medicaid managed care plan that
has a related QHP in the event of futaligibility changesSuch information may not be
included withinmarketingmaterials.

C-3 Prohibited Marketing Practices

An MCO engaging in prohibited Marketing practidisted belowwill be in violation of this
ContractandMarketing Policy.This listis not intended to be exhaustive.

The following prohibitions are applicablettee MCO, itsagents,Subcontractors, anfCO
providers:

1.

2.

Distributing Marketing materials without prior Department approval;

M

Using the word, fAMount ai rMHealth®rri dekeeph,s e, @ Mo

when referring to Mountain Health TryuSVest VirginiaHealth Bridgeor other State
programs;

Distributing Marketing materials written above tHedgsade reading level, urds
approved by the Department;

Offering gifts valued over $15 to potentairollees,

Providing gifts to providers for the purp
potentialenrollees or currentenrollees

Directly or indirectly, engaging in dod@o-door,email, texttelephone, and other Cold
Call Marketing activities;

Marketing in or around public assistance offices, including eligibility offices;

Usingspam(an unwanted, disruptive commercial message posted on a computer network
or sent by email);
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9. Making any assertion or statement (orally or in writing) that the MCO is endorsed by
CMS, a federal or state government agency, or similar entity;

10.Knowingly markeing to persons currently enrolled in another M@i@ctly by mail,
phone or electronic means of communication

11.Inducing or acceptingnenrolle® BCO enrollment or MCO disenrollment;

12.Using terms that would influence, mislead, or cause potemtrallees to contact the
MCO, rather than the Enrollment Broker, for enrollment;

13. Portraying competitors in a negative manner;

14Using absolute superlatives (e.g., Athe be
they are substantiated with supporting data gedito the Department;

15.Making any written or oral statements containing material misrepresentations of fact or
l aw rel ating t o Medicaid pdgtadhpssrviged, & benedits; t h e

16.Making potentiaknrolleegifts conditional based on enrolimenttivthe MCO;

17.Chargingenrollees for goods or services distributed at MCOMedicaidevents;
18.Chargingenrollesa f ee f or accessing the MCOO6s websi
19.Influencing enroliment in conjunction with the sale or offering of any private insurance;

20.Tying enrollmenin the MedicaidMCO with purchasing (or the provision of) other types
of private insurance;

21.Using marketing agents who are paid solely by commission;
22.Posting MCGspecific, norhealth related materials or banners in provider offices;
23.Conducting potentiagnrolleeor i ent at i on i n common areas of

24. Allowing providers to solicit enrollment or disenrollment in an MCO, or distribute MCO
specific materials at a Marketing activity (This does not apply to health fairs where
providers do immunizans, blood pressure checks, etc. as long as the provider is not
soliciting enrollment or distributing plan specific MCO materials.);

25.Purchasing or otherwise acquiring mailing lists from third party vendorfer paying
Depart ment 6 sSubcannactors tosdna plars specific materials to potential
enrolless;

26. Referencing the commercial component of the MCO in any Marketing materials;

27.Discriminating againstraenrolleeor potentialenrolleebecause of race, age, color,
religion, natural originancestry, marital status, sexual orientatprysical or mental

C-3



disability, health status or existing need for medical care, with the following exception:
certain gifts and services may be made availabéntollees with certain diagnoses;

28. Assisting withMedicaidMCO enrollment form;

29.Making false, misleading or inaccurate statements relating to services or benefits of the

MCO orMedicaid pogram, or relating to the providers or potential providers contracting
with the MCO; and

30.Direct Mail Marketing to potentiaénrollees.

C-4 MCO Social Media Marketing Practices

In addition toall marketing requirements outlidén this Contract, the MCO musbnyply with
the social mediaMarketingpractices as outlined below.

D-4.1 Social Media MarketinGuidelines

The following list is applicable to the MCO, its ager@sbcontractors, and MCO providers:

1.

At the Departmentds approval, the MCO
advertising (i.e. Twitter, Facebook, Instagram)

At t he Depar ttha®MB® rmay puechageradvertssédment banners on
social media outlets. The content of such advertisements must be approved by the
Department prior to distribution

The MCO may posvICO Medicaid events on social media sourddse content of
such posts mustebapproved by the Department approval prior to posting

The MCO may post general naalvertising information regarding MCO activities.

may

The content of such posprierapprovalsandnot requi r

Any enrolleecomplaints received throughe social media sources mus¢ processed
and resolvedhrough thegeneralcomplaintintakesystem

C-4.2 Social Media Prohibitions

The following prohibitions are applicable to the MCO, its agehtbcontractors, and MCO

providers:

1. Postingor sendinganyprotecedprivate informatioron social media sourge

2. Advertising on social media platforms tleattail direct communicatiomvith potential
enrollees. This list includes, but is not limited:t8napchat, Skype, WhatsApp, Facebook
MessengerMeetUp, Viker, and anyotherpersonatommunicatiorservices;

3. Responding tanycommenton social media postsom potentialenrollees except when
to provide generaresponsgsuchasMCO phone number, links to the MCO web site or
theenrdlment brokemphone number
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4. Partaking in individual communication on social media outlets;

5. Requesting followersr adding individuals as friendse. friends on Facebook, followers
on Instagram or Twittergand

6. Tagging individuals on social media source.

C-5 Reporting and Investigating MCO Marketing Violations

The MCO must establish a process to ensure fair and consistent investigation of alleged
violations of the Departmentds Marketing Poli

Upon written receipt of any alleged MCO violation(s) from the DepartmenM@@ must

1. Acknowledge receipt, in writing, within or{&) business day from the date of the receipt
of the alleged violation.

2. Begin investigation of the alleged violation and complete investigation within fourteen
(14) calendar days from the date of theeipt of the alleged violation.

3. Analyze the findings of the investigation and report findings to the Department.

C-6 Provider Training

The MCO is required to inform its network providers of the Marketing policies.

C-7 Gifts to Potential Enrollees

MCOs may provide promotiongifts valuedat or under $15 to potential MCénrollees. MCOs
may distribute promotionaifts valued at more than $1o currentenrollee only. A gift worth
$15 or less must bdeased on the retail purchase price ofgtieitem.The MCO may not provide
gifts to providers for the purpose of distributing them poteetiabllees, unless such gifts are
pl aced i n dfflbeeconpnoroaveaaddeare available to all patients

C-8 MCO Enrollee Gifts

The MCO may solicit its currently enroll@rollees for participation in MCChealthrelated
activitiesor MCO surveys

The MCO may providegifts valued at $50 or less penrolleeper gift to encouragenrollee
attendancer participation irMCO healthrelatedactivitiesor MCO surveys Enrollee gfts may
not be converted to cash.

The MCO must not exceed the total annual limit28Gper eactenrolleefor all gifts. The
Departmenmmust provide prior approval of all monetary amairmonetarycompensation
provided toenrolleesin exchange for participating emyMCO activities



APPENDIX D: SUMMARY OF MCO REPORTING REQUIREMENTS

All MCO reports submitted under thiontractmust reflect programelated data only unless otherwise requested by the Department.

Reporting Requirement Timeframe

Quarterly Reporing

1: Enrollment and Membership Report

2: Provider Network Status Report

3: Medical Claims Processing

4: Experience Summary

5: Medical Grievance and Appe&sport

5a: SNSGrievance and Appeals Report

5h: Dental Grievance and Appeals Report

5c: Behavioral Health Grievance and Appeals

Report Within forty-five @5) calendardays of end of

quarter (by the 18 day of the second month
following the end of the reporting period)

6: Lag Tables

7: Summary of Claims Paid Outside Encounter C
and SukCapitationArrangements

X | X[ X | X[X|X[X]|X]|X|X

7a: Experience Summary for Capitated
Arrangements

8: Enrolleeand Provider Services X

9: MedicaidRelated Financial Reports (Statemen
of Revenue and Expenses)

10: Out-of-Network Utilization ReposPhysical
Health

10a: Out-of-Network Utilization RepofBehavioral
Health

Quality Reporting




Reporting Requirement

Timeframe

Due Date

Written Description of PIPs and Results

July 1%

PIP Progress Report

Within forty-five @5) calendardays of end of
quarter

HEDIS

On or before June 15(audited)

QAPI Annual Evaluation Report Including Status
and Results

On or before June 15

QAPICAP

Within thirty (30) calendardays of identification
of systemic problem

CAHP&nrolleeSurvey Analysié\ction Plarand
Evaluation

Annual analysis is due on or before August.15
Quarterly updates are due withiiorty-five @5)
calendardays of end of quartefsee MHTL5)

Accreditation Review Report

Upon completioror change in status

Encounter Data

Within thirty (30) calendardays of end of month

Adult and Child Core Quality Measures

On or before Septemberi

ProviderReporting

Provider Network Data

Electronic provider directories to be submitted
to the Departmentmonthly

Provider Network Adequacy

A Rull network ¢ Annuallyby October 31st

A All Network changes by speciatyQuarterly,
45 days after end of the quarter

A PCP changedourteen (14) days after the
change

A Hospital changesimmediately

A Material changes of other providers affecting
service deliveryfourteen (14) days after the
change

Provider Satisfaction Survey

Within forty-five @5) calendardays of end of
quarter (by the 18 day of the second month
following the end of the reporting period)




Reporting Requirement

Monthly

Quarterly

Annually

Timeframe

Due Date

Suspension and Adverse Enroliment Action Rep

(formerly the CAF Suspension and PDC reports) X Sy iine ity 013 lewing ot

Financial Reporting

Annual Financial Statements X On or before Junesi

Offices of the Insurance Commissioner Repqrts X X Concurrent with DOI submission

Quarterly and Annually

Third Party Liability Cases Not Pursued X The 15 of gach month (to include all events
from the prior month)

ProviderPreventable Conditions To Be Determined

PCP Payment Methodology Upon request fronrDHHR

Directed Payments Report X The 1% of gach month (to include all events
from the prior month)

Provider Payment Suspensions Report X

MLRReports and Calculations X Eight (8)months afterthe end of the SFY

Recovery oAll Overpayments Repofincluded in

the FWA Report) X By the 1% of the month

IMD Report X Submit on the 18 and 30" of each month

Hysterectomies anterilizations X Submit attestation by Octobertl

EPSDT Services and Reporting

Submit attestation by Octobertl

Other State Required Reporting

Business Continuity Plan

Within ten (10) business days of DHHR writter|
request

DisasterRecovery Plan

Within ten (10) business days of DHHR writter|
request

Information Security Plan

Within ten (10) business days of DHHR writter
request




Reporting Requirement

Annually

Timeframe

Due Date

/| KAt RNByQa twe¢C { SNIAC

The 1% of each month (to include all events
from the prior month)

System Quality Assurance Plan

Within ten (10) business days of DHHR writter
request

Disorder (SUD) Benefits Compliance Plan

Sexually Transmitted Diseases X Submit attestation by Octobert.
Tuberculosis X Submitattestation by October %
Communicable Diseases X Submit attestation by Octobert.
MCO Annual Report X On or before April ¢
Organization Chart X On or before Octobersi
Marketing Plan X On or before Octoberst
SubcontractoMonitoring Plan Within ten (10) business days of BMS written
request
Data Accuracy and Completeness Plan X On or before Octoberst
Activities SummaryAnalyses and Results of h
Provider/Beneficiary Utilization to DeteEWA X Sy o e
HB 4217 Report X On March 38 of each year
Alternative Payment Model Report X August 15
FWAReporting By the 1% of the following month
A Annually, on or before Julyl
A Upon requestwithin thirty-five (35) calendar
Disclosure of Ownership Reporting X days; or
A Upon change in ownership, within thirfive
(35) calendar days
FWA InternaCompliance Plan X On or before Octoberst
Parity in Mental Health and Substance Use X Onor before June 30

Claims Aging Report

By the 1% of the following month




Reporting Requirement

Monthly

Quarterly

Annually

Timeframe

Due Date

SNSunderserved areas of the State where they
additional SNS provideese needed

1915 (c) SED Waivktinimum required reports:
Prior authorization reporting;
Grievances, appeals, and denials
reporting;

Member satisfaction reporting;
Staffing/training reports;

Service plan reporting;

Critical incident and death reporting;
Claims reporting;

Any additional waiver reports.
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As defined by the SED Wairnogram







