Section 1915(b) Waiver
Proposal For Missouri’s
MCO and NCM Programs



Proposal

Facesheet

Table of Contents

Section A: Program Description
Part I: Program Overview

A

mmoow

Statutory Authority

Delivery Systems

Choice of MCOs, PIHPs, PAHPs, and PCCMs
Geographic Areas Served by the Waiver
Populations Included in Waiver

Services

Part Il: Access

A
B.
C.

Timely Access Standards
Capacity Standards
Coordination and Continuity of Care Standards

Part 111: Quality
Part IV: Program Operations

mTmooOw>

Marketing

Information to Potential Enrollees and Enrollees
Enrollment and Disenroliment

Enrollee Rights

Grievance System

Program Integrity

Section B: Monitoring Plan
Part I: Summary Chart
Part Il: Monitoring Strategies

Section C: Monitoring Results

Section D: Cost Effectiveness
Part I: State Completion Section

Glossary

Attachments

Quality Improvement Guidelines for Nurse Case Management

Appendices D1-7

24
26
28
30
32
38
43
43
46
48
64
72
72
75
78
93
94
97

99

100
103
111

233
233

266



Proposal for a Section 1915(b) Waliver
MCO and NCM Programs

Facesheet
Please fill in and submit this Facesheet with each waiver proposal, renewal, or
amendment request.

The State of Missouri requests a waiver/amendment under the authority of section
1915(b) of the Act. The Medicaid agency will directly operate the waiver.

The names of the waiver programs are the MO HealthNet Managed Care Program
and the Nurse Case Management (NCM) Program. (Please list each program name if
the waiver authorizes more than one program.).

Type of request. This is an:
__initial request for new waiver. All sections are filled.
___amendment request for existing waiver, which modifies Section/Part __
___Replacement pages are attached for specific Section/Part being amended (note:
the State may, at its discretion, submit two versions of the replacement pages:
one with changes to the old language highlighted (to assist CMS review), and
one version with changes made, i.e. not highlighted, to actually go into the
permanent copy of the waiver).
___Document is replaced in full, with changes highlighted
_X renewal request
__This is the first time the State is using this waiver format to renew an existing
waiver. The full preprint (i.e. Sections A through D) is filled out.
_X The State has used this waiver format for its previous waiver period. Sections
C and D are filled out.
Section Ais _X replaced in full
___carried over from previous waiver period. The State:
___assures there are no changes in the Program
Description from the previous waiver period.
____assures the same Program Description from the
previous waiver period will be used, with the
exception of changes noted in attached
replacement pages.

Section Bis _X_replaced in full
___carried over from previous waiver period. The State:
____assures there are no changes in the Monitoring
Plan from the previous waiver period.




____assures the same Monitoring Plan from the
previous waiver period will be used, with
exceptions noted in attached replacement pages

Effective Dates: This waiver/renewal/amendment is requested for a period of 2 years;
effective July 1, 2016 and ending June 30, 2018. (For beginning date for an initial or
renewal request, please choose first day of a calendar quarter, if possible, or if not, the
first day of a month. For an amendment, please identify the implementation date as the
beginning date, and end of the waiver period as the end date)

State Contact: The State contact person for this waiver is Renee Riley and can be
reached by telephone at (573) 526-4274, or fax at (573) 526-3946, or e-mail at
Laverna.R,Riley@dss.mo.gov. (Please list for each program)
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Section A: Program Description

Part I: Program Overview

Tribal consultation

For initial and renewal waiver requests, please describe the efforts the State has made to
ensure Federally recognized tribes in the State are aware of and have had the
opportunity to comment on this waiver proposal.

RESPONSE:
There are no federally recognized Indian Tribes and Organizations in Missouri.

Program History

For renewal waivers, please provide a brief history of the program(s) authorized under
the waiver. Include implementation date and major milestones (phase-in timeframe; new
populations added; major new features of existing program; new programs added).

RESPONSE:
MO HealthNet Managed Care Program

In 1995, Missouri requested and received approval to implement a managed care
program, MO HealthNet Managed Care, in the Eastern Region of the State. Waiver
authority was granted under Section 1915(b) of the Social Security Act for Managed Care
Organizations (MCOs) to provide contracted services to certain targeted groups of
Medicaid eligibles. The mandatory target groups included MO HealthNet for Families
(MHF), formerly known as Temporary Assistance for Needy Families (TANF), MO
HealthNet for Pregnant Women and Newborns, formerly known as Medicaid for
Pregnant Women (MPW), Refugees, MO HealthNet for Kids (MHK), formerly known as
Medicaid for Children, and Children in State Care and Custody. MO HealthNet eligibles
in the targeted groups who receive Supplemental Security Income (SSI) or who meet the
medical definition for SSI may choose not to enroll or voluntarily disenroll from the MO
HealthNet Managed Care Program at any time.

During December 2001, uninsured custodial parents below 100% of the Federal poverty
level were transitioned to coverage under Section 1931 of the 1915(b) Waiver population,
with an effective date of January 1, 2002. Between 2002 through 2005, budget actions
lowered the eligibility standards at which time coverage ended for this group of
uninsured parents.

Effective July 1, 2007, individuals who are independent foster care adolescents, age 18 to
21, are eligible for coverage without regard to income or assets. These individuals have
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the opportunity to enroll in an MO HealthNet Managed Care health plan in areas of the
state served by the MO HealthNet Managed Care Program. In areas of the State where
MO HealthNet Managed Care MCOs are not operational, these individuals receive
benefits from the MO HealthNet Fee-For-Service Program. These individuals receive all
services specified in the comprehensive benefit package for children in State care and
custody less than 21 years of age. This change extended coverage to approximately 970
individuals. Approximately 175 individuals were eligible for coverage under the MO
HealthNet Managed Care Program.

Effective September 1, 2007, the medical assistance program on behalf of needy persons
became known as MO HealthNet and the title "Division of Medical Services" became the
MO HealthNet Division (MHD). Medicaid shall also mean MO HealthNet.

Effective August 28, 2013 individuals who are independent foster care adolescents, ages
21 through 25, are eligible for coverage without regard to income or assets. These
individuals receive the services specified in the comprehensive benefit package for
children in State care and custody less than 21 years of age to include Early Periodic
Screening, Diagnosis, and Treatment (EPSDT) screenings. All services for these
individuals will be funded through General Revenue (State only) funds for the period
August 28, 2013 through December 31, 2013. These individuals have the opportunity to
enroll in a MO HealthNet Managed Care health plan in areas of the state served by the
MO HealthNet Managed Care Program. In areas of the State where MO HealthNet
Managed Care MCOs are not operational, these individuals receive benefits from the MO
HealthNet Fee-For-Service Program. This change extended coverage to approximately
2,655 individuals.

Effective January 1, 2014 individuals who are independent foster care adolescents, ages
21 through 25, will receive a comprehensive benefit package for children in State care
and custody but EPSDT screening and EPSDT services not covered by the Medicaid
State Plan will be excluded.

Effective January 1, 2016, the Show-Me Healthy Babies Program for individuals who are
targeted low-income pregnant women and unborn children, will receive a benefit package
of essential, medically necessary health services identical to the MO HealthNet for
Pregnant Women benefit package. These individuals will enroll in a MO HealthNet
Managed Care Health plan in areas of the state served by the MO HealthNet Managed
Care Program. In areas of the State where MO HealthNet Managed Care health plans are
not operational, these individuals will receive benefits from the MO HealthNet Fee-For-
Service Program.

Eastern Region: Beginning in September 1995, the following seven MCOs, HealthCare
USA, Care Partners, Mercy MCOs, Community Care Plus, Prudential Health Care,
Humana, and GenCare, served approximately 150,000 enrollees. The Eastern Region
included the counties of St. Louis, St. Charles, Jefferson, and Franklin and St. Louis City.
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Two of the original MCOs (GenCare and Humana) withdrew in 1997. As of December
1999 there were approximately 140,000 enrollees being served by the five remaining
MCOs in the same geographic area. February 1, 2000, HealthCare USA purchased
Prudential’s Medicaid business. Prudential enrollees were given an opportunity to
choose a participating MCO other than Prudential.

Effective December 1, 2000, the counties of Lincoln, St. Francois, Ste. Genevieve,
Warren, and Washington were included in the Eastern Region. The following changes
were made to the benefit package: Mentally Retarded and Developmentally Disabled
(MRDD) participants and participants with Third Party Liability (TPL) were no longer
carved out; any adoption subsidy child could opt out; reinsurance was excluded; and the
30/20 limitation on mental health services was eliminated. Total enrollment for the
Eastern Region at the end of calendar year (CY) 2000 was 155,480.

Care Partners chose not to rebid their contract that terminated December 31, 2002. The
following MCOs served MO HealthNet Managed Care enrollees in the Eastern Region
until June 30, 2006: Community CarePlus, HealthCare USA, and Mercy MC+. Total
enrollment for the Eastern Region at the end of CY 2005 was 204,779.

Effective July 1, 2006, Community CarePlus’ ownership changed to include Mercy
MCOs. Mercy MC+ was eliminated and Community CarePlus became known as Mercy
CarePlus.

Effective January 1, 2008, the State of Missouri introduced the MO HealthNet Managed
Care Program in Madison, Perry, and Pike counties. These three counties were included
in the current Eastern Region. Approximately 4,745 individuals enrolled in the MO
HealthNet Managed Care Program in the Eastern Regions as result of the expansion.
Effective October 1, 2008, Mercy CarePlus was renamed Molina Healthcare of Missouri.
Total enrollment for the Eastern Region at the end of CY 2009 was 184,932.

The following MCOs served MO HealthNet Managed Care enrollees in the Eastern
Region until June 30, 2012: Harmony Health Plan of Missouri, HealthCare USA,
Missouri Care Health Plan, and Molina Healthcare of Missouri. Total enrollment for the
Eastern Region at the end of CY 2011 was 209,344,

Effective July 1, 2012, the following MCOs serve MO HealthNet Managed Care
enrollees in the Eastern Region: HealthCare USA, Home State Health Plan, and Missouri
Care Health Plan. Total enroliment for the Eastern Region at the end of CY 2013 was
196,303.

Effective July 1, 2015, the following MCOs serve MO HealthNet Managed Care
enrollees in the Eastern Region: Aetna Better Health of Missouri, Home State Health
Plan, and Missouri Care Health Plan. Total enrollment for the Eastern Region at the end
of CY 2015 was 205,253.
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Central Region: Missouri received waiver modification approval to expand the MO
HealthNet Managed Care Program to the Central Region in March 1996. Three MCOs
(HealthCare USA, GenCare, and Blue Choice) served approximately 31,000 enrollees in
the following eighteen counties: Audrain, Boone, Callaway, Camden, Chariton, Cole,
Cooper, Gasconade, Howard, Miller, Moniteau, Monroe, Montgomery, Morgan, Osage,
Pettis, Randolph, and Saline. In February 1998, GenCare and Blue Choice were no
longer participating MCOs. They chose not to rebid their contracts. Effective March 1,
1998, the participating MCOs were Care Partners, HealthCare USA, and Missouri Care.
There was no change in the counties served. At the end of CY 2000, a total of 36,871
participants were enrolled. Contracts were rebid effective March 1, 2001. Participating
MCOs were Missouri Care and HealthCare USA. Care Partners chose not to rebid their
contract. The following changes were made to the benefit package: MRDD participants
were no longer carved out; any adoption subsidy child could opt out; reinsurance was
offered through the State but MCOs opted to purchase from an outside entity; and the
30/20 limitation on the mental health services was eliminated.

The following MCOs served MO HealthNet Managed Care enrollees in the Central
Region until June 30, 2006: Community CarePlus, HealthCare USA and Missouri Care.
Total enrollment for the Central Region at the end of CY 2005 was 55,636. Effective
July 1, 2006, Community CarePlus’ ownership changed to include Mercy MCOs. Mercy
MC+ was eliminated and Community CarePlus became known as Mercy CarePlus. Total
enrollment for the Central Region at the end of CY 2007 was 50,159.

Effective January 1, 2008, the State of Missouri introduced the MO HealthNet Managed
Care Program in Benton, Laclede, Linn, Macon, Maries, Marion, Phelps, Pulaski, Ralls,
and Shelby counties. These ten counties were included in the current Central Region.
Approximately 23,636 individuals enrolled in the MO HealthNet Managed Care Program
as a result of the expansion in the Central Region. Effective October 1, 2008, Mercy
CarePlus was renamed Molina Healthcare of Missouri. Total enrollment for the Central
Region at the end of CY 2009 was 70,857.

The following MCOs served MO HealthNet Managed Care enrollees in the Central
Region until June 30, 2012: HealthCare USA, Molina Healthcare of Missouri, and
Missouri Care Health Plan. Total enrollment for the Central Region at the end of CY
2011 was 81,523.

Effective July 1, 2012, the following MCOs serve MO HealthNet Managed Care
enrollees in the Central Region: HealthCare USA, Home State Health Plan, and Missouri
Care. Total enrollment for the Central Region at the end of CY 2013 was 77,313.

Effective July 1, 2015, the following MCOs serve MO HealthNet Managed Care
enrollees in the Central Region: Aetna Better Health of Missouri, Home State Health
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Plan, and Missouri Care Health Plan. Total enrollment for the Central Region at the end
of CY 2015 was 81,203.

Medicaid Managed Care for AFDC Participants (Jackson County Only)

In July 1982, Missouri received a four year federal demonstration grant to implement a
managed health care program for Aid to Families with Dependent Children (AFDC)
participants in Jackson County. Enrollment into the program began January 1984 with
full enrollment achieved in the first quarter of 1985. The original demonstration grant
was extended to December 31, 1986, at which time the established program began
operating under a waiver issued by the authority of Section 1915(b) of the Social Security
Act and enrollment was mandatory. The goal of the program was to furnish improved
quality, continuity, and accessibility of health care services to enrollees, while providing
the State with significant cost savings.

This Managed Health Care Program was a health care delivery system for AFDC
participants where primary care services were provided by four prepaid MCOs and
approximately thirty individual physicians, called physician sponsors. The four prepaid
MCOs were reimbursed on a capitated basis and the physician sponsors were reimbursed
on a fee-for-service basis. Each AFDC participant chose either a health plan or a
physician sponsor, who was responsible for coordinating the health care provided to the
participant. Medical services offered under the Missouri Medicaid Program were also
available to managed health care enrollees; however, the majority of these services were
either obtained through or referred by the chosen health plan or physician sponsor.

Western and Northwestern Regions

An additional waiver modification was requested and approved to expand the MO
HealthNet Managed Care Program to the Western and Northwestern regions of the state
in January 1997. This expansion replaced the Medicaid Managed Care Program for
AFDC participants in Jackson County that was implemented in January 1984.

Western Region: The Western Region originally consisted of Cass, Clay, Jackson,
Johnson, Lafayette, Platte, and Ray counties. Participating MCOs were HealthNet,
Family Health Partners, FirstGuard, and Blue Advantage Plus and served approximately
73,000 enrollees. In February 1999, the service area was expanded to include Henry and
St. Clair counties with the MCOs remaining the same. The MRDD population was
included as an eligible group. Reinsurance was no longer offered as an option and MCOs
were required to purchase reinsurance from an outside entity. Total enrollment for the
Western Region at the end of CY 2000 was 83,229.

HealthNet chose not to rebid their Managed Care contract, which terminated
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January 31, 2002. The following MCOs served MO HealthNet Managed Care enrollees
in the Western Region: Blue-Advantage Plus of Kansas City, Family Health Partners,
FirstGuard Health Plan, and HealthCare USA. Total enrollment for the Western Region
at the end of CY 2002 was 126,722.

Effective July 1, 2006, Community CarePlus’ ownership changed to include Mercy
MCOs. Mercy MC+ was eliminated and Community CarePlus became known as Mercy
CarePlus. The following MCOs served the MO HealthNet Managed Care enrollees in the
Western Region: Blue-Advantage Plus of Kansas City, Children’s Mercy Family Health
Partners, FirstGuard Health Plan, and HealthCare USA. Total enrollment for the Western
Region at the end of CY 2006 was 110,654.

Effective February 1, 2007, HealthCare USA purchased FirstGuard Health Plan’s
Medicaid business.

Effective January 1, 2008, the State of Missouri introduced the MO HealthNet Managed
Care Program in Bates, Cedar, Polk, and Vernon counties. These four counties were
included in the Western Region. Approximately 9,200 individuals enrolled in the MO
HealthNet Managed Care Program as a result of the expansion in the Western Region.
Effective October 1, 2008, Mercy CarePlus was renamed Molina Healthcare of Missouri.

Blue-Advantage Plus of Kansas City chose not to bid in the four expansion counties and
currently serves MO HealthNet Managed Care enrollees in Cass, Clay, Henry, Jackson,
Johnson, Lafayette, Platte, Ray, and St. Clair counties.

The following MCOs served MO HealthNet Managed Care enrollees in the Western
Region in CY 2009: Blue-Advantage Plus of Kansas City, Children’s Mercy Family
Health Partners, HealthCare USA, Molina Healthcare of Missouri, and Missouri Care
Health Plan. Total enrollment for the Western Region at the end of CY 2009 was
120,882.

Effective February 1, 2012, HealthCare USA purchased Children’s Mercy Family Health
Partners book of business.

The following MCOs served MO HealthNet Managed Care enrollees in the Western
Region until June 30, 2012: Blue-Advantage Plus of Kansas City, HealthCare USA,
Molina Healthcare of Missouri, and Missouri Care Health Plan. Total enroliment for the
Western Region at the end of CY 2011 was 137,317.

Effective July 1, 2012, the following MCOs serve MO HealthNet Managed Care
enrollees in the Western Region: HealthCare USA, Home State Health Plan, and
Missouri Care. Total enrollment for the Western Region at the end of CY 2013 was
128,391.
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Effective July 1, 2015, the following MCOs serve MO HealthNet Managed Care
enrollees in the Western Region: Aetna Better Health of Missouri, Home State Health
Plan, and Missouri Care Health Plan. Total enrollment for the Western Region at the end
of CY 2015 was 133,987.

Northwestern Region: The Northwestern region was composed of Andrew, Atchison,
Buchanan, Caldwell, Carroll, Clinton, Davies, DeKalb, Gentry, Grundy, Harrison, Holt,
Livingston, Mercer, Nodaway, and Worth counties. Blue Advantage Plus and
Community Health Plan served approximately 15,000 enrollees. The two MCOs chose
not to contract with the State and all enrollees reverted back to fee-for-service on
December 1, 1998.

Benefits and Services: In MO HealthNet Managed Care, enrollees eligible under the
1915(b) Waiver receive the same scope of services that the Fee-For-Service Program
offers. Most services are included in the monthly capitation paid to the MCOs.
Examples of services include: hospital, physician, emergency medical services, EPSDT
services, family planning services, dental, optical, audiology, personal care, and some
behavioral health services. Certain services are provided on a fee-for-service basis
outside of the capitation rate such as pharmacy; transplants; physical, occupational, and
speech therapy for children if included in an Individualized Education Plan (IEP) or
Individualized Family Service Plan (IFSP); Department of Health and Senior Services
(DHSS) testing services (tests on newborns and blood lead testing); and certain
behavioral health services. A complete list of benefits and exceptions is detailed within
this waiver application.

Effective July 1, 2002, the following changes to the MO HealthNet Managed Care
Program resulted from passage of House Bill 1111 during Missouri’s 91% General
Assembly legislative session:

e Dental services for participants age 21 and over were limited to the treatment of
trauma to the mouth or teeth as a result of injury and dentures.

e Eyeglasses for adults only following cataract surgery, and

e Coverage for circumcisions was limited to medical necessity only.

Coverage of dental services for participants age 21 and over that were eliminated were
restored for adults on August 21, 2002 and coverage of prescription eyeglasses for MO
HealthNet eligible adults were restored effective February 24, 2003 as a result of
preliminary injunction court orders and was covered by the MO HealthNet Fee-For-
Service Program.

Effective September 1, 2005, the following changes to the MO HealthNet Managed Care
Program occurred as a result of passage of Senate Bill 539 during Missouri’s 93" General
Assembly legislative session:
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Dental services for participants age 21 and over (except for pregnant women in ME
codes 18, 43, 44, 45, and 61) were limited to trauma to the mouth, jaw, teeth, or other
contiguous sites as a result of injury. Services for the treatment of a medical
condition without which the health of the participant would be adversely affected
were carved out of the MO HealthNet managed care comprehensive benefit package
and covered through the MO HealthNet Fee-For-Service Program.

Dental services for pregnant women were limited to dentures and services related to
trauma to the mouth, jaw, teeth, or other contiguous sites as a result of injury.
Services to prepare the mouth for dentures, such as examinations, X-rays, or
extractions; ancillary denture services such as relining, rebasing, and repairs; and all
other Medicaid State Plan dental services for pregnant women were covered through
the MO HealthNet Fee-For-Service Program.

Certain podiatry services were eliminated (procedure codes 11719, 11720, 11721,
11750, and 29540) for participants age 21 and over (except for pregnant women in
ME Codes 18, 43, 44, 45, and 61),

Optometric services for participants age 21 and over (except for pregnant women in
ME Codes 18, 43, 44, 45, and 61) were limited to one eye examination every 2 years.
Comprehensive day rehabilitation services for participants age 21 and over (except
for pregnant women in ME Codes 18, 43, 44, 45, and 61) were eliminated; and
Durable medical equipment (DME) was limited to prosthetic devices; respiratory
equipment and oxygen, with the exception of CPAP, BiPAP, and nebulizers;
wheelchairs; diabetic supplies and equipment; and ostomy supplies for participants
age 21 and over (except for pregnant women in ME Codes 18, 43, 44, 45, and 61).
Regardless of age, participants with a home health plan of care receive DME services
for the duration of their home health plan of care.

Effective July 1, 2006, the following changes to the MO HealthNet Managed Care
Program occurred as a result of passage of House Bill 1011 during Missouri's 93"
General Assembly 2006 legislative session:

Optometric services for participants age 21 and over (except for pregnant women in
ME Codes 18, 43, 44, 45, and 61) were limited to eye examinations and one pair of
eyeglasses following cataract surgery.

Durable medical equipment (DME) was limited to prosthetic devices; respiratory
equipment and oxygen, with the exception of CPAP, BiPAP, and nebulizers;
wheelchairs (including batteries and accessories); diabetic supplies and equipment;
and ostomy supplies for participants age 21 and over (except for pregnant women in
ME Codes 18, 43, 44, 45, and 61). Regardless of age, participants with a home health
plan of care receive DME services for the duration of their home health plan of care.

Effective September 1, 2007, the following changes to the MO HealthNet Managed Care

Program occurred as a result of passage of Senate Bill 577 during Missouri's 94

" General

Assembly 2007 legislative session:
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e The MCOs were responsible for providing DME services for adults (including but not
limited to: orthotic and prosthetic devices, respiratory equipment and oxygen, enteral
and parenteral nutrition, wheelchairs and walkers, and diabetic supplies and
equipment.

As a result of passage of House Bill 11 during Missouri's 94" General Assembly 2007
legislative session, the Missouri General Assembly approved a statutory change for the
MO HealthNet Division to develop a four-year plan to achieve parity with Medicare
reimbursement rates for all providers. The statutory change affects MO HealthNet
Managed Care reimbursement rates.

A physician fee increase was implemented effective July 1, 2007. Physician
reimbursement rates that were less than 55% of the Medicare reimbursement rate were
increased to 55%, physician reimbursement rates at 55% were unchanged, and physician
reimbursement rates more than 55% were increased by 10%.

Effective July 1, 2007, the pharmacy dispensing fee paid to each qualifying pharmacy by
the MCQOs, for the first 1,000 prescriptions filled in any calendar quarter, was increased
from $4.09 to $4.84.

As a result of passage of House Bill 2011 during Missouri’s 94th General Assembly,
2008 session, effective July 1, 2008, MO HealthNet Managed Care physician, dental, and
optical rates were increased. MO HealthNet Managed Care physician reimbursement
rates less than 62.5% of the Medicare reimbursement rate increased to 62.5% of the
Medicare reimbursement rate. MO HealthNet Managed Care dental reimbursement rates
increased to 38.5% of the 50™ percentile of UCR. MO HealthNet Managed Care Optical
reimbursement rates for eye exams increased by $10.

As a result of passage of House Bill 11 during Missouri’s 95th General Assembly, 2009
session MO HealthNet Managed Care dental reimbursement rates increased effective July
1, 2009. MO HealthNet Managed Care dental reimbursement rates less than 38.75% of
the 50" percentile of usual and customary rates (UCR) increased to 38.75% of the 50"
percentile of UCR.

Effective October 1, 2009, dental and optical services for adults are no longer carved out
of the MO HealthNet Managed Care comprehensive benefit package.

Effective October 1, 2009, pharmacy services were carved out of the MO HealthNet
Managed Care comprehensive benefit package and covered by the MO HealthNet Fee-
For-Service Program.

Effective October 29, 2010, MHD began reimbursement for smoking cessation for
pregnant MHD eligible participants, including both behavioral and pharmacologic
interventions covered through the MHD Fee-For-Service Program. On February 25,
2011 this benefit was expanded to all MHD eligible participants.
MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
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In accordance with the Patient Protection and Affordable Care Act (ACA) for calendar
years 2013 and 2014:

e The MO HealthNet Fee-For-Service fee schedule will reflect a payment increase for
primary care services by a physician with a primary specialty designation of family
medicine, general internal medicine, or pediatric medicine. The payment will be not
less than one hundred percent (100%) of the payment rate that would apply to such
services under Medicare Part B. The health plan must pass to eligible providers the
full benefit of the payment increase.

e The term “primary care services furnished by physicians™ is defined as provided in 42
CFR Part 447, Subpart G. The payment increase for primary care services is not
applicable for ME codes 73, 74, and 75.

e All physicians who attest before January 1, 2013 will be eligible for higher payments
for dates of service on or after January 1, 2013. Physicians submitting forms on or
after January 1, 2013 will be eligible for higher payments for dates of service on or
after the date the attestation is received by the health plan.

e Atthe end of CY 2013 and 2014, the State will review a statistically valid sample of
physicians who received the increased payment to verify the physicians met the
requirements for the increased payment. If the State identifies a physician that was
paid in error, the health plan will be notified and shall recoup the increased payment
from the physician.

e The health plan must submit sufficient documentation for the selected sample in the
format prescribed by the State to validate that the enhanced payments were made to
eligible providers. The documentation should adequately document expenditures
eligible for 100% FFP and support all audit and reconciliation processes. This
documentation for the selected sample shall be provided to the State annually and
upon request.

Effective January 1, 2016, the following changes to the MO HealthNet Managed
Care Program occurred as a result of passage of House Bill 11 during Missouri’s
98™ General Assembly 2015 legislative session:

e Ambulance, dental, complex rehabilitation (DME), health home, home health,
physician, and rehabilitation procedure code rates will be increased up to and
including 1%, if the Medicare rate is not met. If the rate is already at the
Medicare rate then no increase will be implemented for that procedure code.

e Additional hospice daily payment rates will be implemented:

o routine home care daily payment for the first 60 days,

o routine home care daily payment for days beyond 60 days,

o Service Intensity Add-On (S1A) payment for a visit by a social worker or
registered nurse when provided during routine home care in the last seven
days of a patient’s life.

MO 1915(b) Waiver Renewal (10™)
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e Adult dental coverage for trauma of the mouth, jaw, teeth, or other contiguous
sites as a result of injury; treatment of a disease/medical condition without
which the health of the individual would be adversely affected; preventive
services; restorative services; periodontal treatment; oral surgery; extractions;
radiographs; pain evaluation and relief; infection control; and general
anesthesia.

Services are monitored for quality, enrollee satisfaction, and contract compliance.
Quality is monitored through various on-going methods including, but not limited to,
MCO Health Employer and Data Information Set (HEDIS) indicator reports, annual
reviews, enrollee grievances and appeals, targeted record reviews, and annual external
quality reviews.

Consumer input into services, processes, and programs is obtained through meetings of
the MO HealthNet Consumer Advisory Committee (CAC) and from annual Consumer
Assessment of Health Plans Survey (CAHPS).

Other measurements of enrollee satisfaction include the percentage of MO HealthNet
Managed Care enrollees who selected their own MCO; the low percentage of MO
HealthNet Managed Care enrollees who requested transfers; and the low percentage of
MO HealthNet Managed Care enrollees randomly assigned.

In addition to quality assessment and enrollee satisfaction monitoring, MCO compliance
with contractual requirements is a primary method of measuring attainment of managed

care goals. Contractual compliance monitoring begins with the issuance of the Request

for Proposal (RFP) and continues with the review of proposals submitted, assessment of
MCO provider networks, and readiness reviews of MCOs’ operations.

The State realizes that the keys to a successful managed care program include the
provision of quality services, the satisfaction of enrollees, and the involvement of
stakeholders. In awareness of the importance of stakeholder involvement, the State
formed the MO HealthNet Managed Care Consumer Advisory Committee (CAC) to
advise the Director of the MO HealthNet Division on issues relating to enrollee
participation in the MO HealthNet Managed Care Program. The committee meets
periodically and consists of a minimum of fifteen enrollees and advocates. Currently, the
CAC is consumer-led. As the State develops and refines educational materials, the CAC
is instrumental in making recommendations to enhance consumer education as well as
any changes needed to improve either the care provided or the way care is delivered.

As of January 2016, there are twelve MO HealthNet Managed Care Members serving on
the Consumer Advisory Committee (CAC), with three vacancies. Six of the committee
enrollees are consumers and include MO HealthNet Managed Care enrollees or someone
who has a family member(s) enrolled in MO HealthNet Managed Care or has a child
enrolled in MO HealthNet for Kids. The consumer members are all female, four are

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016

15



white and two are African American. The five non-consumer members include
representatives from various consumer advocacy groups and other interested parties.
Consumers and non-consumers are encouraged to bring a variety of MO HealthNet
Managed Care issues to the committee for discussion and action. Every effort is made to
fill a vacancy as it occurs. When a vacancy does occur, the State solicits
recommendations for membership through quarterly All Plan meetings, Quality
Assessment and Improvement (QA&I) Advisory Group meetings, and CAC meetings.
Family Support Division (FSD) eligibility specialists, Department of Mental Health
(DMH) representatives, and other interested state and local agencies are also contacted
and encouraged to submit names for consideration. An outreach flyer was developed in
prior years to recruit new consumer members. It has been translated into Spanish, and the
English and Spanish versions were sent to all Family Support Division offices, Legal
Service entities and posted on the MHD website. These flyers may be accessed at
http://dss.mo.gov/mhd/participants/pdf/consumer-advisory-committee-flyer.pdf and
http://dss.mo.gov/mhd/participants/pdf/comite-consumido-folleto.pdf

In an effort to involve various stakeholders, especially persons with special health care
needs, the State has used the following forums:

e Quarterly meetings with provider groups, such as physicians, dentists, hospice
providers, the Drug Utilization Review Board, the MO HealthNet Managed Care Al
Plan Administrators, the CAC, and the QA&I Advisory Group and related subgroups:

e Frequent interactions with the State’s Advocates for Family Health (ombudsmen
services) regarding ways to help individuals access care easier and ways to coordinate
care with other state agencies;

e Publication of the RFP on the State website;

e Publication of provider bulletins on the State website regarding MO HealthNet
Managed Care issues; and

e Collaboration and regular meetings with DHSS, DMH, and the Department of
Elementary and Secondary Education (DESE), as well as with sister agencies within
the Department of Social Services.

After comments are gathered from these stakeholders, policy is developed or changed to
incorporate suggestions that impact the MO HealthNet Managed Care Program. For
instance, the QA&I Advisory Group recommended and the State implemented the
following protocols: guidance on intensity of care decisions regarding the hospital care
of premature infants and guidance on approving speech therapies that are duplicated by
those therapies specified IEP. In 2004 the QA&I Advisory Group also developed a Pre-
Natal Risk Screening Tool to be used by the MCOs to increase and document risk
screening for pregnant women. Also in 2004, the State and DMH worked with the
MCOs and the Advocates for Family Health to develop protocols for how to coordinate
behavioral health care provided by the MCOs and DMH. In 2006, the State and DMH
developed a protocol to facilitate referral of pregnant women in MO HealthNet Managed
Care in need of substance abuse treatment to Comprehensive Substance Abuse Treatment
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and Rehabilitation Program (C-STAR). The protocol guides collaboration between the
primary care provider (PCP), C-STAR provider, MCO case manager and pregnant
women to ensure that pregnant women in need of substance abuse treatment receive
timely treatment and appropriate medical services. Other improvements initiated through
the QA&I Advisory Group during 2006 included the following:

e Creation of a lead database to improve the accuracy of lead case management data,

e Implementation of a standardized Complaint/Grievance/Appeals Database to decrease
reporting variation among MCOs, and

e Implementation of Fraud/Abuse Database to enhance detection processes.

In year 2007 the QA &I Advisory Group and its’ stakeholders made improvements in the
following areas:

e Delineation of mental health measures to be reported by the MCOs and their
Managed Behavioral Health Organizations (MBHOSs) in order to reduce measurement
burden of non-NCQA-related behavioral health indicators,

e Completion of encounter file layouts for unpaid claims affecting EQRO analysis of
MCO operations,

e Implementation of a statewide Performance Improvement Project to increase
adolescent well child examination rates through educational interventions with MCO
providers and members,

e State agency introduction to the MCOs of CyberAccess™, an electronic community
health record database, designed to facilitate access and evaluation of state FFS
claims data to improve the quality of information on members who move between
MCOs, providers, and MO HealthNet eligibility. Several MCOs entered into the
CyberAccess™ agreements with the MO HealthNet Clinical Services in order to
improve case management and utilization tracking of subsets of their respective
membership and all anticipate incorporation of complete MCO encounter data going
forward,

e MCO continued review and input to the Department of Mental Health revision of the
C-STAR program protocols (a contract carve out) for continued improved
communication and coordination of substance abuse services and follow-up of
pregnant women accessing those services.

The Maternal Child Health Task Force (MCHTF), a subgroup of the QA&I Advisory
Group, was formed in 2008. The Task Force members included MCOs, the Department
of Health and Senior Services, Department of Mental Health, MO HealthNet Division,
and the External Quality Review Organization. The Task Force recommendations
included the addition of the following:

e gestational age,
e obesity of pre-pregnant mothers,
e Dirths to mothers aged 35 or more, and
MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
17



e asthma emergency department visits to children under age 4.

In 2009 the Dental Task Force was formed for the purpose of addressing the Centers for
Medicare and Medicaid Services’ (CMS) recommendations regarding the dental issues as
a result of an EPSDT Dental Review. During the January 2010 QA&I Advisory Group
meeting, it was decided to replace the Adolescent Well Care (AWC) state-wide
Performance Improvement Project (PIP) with an oral health state-wide PIP. Although the
AWC PIP was formally replaced by the Oral PIP, the MCOs continue to evaluate the
effectiveness of their AWC initiatives due to the MCOs’ regional score for Adolescent
Well-Care Visits being used in the Auto-Assignment Process.

Also, in 2009 a Behavioral Health Task Force was reconvened to address problems
identified as a result of the Behavioral Health reviews. The Behavioral Health Task Force
formed the following work groups:

e Psychiatric Access,
e Dashboard, and
e Case Management.

The work groups were comprised of MHD, DMH, MCO, Ombudsmen, and Behavioral
Health Organization staff and charged with identifying behavioral health dashboard
metrics to be reported to the State on a quarterly and/or annual basis.

In 2011 a Case Management Task Force was formed as a collaborative effort among the
MHD, MCOs, and interested stakeholders to identify and implement value
added/effective case management (CM) best practices for physical and behavioral health
in order to achieve the following outcomes:

Improved patient care;

Improved health outcomes;

Reduction of inappropriate inpatient hospitalization;
Reduction of inappropriate utilization of emergent services;
Lower total costs; and

Better educated providers and members.

In addition to these on-going activities, a large amount of information was gathered by
the State during the testimony and hearings held on House Bill (HB) 335. HB 335 passed
the Missouri General Assembly in 1997 and addressed managed care issues such as
patient’s rights, grievances and appeals, the definition of an emergency, network
adequacy, and enrollee notice in utilization review decisions. Literally hundreds of
providers, advocates, and citizens (including those with special health care needs)
testified on this legislation. The testimony helped shape this law, which has been
incorporated into the State’s contracts with MCOs.
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The QA&I Advisory Group continues its focus on the quality of care provided to MO
HealthNet members by the MCOs and their Managed Behavioral Health Organizations
(MBHO:s). In 2012, an interactive database was developed to house the data that the
MCOs provide annually. This database allows users to easily graph selected measures,
enabling examination of trends over time and comparison of MCO performance to each
other and to statewide and national rates. Users can also easily identify the best and
worst performing measures for a particular, as well as measures for which there has been
the greatest improvement between two selected years, and those which are not improving
(or even deteriorating) and which may require extra attention by the MCOs. The
database is updated annually, and copies are provided to the MCOs for use in exploring
performance and in selecting areas where Performance Improvement Projects may be
warranted.

Beginning in 2013 efforts have been undertaken to review and revise the various
measures that are reported by the MCOs each year. Definitions were clarified and
detailed specifications were added where indicated. Separate measures were defined for
behavioral health and substance abuse, where previously many of these had been lumped
together. Different age breakdowns were established for many measures, consistent with
the age breakdowns most often utilized in HEDIS measures. New measures are
considered for inclusion each year. Additionally, a selection of reports is considered for
revision each year to make them more consistent with the structures of contemporary
databases in order to permit easier importing and analysis of data from multiple different
health plans.

1115 Demonstration Waiver

Missouri’s Children’s Health Insurance Program (CHIP), known as MO HealthNet For
Kids, was a Medicaid expansion implemented on September 1, 1998 through a waiver
under Section 1115 of the Social Security Act and a Title XXI Plan that covered children
under the age of 19 in families with a gross income of 300 percent of the Federal poverty
level (FPL). Coverage was provided through the MO HealthNet Managed Care delivery
system in areas of the State covered by the Section 1915(b) waiver and through the MO
HealthNet Fee-For-Service Program in the remainder of the State. Uninsured women
losing their MO HealthNet eligibility sixty (60) days after the birth of their child are
covered for women’s health services for an additional year, regardless of their income
level. This population receives services through the MO HealthNet Fee-For-Service
Program. Effective September 1, 2007 the CHIP Program transitioned to a combination
CHIP State Plan and the Women’s Health Services Program transitioned to the Missouri
Women’s Health Services Program Section 1115(a) Demonstration Waiver.

Combination State Children’s Health Insurance Program
Effective September 1, 2007 the Centers for Medicare and Medicaid Services (CMS)
approved Missouri’s request for a combination Children’s Health Insurance Program
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(CHIP). The CHIP combination program is comprised of a MO HealthNet Expansion
and a Separate Child Health Program.

MO HealthNet Expansion

Missouri provides presumptive eligibility for children in families with income of 150% of
FPL or below until a decision is made on regular MO HealthNet For Kids Program
eligibility. Uninsured children age one through age five with family income more than
133% of the Federal Poverty Level (FPL) but less than 151% of the FPL, and uninsured
children ages 6 through 18 with family income more than 100% of the FPL but less than
151% of the FPL are covered under the MO HealthNet expansion.

Children eligible for the MO HealthNet expansion program receive the MO HealthNet
package of essential medically necessary health services, including Non-Emergency
Medical Transportation (NEMT). Prescription drugs are subject to the national drug
rebate program requirements. Fee-For-Service is utilized in regions where MO
HealthNet Managed Care is not available. When MO HealthNet Managed Care begins in
these areas, Title XXI eligibles will be enrolled in MO HealthNet Managed Care. No
new eligible is excluded because of pre-existing illness or condition.

MO HealthNet For Kids Program (Separate Child Health Program)

Uninsured children under the age of one with family income more than 185% of the
Federal poverty level (FPL), but less than 300% of the FPL, and uninsured children age
one through age 18 with family income between 151% and 300% of the FPL are covered
under a Separate Child Health Program entitled the MO HealthNet For Kids Program.
The MO HealthNet For Kids Program occurs under a Title XXI CHIP State Plan. No
new eligible is excluded because of pre-existing illness or condition. Children in families
with income above 150% of FPL are not eligible if they have access to affordable
insurance.

Children eligible for the MO HealthNet For Kids Program receive a benefit package of
essential medically necessary health services, excluding NEMT. This benefit is so
unheard of in any health insurance plan that its inclusion services as a significant
incentive for dropping of private coverage. Prescription drugs are subject to the national
drug rebate program requirements. The MO HealthNet Fee-For-Service Program is
utilized in regions where MO HealthNet Managed Care is not available. When MO
HealthNet Managed Care begins in these areas, Title XXI eligibles will be enrolled in
MO HealthNet Managed Care.

MO HealthNet Show-Me Healthy Babies Program

Targeted low-income pregnant women and unborn children will receive a benefit
package of essential, medically necessary health services identical to the MO HealthNet
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for Pregnant Women benefit package. These individuals will enroll in a MO HealthNet
Managed Care Health plan in areas of the state served by the MO HealthNet Managed
Care Program. In areas of the State where MO HealthNet Managed Care health plans are
not operational, these individuals will receive benefits from the MO HealthNet Fee-For-
Service Program.

This program is for targeted low-income pregnant women and unborn children
from conception to the date of birth with household incomes up to 300% of the
FPL. The pregnant women shall not be otherwise eligible for coverage under the
Medicaid Program, as it is administered by the State, and shall not have access to
affordable employer-subsidized health care insurance or other affordable health
care coverage that includes coverage for the unborn child.

For targeted low-income pregnant women, postpartum coverage will begin on the
day the pregnancy ends and extend through the last day of the month that includes
the sixtieth (60™) day after the pregnancy ends.

The unborn child’s coverage period will be from date of application to birth.
Nurse Case Management (NCM)

Children in the custody of the Jackson County office of the Missouri Children’s Division
(formerly the Division of Family Services) and residing in Jackson County also receive
nurse care management services. Nurse case management services are intended to
facilitate access to medical services for the targeted children. The Medical Unit staff
works closely with the NCM agency and nurse care managers to coordinate the provision
of health care in such a manner to ensure that health care is not fragmented or
compromised.

The NCM agency assists in locating, coordinating, and monitoring all primary and
specialty health care services for children in Jackson County in the physical and legal
custody of the State based on the child’s individual health care needs and includes, but is
not limited to:

Developing child health summaries,

Tracking and obtaining all medical records,

Assisting the State and providers in making medical appointments,

Notifying and sending reminders of medical appointments, and

Monitoring and documenting medical services actually received by each child.

Although nurse care management is provided through a separate contract between the
State and a Nurse Case Management agency, the NCM provides the medical oversight
required by the Conditions of Dismissal of the Consent Decree and all services specified
for children in State custody. Per the Consent Decree, G.L. v. Stangler Amended
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Revised Operational Guide; March 14, 2002, and the contract with Nurse Case
Management agency, children are followed at three different levels: Category 1, well
children; Category 2, children with behavioral or mental health needs; and Category 3,
children with serious medical needs. Children identified as Category 2 and Category 3
remains in targeted nurse case management during the entire time they are in custody.
Category 1 children are enrolled for targeted nurse case management only during the first
30 days of custody.

Effective February 2006, court oversight of the Jackson County Consent Decree ended.
A Settlement Agreement was reached and the Children’s Division exited the Consent
Decree in June 2009. The final agreement calls for the Children’s Division to maintain
the progress made in practice and policy. Some areas included in the Settlement
Agreement are: the licensing and re-licensing of foster families and approval of adoptive
families, foster and adoptive parent training, guidelines for placement of foster children,
worker visits, prevention of abuse and neglect in foster placements, medical and
educational needs of children in foster care including medical plans for each child,
automated systems requirements, caseload and supervisory requirements and continued
quality assurance monitoring. As a part of the exit agreement, the Jackson County
Community Quality Assurance Committee will continue to provide input and advice to
the Children’s Division in Jackson County and on child welfare issues in general.

Effective July 1, 2006, one Nurse Case Management Agency, Samuel U. Rodgers Health
Center, contracted with the State to provide nurse case management services. As of
January 2008, there were approximately 865 children enrolled with Samuel U. Rodgers
Health Center.

Effective July 1, 2009, the Consent Decree Settlement Agreement no longer existed and
the Medical Case Management Program became the Nurse Case Management Program.
A Settlement Document was created which outlined several expectations that the State
was to maintain and report to the Community Quality Assurance Committee

(CQAC.) As part of that conditional exit, if the Plaintiffs’ attorneys determined that the
State was not meeting any of those expectations, court intervention could be requested. If
no court intervention was requested, the Consent Decree would automatically be
dismissed on June 30, 2009. No court intervention was requested and the State
successfully exited on June 30, 2009. However, the Children’s Division recognizes the
benefit of a nurse case management system to its children. The change was made to
more specifically identify the services provided, such as a nurse overseeing a child’s
medical requirements, to assist both the placement provider and worker in ensuring
education of the child’s needs, and assisting with obtaining medical services.

Effective July 1, 2009, Cornerstones of Care became the Nurse Case Management
Agency contracted with the State to provide nurse case management services. All
children enrolled in Nurse Case Management were transitioned from Samuel U. Rodgers
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Health Center to Cornerstones of Care effective September 30, 2009. As of January
2012, there are 965 children enrolled with Cornerstones of Care.

Effective July 1, 2013, Cornerstones of Care’s contract was extended with the State to
provide nurse case management services through June 30, 2014. As of January 2014,
there are 1145 children enrolled with Cornerstones of Care.

The Cornerstones of Care’s contract was extended with the State to provide nurse case
management services through June 30, 2016. As of January 2016, there are 912 children
enrolled with Cornerstones of Care.
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A. Statutory Authority

1. Waiver Authority. The State's waiver program is authorized under section 1915(b)
of the Act, which permits the Secretary to waive provisions of section 1902 for certain
purposes. Specifically, the State is relying upon authority provided in the following
subsection(s) of the section 1915(b) of the Act (if more than one program authorized by
this waiver, please list applicable programs below each relevant authority):

a. X 1915(b)(1) — The State requires enrollees to obtain medical care through
specialty physician services arrangements. This includes mandatory
capitated programs.

MCO Only

b. X 1915(b)(2) - A locality will act as a central broker (agent, facilitator,
negotiator) in assisting eligible individuals in choosing among competing
MCOs in order to provide enrollees with more information about the range
of health care options open to them.

MCO Only

C.__ 1915(b)(3) - The State will share cost savings resulting from the use of
more cost-effective medical care with enrollees by providing them with
additional services. The savings must be expended for the benefit of the
Medicaid beneficiary enrolled in the waiver. Note: this can only be
requested in conjunction with section 1915(b)(1) or (b)(4) authority.

d. X 1915(b)(4) - The State requires enrollees to obtain services only from
specified providers who undertake to provide such services and meet
reimbursement, quality, and utilization standards which are consistent with
access, quality, and efficient and economic provision of covered care and
services. The State assures it will comply with 42 CFR 431.55(f).

The 1915(b)(4) waiver applies to the following programs
_X MCO
____PIHP
PAHP
PCCM (Note: please check this item if this waiver is for a
PCCM program that limits who is eligible to be a primary
care case manager. That is, a program that requires
PCCMs to meet certain quality/utilization criteria beyond
the minimum requirements required to be a fee-for-service
Medicaid contracting provider.)
FFS Selective Contracting program (please describe)
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_X_ Other (please identify programs) — Nurse Case Management
(NCM)

2. Sections Waived. Relying upon the authority of the above section(s), the State

requests a waiver of the following sections of 1902 of the Act (if this waiver authorizes
multiple programs, please list program(s) separately under each applicable statute):

a. X Section 1902(a)(1) - Statewideness--This section of the Act requires a

Medicaid State plan to be in effect in all political subdivisions of the State.
This waiver program is not available throughout the State.

RESPONSE: MCO and NCM

b. X Section 1902(a)(10)(B) - Comparability of Services--This section of the

Act requires all services for categorically needy individuals to be equal in
amount, duration, and scope. This waiver program includes additional
benefits such as case management and health education that will not be
available to other Medicaid beneficiaries not enrolled in the waiver
program.

RESPONSE: MCO and NCM

c. _X Section 1902(a)(23) - Freedom of Choice--This Section of the Act

d__

e.

requires Medicaid State plans to permit all individuals eligible for
Medicaid to obtain medical assistance from any qualified provider in the
State. Under this program, free choice of providers is restricted. That is,
beneficiaries enrolled in this program must receive certain services
through an MCO or NCM.

RESPONSE: MCO and NCM

Section 1902(a)(4) - To permit the State to mandate beneficiaries into a
single PIHP or PAHP, and restrict disenrollment from them. (If state
seeks waivers of additional managed care provisions, please list here).

Other Statutes and Relevant Regulations Waived - Please list any
additional section(s) of the Act the State requests to waive, and include an
explanation of the request.
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B. Delivery Systems

1. Delivery Systems. The State will be using the following systems to deliver services:

a. X MCO: Risk-comprehensive contracts are fully-capitated and require that
the contractor be an MCO or HIO. Comprehensive means that the
contractor is at risk for inpatient hospital services and any other mandatory
State plan service in section 1905(a), or any three or more mandatory
services in that section. References in this preprint to MCOs generally
apply to these risk-comprehensive entities.

b. PIHP: Prepaid Inpatient Health Plan means an entity that:
(1) provides medical services to enrollees under contract with the State
agency, and on the basis of prepaid capitation payments or other payment
arrangements that do not use State Plan payment rates; (2) provides,
arranges for, or otherwise has responsibility for the provision of any
inpatient hospital or institutional services for its enrollees; and (3) does not
have a comprehensive risk contract. Note: this includes MCOs paid on a
non-risk basis.

____ The PIHP is paid on a risk basis.
____ The PIHP is paid on a non-risk basis.

C. PAHP: Prepaid Ambulatory Health Plan means an entity that: (1)
provides medical services to enrollees under contract with the State
agency, and on the basis of prepaid capitation payments, or other payment
arrangements that do not use State Plan payment rates; (2) does not
provide or arrange for, and is not otherwise responsible for the provision
of any inpatient hospital or institutional services for its enrollees; and (3)
does not have a comprehensive risk contract. This includes capitated
PCCMs.

____ The PAHP is paid on a risk basis.
____ The PAHP is paid on a non-risk basis.

d. PCCM: A system under which a primary care case manager contracts
with the State to furnish case management services. Reimbursement is on
a fee-for-service basis. Note: a capitated PCCM is a PAHP.

e. Fee-for-service (FFS) selective contracting: A system under which the
State contracts with specified providers who are willing to meet certain
reimbursement, quality, and utilization standards. Reimbursement is:
____the same as stipulated in the state plan
____is different than stipulated in the state plan (please describe)
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f. _X_ Other: (Please provide a brief narrative description of the model.)

RESPONSE: Nurse Case Management — A system under which a Nurse
Case Management (NCM) Agency contracts with the State to furnish
nurse case management services for children in Jackson County in the
physical and legal custody of the State. The NCM agency is reimbursed
on a Fee-For-Service basis.

2. Procurement. The State selected the contractor in the following manner. Please
complete for each type of managed care entity utilized (e.g. procurement for MCO;
procurement for PIHP, etc):

X _ Competitive procurement process (e.g. Request for Proposal or Invitation
for Bid that is formally advertised and targets a wide audience)

RESPONSE: MCO and NCM.

Open cooperative procurement process (in which any qualifying contractor
may participate)

Sole source procurement

Other (please describe)
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C. Choice of MCOs and NCMs
1. Assurances.

_ X The State assures CMS that it complies with section 1932(a)(3) of the Act and 42
CFR 438.52, which require that a State that mandates Medicaid beneficiaries to
enroll in an MCO must give those beneficiaries a choice of at least two entities.

The State seeks a waiver of section 1902(a)(4) of the Act, which requires
States to offer a choice of more than one PIHP or PAHP per 42 CFR
438.52. Please describe how the State will ensure this lack of choice of
PIHP or PAHP is not detrimental to beneficiaries’ ability to access
services.

2. Details. The State will provide enrollees with the following choices (please replicate
for each program in waiver):

X Two or more MCOs

Two or more primary care providers within one PCCM system.
A PCCM or one or more MCOs

Two or more PIHPs.

Two or more PAHPs.

X _ Other: (please describe)

RESPONSE:
NCM

The State contracts with one NCM agency to provide nurse case
management services on a Fee-For-Service basis to eligible enrollees.

3. Rural Exception.

The State seeks an exception for rural area residents under section
1932(a)(3)(B) of the Act and 42 CFR 438.52(b), and assures CMS that it
will meet the requirements in that regulation, including choice of
physicians or case managers, and ability to go out of network in specified
circumstances. The State will use the rural exception in the following
areas ( "rural area" must be defined as any area other than an "urban area"
as defined in 42 CFR 412.62(f)(1)(ii)):

4. 1915(b)(4) Selective Contracting

Beneficiaries will be limited to a single provider in their service
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area (please define service area).
Beneficiaries will be given a choice of providers in their service
area.
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D. Geographic Areas Served by the Waiver

1. General. Please indicate the area of the State where the waiver program will be
implemented. (If the waiver authorizes more than one program, please list applicable
programs below item(s) the State checks.

Statewide -- all counties, zip codes, or regions of the State
X Less than Statewide
2. Details. Regardless of whether item 1 or 2 is checked above, please list in the chart
below the areas (i.e., cities, counties, and/or regions) and the name and type of entity or

program (MCO, PIHP, PAHP, HIO, PCCM or other entity) with which the State will
contract.

City/County/Region Type of Name of Entity (for MCO,
Program PIHP, PAHP)
(PCCM,
MCO,
PIHP, or
PAHP)
Eastern Region — MCO Aetna Better Health of
Counties: Missouri
Franklin, Jefferson,
Lincoln, Madison, Perry, Home State Health Plan
Pike, St. Charles, St.
Francois, St. Louis, Ste. Missouri Care

Genevieve, Warren,
Washington, and St.

Louis City

Western Region — MCO Aetna Better Health of
Counties: Missouri

Bates, Cass, Cedar, Clay,

Henry, Jackson, Johnson, Home State Health Plan
Lafayette, Platte, Polk,

Ray, St. Clair, and Missouri Care

Vernon

Central Region — MCO Aetna Better Health of
Counties: Missouri

Audrain, Benton, Boone,

Callaway, Camden, Home State Health Plan

Chariton, Cole, Cooper,

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016

30



City/County/Region Type of Name of Entity (for MCO,
Program PIHP, PAHP)
(PCCM,
MCO,
PIHP, or
PAHP)
Gasconade, Howard, Missouri Care
Laclede, Linn, Macon,
Maries, Marion, Miller,
Moniteau, Monroe,
Montgomery, Morgan,
Osage, Pettis, Phelps,
Pulaski, Ralls, Randolph,
Saline, and Shelby
NCM
City/County/Region Type of Name of Entity (for NCM)
Program
Jackson County NCM Cornerstones of Care
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E. Populations Included in Waiver

Please note that the eligibility categories of Included Populations and Excluded
Populations below may be modified as needed to fit the State’s specific circumstances.

1. Included Populations. The following populations are included in the Waiver
Program:

_X_ Section 1931 Children and Related Populations are children including
those eligible under Section 1931, poverty-level related groups and optional groups
of older children.

_X_ Mandatory enrollment - MCO
Voluntary enrollment

_X_ Section 1931 Adults and Related Populations are adults including those
eligible under Section 1931, poverty-level pregnant women and optional group of
caretaker relatives.

_X_ Mandatory enrollment - MCO
Voluntary enrollment

____ Blind/Disabled Adults and Related Populations are beneficiaries, age 18
or older, who are eligible for Medicaid due to blindness or disability. Report
Blind/Disabled Adults who are age 65 or older in this category, not in Aged.

Mandatory enrollment
Voluntary enrollment

____Blind/Disabled Children and Related Populations are beneficiaries,
generally under age 18, who are eligible for Medicaid due to blindness or
disability.

Mandatory enrollment
Voluntary enrollment

___ Aged and Related Populations are those Medicaid beneficiaries who are
age 65 or older and not members of the Blind/Disabled population or members of
the Section 1931 Adult population.

Mandatory enrollment
Voluntary enrollment
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_X_ Foster Care Children are Medicaid beneficiaries who are receiving foster
care or adoption assistance (Title I\V-E), are in foster-care, or are otherwise in an
out-of-home placement.

_X_ Mandatory enrollment - MCO
Voluntary enrollment

RESPONSE: Effective July 1, 2007, individuals who are independent
foster care adolescents, age 18 to 21, are eligible for coverage without
regard to income or assets. These individuals have an opportunity to
enroll in an MCO in areas of the state served by the MO HealthNet
Managed Care Program. In areas of the State where MCOs are not
operational, these individuals receive benefits from the MO HealthNet
Fee-For-Service Program. These individuals receive all services specified
in the comprehensive benefit package for children less than 21 years of
age. This change extended coverage to approximately 970 individuals.
The State anticipated that approximately 175 individuals are eligible for
coverage under the MO HealthNet Managed Care Program.

Effective August 28, 2013 individuals who are independent foster care
adolescents, ages 21 through 25, are eligible for coverage without regard
to income or assets. These individuals receive the services specified in the
comprehensive benefit package for children in State care and custody less
than 21 years of age to include Early Periodic Screening, Diagnosis, and
Treatment (EPSDT) screenings. All services for these individuals will be
funded through General Revenue (State only) funds for the period August
28, 2013 through December 31, 2013. These individuals have the
opportunity to enroll in a MO HealthNet Managed Care health plan in
areas of the state served by the MO HealthNet Managed Care Program. In
areas of the State where MO HealthNet Managed Care MCOs are not
operational, these individuals receive benefits from the MO HealthNet
Fee-For-Service Program. This change extended coverage to
approximately 2,655 individuals.

Effective January 1, 2014 individuals who are independent foster care
adolescents, ages 21 through 25, will receive a comprehensive benefit
package for children in State care and custody but EPSDT screening and
EPSDT services not covered by the Medicaid State Plan will be excluded.

_X_ TITLE XXI CHIP is an optional group of targeted low-income children
who are eligible to participate in Medicaid if the State decides to administer the
Children’s Health Insurance Program (CHIP) through the Medicaid program.

_X_ Mandatory enrollment - MCO
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Voluntary enrollment

RESPONSE: Effective September 1, 2007, Missouri provides
presumptive eligibility for children in families with income of 150% of
FPL or below until an eligibility decision is made. Uninsured children age
one through age five with family income more than 133% of the Federal
Poverty Level (FPL) but less 151% of the FPL, and uninsured children
ages 6 through 18 with family income more than 100% of the FPL but less
than 151% of the FPL are covered under the MO HealthNet expansion.

Children eligible for the MO HealthNet expansion program receive the
MO HealthNet package of essential medically necessary health services,
including Non-Emergency Medical Transportation (NEMT). Prescription
drugs are subject to the national drug rebate program requirements. Fee-
For-Service is utilized in regions where MO HealthNet Managed Care is
available. When MO HealthNet Managed Care begins in these areas, Title
XXl eligibles will be enrolled in MO HealthNet Managed Care. No new
eligible will be excluded because of pre-existing illness or condition.

Effective January 1, 2016, through the Show-Me Healthy Babies Program,
targeted low-income pregnant women and unborn children will receive a
benefit package of essential, medically necessary health services identical
to the MO HealthNet for Pregnant Women benefit package. These
individuals will enroll in a MO HealthNet Managed Care Health plan in
areas of the state served by the MO HealthNet Managed Care Program. In
areas of the State where MO HealthNet Managed Care health plans are not
operational, these individuals will receive benefits from the MO HealthNet
Fee-For-Service Program. This program is for targeted low-income
pregnant women and unborn children from conception to the date of birth
with household incomes up to 300% of the FPL. The pregnant women
shall not be otherwise eligible for coverage under the Medicaid Program,
as it is administered by the State, and shall not have access to affordable
employer-subsidized health care insurance or other affordable health care
coverage that includes coverage for the unborn child.

For targeted low-income pregnant women, postpartum coverage will begin
on the day the pregnancy ends and extend through the last day of the
month that includes the sixtieth (60™) day after the pregnancy ends.

The unborn child’s coverage period will be from date of application to
birth.
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2. Excluded Populations. Within the groups identified above, there may be certain

groups of individuals who are excluded from the Waiver Program. For example, the
“Aged” population may be required to enroll into the program, but “Dual Eligibles”
within that population may not be allowed to participate. In addition, “Section 1931
Children” may be able to enroll voluntarily in a managed care program, but “Foster Care
Children” within that population may be excluded from that program. Please indicate if
any of the following populations are excluded from participating in the Waiver Program:

X

Medicare Dual Eligible--Individuals entitled to Medicare and eligible for
some category of Medicaid benefits. (Section 1902(a)(10) and Section
1902(a)(10)(E))

Poverty Level Pregnant Women -- Medicaid beneficiaries, who are
eligible only while pregnant and for a short time after delivery. This
population originally became eligible for Medicaid under the SOBRA
legislation.

Other Insurance--Medicaid beneficiaries who have other health
insurance.

Reside in Nursing Facility or ICF/MR--Medicaid beneficiaries who
reside in Nursing Facilities (NF) or Intermediate Care Facilities for the
Mentally Retarded (ICF/MR). — MCO only

Enrolled in Another Managed Care Program--Medicaid beneficiaries
who are enrolled in another Medicaid managed care program

Eligibility Less Than 3 Months--Medicaid beneficiaries who would have
less than three months of Medicaid eligibility remaining upon enrollment
into the program.

Participate in HCBS Waiver--Medicaid beneficiaries who participate in
a Home and Community Based Waiver (HCBS, also referred to as a
1915(c) waiver). — MCO only

RESPONSE: Exception: DD Waiver participants in all MO HealthNet
Managed Care regions are included in the MO HealthNet Managed Care
Program. However, their DD Waiver services are not included in the MO
HealthNet Managed Care Program.

Autism Waiver participants in all MO HealthNet Managed Care regions
are included in the MO HealthNet Managed Care Program. However,
their Autism Waiver services are not included in the MO HealthNet
Managed Care Program.
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Adult Day Care Waiver participants in all MO HealthNet Managed Care
regions are included in the MO HealthNet Managed Care Program.
However, their Adult Day Care Waiver services are not included in the
MO HealthNet Managed Care Program.

American Indian/Alaskan Native--Medicaid beneficiaries who are
American Indians or Alaskan Natives and members of federally
recognized tribes.

Special Needs Children (State Defined)--Medicaid beneficiaries who are
special needs children as defined by the State. Please provide this
definition.

RESPONSE: Individuals with special health care needs are included.
Persons with SSI are allowed to opt out. Missouri is a 209(b) State. There
are no specific eligibility categories for the special health care needs
population. These individuals are included in the general 1915(b)
population.

Medicaid eligibles in the above specified eligibility groups who are
eligible for SSI under Title XV1 of the Social Security Act, described in
Sections 501(a)(1)(D) and 1902(e)(3), receiving foster care or adoption
subsidy assistance under part E of Title IV of the Social Security Act, in
foster care or otherwise in out-of-home placement, or meet the SSI
disability definition as determined by the State may choose not to enroll or
voluntarily disenroll from the MO HealthNet Managed Care program at
any time.

CHIP Title XXI Children — Medicaid beneficiaries who receive services
through the CHIP program.

Retroactive Eligibility — Medicaid beneficiaries for the period of
retroactive eligibility.

Other (Please define):

RESPONSE:

MCO

e Individuals eligible for Aid to the Blind and Blind Pension.

e Permanently and Totally Disabled individuals.

e Pregnant women eligible for the Presumptive Eligibility Program.
e Individuals eligible under Presumptive Eligibility for Children
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Uninsured women losing their MO HealthNet eligibility 60 days after
the birth of their child would be eligible for women’s health services
for one year plus 60 days, regardless of income level. This population
will obtain their services through the MO HealthNet Fee-For-Service
Program.

Breast and Cervical Cancer Control Project (BCCCP) participants.
Individuals eligible under VVoluntary Placement Agreement for
Children.

Children placed in foster homes or residential care by the Department
of Mental Health.

AIDS Waiver participants.

Individuals eligible under MO Children with Developmental
Disabilities Waiver.

Individuals eligible under Qualified Medicare Beneficiary — QMB.
Children placed in residential care by their parents, if eligible for MO
HealthNet on the date of placement.

Individuals under the Temporary Assignment Category.

Individuals eligible under MORX.
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F. Services

List all services to be offered under the Waiver in Appendices D2.S. and D2.A of Section
D, Cost-Effectiveness.

1. Assurances.

_ X The State assures CMS that services under the Waiver Program will comply with
the following federal requirements:

e Services will be available in the same amount, duration, and scope as they
are under the State Plan per 42 CFR 438.210(a)(2).

e Access to emergency services will be assured per section 1932(b)(2) of the
Act and 42 CFR 438.114.

e Access to family planning services will be assured per section 1905(a)(4)
of the Act and 42 CFR 431.51(b)

The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or
more of more of the regulatory requirements listed above for PIHP or
PAHP programs. Please identify each regulatory requirement for which a
waiver is requested, the managed care program(s) to which the waiver will
apply, and what the State proposes as an alternative requirement, if any.
(See note below for limitations on requirements that may be waived).

X _ The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of 42 CFR 438.210(a)(2), 438.114, and 431.51
(Coverage of Services, Emergency Services, and Family Planning) as applicable.
If this is an initial waiver, the State assures that contracts that comply with these
provisions will be submitted to the CMS Regional Office for approval prior to
enrollment of beneficiaries in the MCO.

RESPONSE:
MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year
renewal periods.

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and
the managed care regulations do not apply. The State assures CMS that services
will be available in the same amount, duration, and scope as they are under the
State Plan.
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X The state assures CMS that it complies with Title I of the Medicare Modernization
Act of 2003, in so far as these requirements are applicable to this waiver.
Note: Section 1915(b) of the Act authorizes the Secretary to waive most
requirements of section 1902 of the Act for the purposes listed in sections
1915(b)(1)-(4) of the Act. However, within section 1915(b) there are prohibitions
on waiving the following subsections of section 1902 of the Act for any type of
waiver program:

Section 1902(s) -- adjustments in payment for inpatient hospital services
furnished to infants under age 1, and to children under age 6 who receive
inpatient hospital services at a Disproportionate Share Hospital (DSH) facility.
Sections 1902(a)(15) and 1902(bb) — prospective payment system for
FQHC/RHC

Section 1902(a)(10)(A) as it applies to 1905(a)(2)(C) — comparability of
FQHC benefits among Medicaid beneficiaries

Section 1902(a)(4)(C) -- freedom of choice of family planning providers
Sections 1915(b)(1) and (4) also stipulate that section 1915(b) waivers may
not waive freedom of choice of emergency services providers.

2. Emergency Services. In accordance with sections 1915(b) and 1932(b) of the Act,

and 42 CFR 431.55 and 438.114, enrollees in an MCO or NCM must have access to
emergency services without prior authorization, even if the emergency services provider
does not have a contract with the entity.

X _ The NCM program does not cover emergency services.

3. Family Planning Services. In accordance with sections 1905(a)(4) and 1915(b) of

the Act, and 42 CFR 431.51(b), prior authorization of, or requiring the use of network
providers for family planning services is prohibited under the waiver program. Out-of-
network family planning services are reimbursed in the following manner:

_X_The MCO will be required to reimburse out-of-network family planning

services

The MCO/PIHP/PAHP will be required to pay for family planning services
from network providers, and the State will pay for family planning services
from out-of-network providers

The State will pay for all family planning services, whether provided by
network or out-of-network providers.

_X_Other (please explain): The NCM does not cover family planning services.

Family planning services are not included under the waiver.

4. FOHC Services. In accordance with section 2088.6 of the State Medicaid Manual,

access to Federally Qualified Health Center (FQHC) services will be assured in the
following manner:

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016

39



____The program is voluntary, and the enrollee can disenroll at any time if he or
she desires access to FQHC services. The MCO/PIHP/PAHP/PCCM is not
required to provide FQHC services to the enrollee during the enrollment
period.

_X The program is mandatory and the enrollee is guaranteed a choice of at least
one MCO which has at least one FQHC as a participating provider. If the
enrollee elects not to select a MCO that gives him or her access to FQHC
services, no FQHC services will be required to be furnished to the enrollee
while the enrollee is enrolled with the MCO he or she selected. Since
reasonable access to FQHC services will be available under the waiver
program, FQHC services outside the program will not be available. Please
explain how the State will guarantee all enrollees will have a choice of at least
one MCO with a participating FQHC:

RESPONSE:

MCO

The MCO is required by contract to include Federally Qualified Health
Centers (FQHCSs) in its provider network. All of the MCOs are required to

include at least one FQHC in their provider network.

____The program is mandatory and the enrollee has the right to obtain FQHC
services outside this waiver program through the regular Medicaid Program.

RESPONSE:
NCM

The services included in the NCM (nurse case management services) may not
be provided by an FQHC.

5. EPSDT Requirements.

_X_The managed care programs(s) will comply with the relevant requirements of
sections 1905(a)(4)(b) (services), 1902(a)(43) (administrative requirements
including informing, reporting, etc.), and 1905(r) (definition) of the Act
related to Early, Periodic Screening, Diagnosis, and Treatment (EPSDT)
program.
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6. 1915(b)(3) Services.

____This waiver includes 1915(b)(3) expenditures. The services must be for
medical or health-related care, or other services as described in 42 CFR Part
440, and are subject to CMS approval. Please describe below what these
expenditures are for each waiver program that offers them. Include a
description of the populations eligible, provider type, geographic availability,
and reimbursement method.

7. Self-referrals.

X _The State requires MCOs to allow enrollees to self-refer (i.e. access without
prior authorization) under the following circumstances or to the following
subset of services in the MCO contract:

RESPONSE:
MCO

Enrollees may access in-network behavioral health and substance abuse
services without a referral from their primary care provider (PCP). Enrollees
may access in-network behavioral health and substance abuse providers
directly and receive at least four visits annually without a referral or prior
authorization. Enrollees may access in-network OB/GYN providers in
accordance with State statutory provisions.

MCOs are required to develop policies and procedures that address whether
there is a need for referral by the PCP or self-referral for second opinions.

MO HealthNet Managed Care enrollees may self-refer to the following core
services provided by local public health agencies:

e All sexually transmitted disease (STD) services including screening,
diagnosis, and treatment,

e Human immunodeficiency virus (HIV) services relating to screening and
diagnostic studies,

e Tuberculosis services including screening, diagnosis, and treatment,

e Childhood immunizations, and

e Childhood lead poisoning prevention services including screening,
diagnosis, treatment, and follow-up as indicated.
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NCM

Enrollees are assigned to the NCM agency within 10 calendar days of a child
becoming a ward of the state. The NCM staff coordinates medical services
for children in the legal custody of the State to ensure they receive all
medically necessary care. The NCM staff communicates regularly with State
staff and its contractors as well as the Medical Unit staff to ensure effective
sharing of information and delivery of medical care for enrollees.
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Section A: Program Description

Part I1: Access

Each State must ensure that all services covered under the State plan are available and
accessible to enrollees of the 1915(b) Waiver Program. Section 1915(b) of the Act

prohibits restrictions on beneficiaries’ access to emergency services and family planning
services.

A. Timely Access Standards

1. Assurances for MCO and NCM programs.

_X_ The State assures CMS that it complies with section 1932(c)(1)(A)(i) of the Act
and 42 CFR 438.206 Availability of Services; in so far as these requirements are
applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP or PAHP programs. Please identify each regulatory requirement for
which a waiver is requested, the managed care program(s) to which the
waiver will apply, and what the State proposes as an alternative
requirement, if any.

X  The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(c)(1)(A)(i) of the Act and 42 CFR
438.206 Availability of Services. If this is an initial waiver, the State assures that
contracts that comply with these provisions will be submitted to the CMS
Regional Office for approval prior to enrollment of beneficiaries in the MCO.

RESPONSE:
MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year
renewal periods.

If the 1915(b) Waiver Program does not include a NCM component, please
continue with Part 11.B. Capacity Standards.
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2. Details for NCM program. The State must assure that Waiver Program enrollees
have reasonable access to services. Please note below the activities the State uses to
assure timely access to services.

a. _X Availability Standards. The State’s NCM Program, which is only
operational in Jackson County, does not provide transportation services. The
NCM provides nurse case management services to children in State custody on a
Fee-For-Service basis. For each provider type checked, please describe the
standard.

1. X NCM (please describe):

RESPONSE: The NCM only provides nurse case management
services to children in State custody on a Fee-For-Service basis.
The NCM does not provide transportation services to enrollees.
The Medical Unit staff enrolls each child entering alternative care
with the NCM agency within 10 days of a child becoming a ward
of the state.

The Medical Unit staff provides the following information to the
contractor within two (2) business days of enrolling a child to the
contractor: Child's name and basic identifying information such as
date of birth, age, sex, and Departmental Client Number (DCN),
name of child's assigned children’s service worker, and the name,
address, and telephone number of the child’s out-of-home care
provider. The contractor shall maintain strict confidentiality of the
child’s location and out-of-home care provider.

Upon enrollment of a child, the Medical Unit staff supplies
information regarding past medical history forms, information
from the birth parents, and the twenty-four (24) hour exam to the
contractor, when available. If incomplete information is received
by the contractor, the contractor conducts and documents a search
for the information within thirty (30) calendar days of enrollment
of the child. Upon request from the contractor, the child’s service
worker assists in obtaining relevant health care information in
every way possible.

b. _X Appointment Scheduling means the time before an enrollee can acquire
an appointment with his or her provider for both urgent and routine visits. The
State’s NCM Program includes established standards for appointment scheduling
for waiver enrollee’s access to the following providers.

1. X_ NCM (please describe):
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RESPONSE: The nurse case manager shall ensure that
arrangements are made for an initial hearing, eye, and dental
examination within thirty (30) calendar days of the child coming
into the state agency’s custody, if these were not completed at the
time of the twenty-four (24) hour examination. The nurse case
manager shall notify the alternative care provider to schedule
examinations, in accordance with the HCY periodicity schedule,
sixty (60) days prior to the child’s birth anniversary. The NCM
sends a reminder to the out of home care provider five (5) calendar
days in advance of the health care appointment.

c. ___ In-Office Waiting Times: The State’s NCM Program includes established
standards for in-office waiting times. For each provider type checked, please
describe the standard.

1. NCM (please describe):
d. X_ Other Access Standards (please describe)

RESPONSE: The NCM provides in-home visits with the child and
alternative care provider every 2-3 months according to contract.

3. Details for 1915(b)(4) FES selective contracting programs: Please describe how
the State assures timely access to the services covered under the selective contracting
program.
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B. Capacity Standards

1. Assurances for the MCO program.

_ X The State assures CMS that it complies with section 1932(b)(5) of the Act and 42
CFR 438.207 Assurances of adequate capacity and services, in so far as these
requirements are applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP or PAHP programs. Please identify each regulatory requirement for
which a waiver is requested, the managed care program(s) to which the
waiver will apply, and what the State proposes as an alternative
requirement, if any.

X  The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(b)(5) and 42 CFR 438.207
Assurances of adequate capacity and services. If this is an initial waiver, the State
assures that contracts that comply with these provisions will be submitted to the
CMS Regional Office for approval prior to enrollment of beneficiaries in the
MCO.

RESPONSE:

MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year

renewal periods.

If the 1915(b) Waiver Program does not include a NCM component, please
continue with Part 11, C. Coordination and Continuity of Care Standards.

2. Details for NCM program. The State must assure that Waiver Program enrollees
have reasonable access to services. Please note below which of the strategies the State
uses assure adequate provider capacity in the NCM program.

a.___ The State has set enrollment limits for each primary care provider. Please
describe the enrollment limits and how each is determined.

b._ The State ensures that there are adequate number of PCPs with open
panels. Please describe the State’s standard.
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C.___ The State ensures that there is an adequate number of PCPs under the
waiver assure access to all services covered under the Waiver. Please
describe the State’s standard for adequate PCP capacity.

d. X The State compares numbers of providers before and during the Waiver.
Please modify the chart below to reflect your State’s NCM program and
complete the following.

Providers # Before # In Current # Expected in
Waiver Waiver Renewal
NCM Agency 1 1 1

*Please note any limitations to the data in the chart above here:

e.___ The State ensures adequate geographic distribution of NCMs. Please

describe the State’s standard.

f. _X Nurse Case Manager: Enrollee Ratio. The State establishes standards for
nurse case manager to enrollee ratios. Please calculate and list below the
expected average nurse case manager/enrollee ratio for each area or county
of the program, and then provide a statewide average.

Area (City/County/Region)

NCM-to-Enrollee Ratio

Jackson County

1:100

g. ___ Other capacity standards (please describe):

3. Details for 1915(b)(4) FES selective contracting programs: Please describe how

the State assures provider capacity has not been negatively impacted by the selective
contracting program. Also, please provide a detailed capacity analysis of the number of
beds (by type, per facility) — for facility programs, or vehicles (by type, per contractor) —
for non-emergency transportation programs, needed per location to assure sufficient
capacity under the waiver program. This analysis should consider increased enrollment
and/or utilization expected under the waiver.
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C. Coordination and Continuity of Care Standards

1. Assurances for the MCO program.

_ X The State assures CMS that it complies with section 1932(c)(1)(A)(i) of the Act
and 42 CFR 438.208 Coordination and Continuity of Care, in so far as these
regulations are applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP or PAHP programs. Please identify each regulatory requirement for
which a waiver is requested, the managed care program(s) to which the
waiver will apply, and what the State proposes as an alternative requirement,
if any.

X The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(c)(1)(A)(i) of the Act and 42 CFR
438.208 Coordination and Continuity of Care. If this is an initial waiver, the State
assures that contracts that comply with these provisions will be submitted to the
CMS Regional Office for approval prior to enrollment of beneficiaries in the
MCO.

RESPONSE:

MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year

renewal periods.

2. Details on MCO and NCM enrollees with special health care needs.

The following items are required.

a. ____ The planisaPIHP/PAHP, and the State has determined that based on the
plan’s scope of services, and how the State has organized the delivery
system, that the PIHP/PAHP need not meet the requirements for
additional services for enrollees with special health care needs in 42 CFR
438.208. Please provide justification for this determination.

b. X Identification. The State has a mechanism to identify persons with
special health care needs to MCOs as those persons are defined by the
State. Please describe.
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RESPONSE: Missouri is a 209 (b) State and does not track individuals
with Social Security Income (SSI) as a separate eligibility group. A
process was developed and maintained to identify enrollees with special
health care needs. This information is communicated to the MCOs
monthly. The information contains identifying information regarding
enrollees in the following subpopulations: individuals eligible for SSI
under Title XVI; individuals in foster care or other out-of-home
placement, individuals receiving foster care or adoption subsidy, and
individuals receiving services through a family-centered community-based
coordinated care system that receives grant funds under Section
501(a)(1)(D) of Title V, as defined by the State in terms of either program
participant or special health care needs. A separate communication process
is utilized to inform MCQOs of their members who receive health home
Services.

The progress made to date has focused on development and
implementation of processes for identification and assessment of
individuals with special health care needs.

To ensure that MCOs meet the needs of persons with special health care
challenges, the State’s policies emphasize uninterrupted care. Special
attention has been given to transition of care from Fee-For-Service to MO
HealthNet Managed Care. For example, prior to discontinuing any
personal care services, the MCO must work with the State to evaluate the
continuing needs of the enrollee.

A communication process has been established with MCO case managers.
State staff are in communication with MCO case managers on a frequent
basis regarding care issues.

Assessment. Each MCO will implement mechanisms, using appropriate
health care professionals, to assess each enrollee identified by the State to
identify any ongoing special conditions that require a course of treatment
or regular care monitoring. Please describe.

RESPONSE:
MCO

The MCOs are required to offer case management and disease
management to enrollees with special conditions.

The MCO must offer case management to all pregnant enrollees. The
MCO must offer case management within fifteen (15) days of
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confirmation of pregnancy. The initial care management and admission
encounter should be face-to-face and include an assessment of the
enrollee’s needs.

The MCO must offer care management within the following timeframes to
all children when knowledge of elevated blood lead levels is present:

10 to 19 ug/dL within 1-3 days
20 to 44 ug/dL within 1-2 days
45 to 69 ug/dL within 24 hours
70 ug/dL or greater - immediately

The MCO must perform an assessment for care management within thirty
(30) days of enrollment for new enrollees who present with a diagnosis
listed below. The MCO must perform an assessment for care management
within thirty (30) days of diagnosis for existing enrollees who receive a
new diagnosis listed below:

Diabetes;

Asthma;

COPD;

Congestive Heart Failure;

Cancer;

Chronic Pain with opioid dependence;

Hepatitis C in active treatment;

HIV/AIDS;

Organ failure requiring supportive treatment and potentially
requiring transplant (e.g., ESRD and dialysis requirement or
pancreatic/hepatic failure);

Sickle Cell Anemig;

Serious mental illness (schizophrenia, schizoaffective disorder,
bipolar disorder, PTSD, recurrent major depression, and moderate to
severe substance use disorder); and

Individuals with special health care needs including those with
Autism Spectrum Disorder. Individuals with special health care
needs are those individuals that without services such as private duty
nursing, home health, durable medical equipment/supplies, and care
management may require hospitalization or institutionalization. The
following groups of individuals are at high risk of having a special
health care need:

o Individuals with Autism Spectrum Disorder;

o Individuals eligible for Supplemental Security Income (SSI);
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o Individuals in foster care, receiving foster care or an adoption subsidy
or other out-of-home placement. The health plan shall work with the
guardian to ensure that the child receives all required examinations and
healthcare visits/interventions within the time specified by state and
determined by the child’s needs. Upon request by the state, the health
plan shall produce a population level summary of this population,
including number of children receiving the required visits within the
required time frame, reasons for why visits weren't received within the
required time frame, access to and use of mental health services, and
chronic disease profile (ie, what are the most prevalent chronic
diseases and by age group). ; and

o Individuals receiving services through a family-centered
community-based coordinated care system that receives grant
funds under Section 501(a)(1)(D) of Title V, as defined by the
State agency in terms of either program participant or special
health care needs.

The MCO must provide an assessment for care management for all
enrollees experiencing one (1) of the events listed below. The health
plan shall conduct such assessments within thirty (30) days of:

e The date upon which an enrollee receives the projected discharge
date from hospitalization or rehabilitation facilities:
o After re-admission; or
o After a stay of more than two (2) weeks.

e The last day of the month following the end of a quarter in which an
enrollee has had three (3) or more emergency department visits as
identified through analysis of utilization data;

The MCO must assess enrollees for care management within five (5)
days of admission to a psychiatric hospital or residential substance abuse
treatment program.

The Disease Management programs must have systematic methods of
identifying and enrolling enrollees in each program. As such, the MCO
must utilize the information gathered upon initial enrollment into the
MCO and the MO HealthNet program and use of clinical diagnosis
codes. In addition, the MCO must offer disease management to enrollees
as early in the development of the disease state as possible. The MCO
must operate its disease management programs using an “opt out”
methodology, meaning that disease management services shall be
provided to eligible enrollees unless they specifically ask to be excluded.

NCM
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The NCM agency shall conduct an assessment interview, with the child
present, within two (2) business days of enrollment, or within two (2)
business days of the date the child is determined to have serious medical
problems. The assessment interview is utilized to determine and identify
all special care, equipment, and needs of the child to be incorporated

into the Child Health Summary.

d. X Treatment Plans. For enrollees with special conditions who need a
course of treatment or regular care monitoring, the State requires the MCO
to produce a treatment plan. If so, the treatment plan meets the following
requirements:

1. X Developed by enrollees’ primary care provider with enrollee
participation, and in consultation with any specialists’ care for the
enrollee

2. X Approved by the MCO in a timely manner (if approval required by
plan)

3. _X In accord with any applicable State quality assurance and utilization
review standards.

RESPONSE:
MCO

The MCO must provide Member Care Management Services (e.g.
comprehensive care management, care coordination, health promotion
services, comprehensive transitional care, individual and family support
activities, disease management, and referrals to community and social
supports) to selected enrollees. The MCO member care management
services shall focus on enhancing and coordinating an enrollee’s care
across an episode or continuum of care; negotiating, procuring, and
coordinating services and resources needed by enrollees/families with
complex issues; ensuring and facilitating the achievement of quality,
clinical, and cost outcomes; intervening at key points for individual
enrollees; addressing and resolving patterns of issues that have negative
quality cost impact; and creating opportunities and systems to enhance
outcomes. The MCO may use Section 2703 designated health home
providers to perform case management functions if the health home
practice is a member of the health plan network. In this event, the MCO
must have processes in place to monitor service delivery and ensure that
all requirements, as described herein, are adequately performed.
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Care management record documentation must include, but not be limited
to, the following:

"eTOSITAToSQ@OO0 TR

Referrals;
Assessment/Reassessment;
Medical History;
Psychiatric History;
Developmental History;
Medical Conditions;
Psychosocial issues

Legal Issues

Care Planning;

Provider Treatment Plans;
Testing;

Progress/Contact Notes;

. Discharge Plans;

Aftercare;

Transfers;

Coordination/Linking of Services;
Monitoring of Services and Care; and
Follow-up.

General Overview:

The MCO must conduct care management services in order to achieve the
following outcomes:

Improved patient care;

Improved health outcomes;

Reduction of inappropriate inpatient hospitalization;
Reduction of inappropriate utilization of emergent services;
Lower total costs; and

Better educated providers and enrollees.

The MCO must inform enrollees selected for care management of the
following information and must verify that this information has been
provided to the enrollee by recording the verification in the enrollee’s care
plan:

The nature of the care management relationship;
Circumstances under which information will be disclosed to third
parties;
The availability of a complaint process; and
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e The rationale for implementing care management services.

The MCO must notify enrollees via the member handbook that they may
request care management services at any time.

The MCO must have policies and procedures for care management. The
policies and procedures shall include:

e A description of the system for identifying and screening enrollees

for care management services;

Provider and enrollee profiling activities;

Procedures for conducting provider education on care management;

A description of how claims analysis will be used,;

e A process to ensure that the primary care provider, enrollee
parent/guardian, and any specialists caring for the enrollee are
involved in the development of the care plan;

e A process to ensure integration and communication between
physical and behavioral health;

e A description of the protocols for communication and responsibility
sharing in cases where more than one care manager is assigned,;

e A process to ensure that care plans are maintained and up-dated as
necessary;

e A description of the methodology for assigning and monitoring case
management caseloads that ensures adequate staffing to meet case
management requirements;

e Timeframes for reevaluation and criteria for care management
closure; and

e Adherence to any applicable State quality assurance, certification
review standards, and practice guidelines as described in herein.

Disease management is the process of intensively managing a particular
disease or syndrome. Disease management encompasses all settings of
care and places a heavy emphasis on prevention and maintenance. It is
similar to case management, but more focused on a defined set of
programs relative to an illness or syndrome. (Definition used with
permission of Center for Health Care Strategies, Inc., Princeton, New
Jersey, “Case Management in Managed Care for People with
Developmental Disabilities: Models, Costs and Outcomes, January,
1999”.)

The MCO must have disease management programs for major depression,
asthma, and at least one of the following: obesity, diabetes, hypertension,
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or Attention Deficit Hyperactivity Disorder (ADHD). The MCO may use
Section 2703 designated health home providers to perform disease
management functions if the health home practice is a member of the
health plan network. In the event of such, the MCO must have processes
in place to monitor service delivery and ensure that all requirements, as
described herein, are adequately performed.

The Disease Management programs shall:

e Have systematic methods of identifying and enrolling members in
each program. As such, the MCO must utilize the information
gathered upon initial enrollment into the MCO and the MO HealthNet
program and use of clinical diagnosis codes from claims and
Electronic Health Records (EHR). In addition, the MCO must offer
disease management to enrollees as early in the development of the
disease state as possible. The MCO must operate its disease
management programs using an “opt out” methodology, meaning that
disease management services shall be provided to eligible enrollees
unless they specifically ask to be excluded.

e Utilize evidence-based clinical practice guidelines (hereafter referred
to as the guidelines) that have been formally adopted by the MCO’s
Quality Management/Quality Improvement (QM/QI) committee or
other clinical committee and enrollee empowerment strategies to
support the provider-enrollee relationship and the plan of care.

e Emphasize the prevention of exacerbation and complications of the
conditions as evidenced by decreases in emergency room utilization
and inpatient hospitalization and/or improvements in condition-
specific health status indicators.

e Classify eligible enrollees into stratification levels according to
condition severity or other clinical or enrollee-provided information.
The DM programs shall tailor the program content, education
activities, and benchmarks and goals for each risk level.

e Take an enrollee-centered approach to providing care by addressing
psychological aspects, caregiver issues, and treatment of disease using
nationally recognized standards of care.

e Incorporate culturally appropriate interventions including, but not
limited to, taking into account the multi-lingual, multi-cultural nature
of the enrollee population.

e Have program content that includes the development of treatment
plans that serve as the outline for all of the activities and interventions
in the program. At a minimum, the activities and interventions
associated with the treatment plan shall address condition monitoring,
enrollee adherence to the treatment plan, consideration of other co-
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Morbidities, and condition-related lifestyle issues. The member shall
participate in the development of the treatment plan where possible. If
the member does not participate, the treatment plan shall document
that the member was offered the opportunity to participate, and the
reason for non-participation.

Have methods for informing and educating enrollees and/or their

caregivers regarding their particular condition(s) and needs. This

information shall be provided upon enrollment in the DM program.

The DM programs shall educate enrollees to increase their

understanding of their condition(s), the factors that impact their health

status (e.g., diet and nutrition, lifestyle, exercise, medication
compliance), and to empower enrollees to be more effective in self-
care and management of their health so they:

e Are proactive and effective partners in their care;

e Understand the appropriate use of resources needed for their care;

e ldentify precipitating factors and appropriate responses before they
require more acute intervention; and

e Are compliant and cooperative with the recommended treatment
plan.

Have methods for informing and educating providers regarding the

clinical practice guidelines. The MCO must distribute the guidelines

to providers who are likely to treat enrollees with the DM conditions.

This includes, but is not limited to, PCPs and specialists involved in

treating that particular condition. The MCO must also provide each

PCP with a list of their enrollees enrolled in each DM program upon

the enrollee’s initial enrollment and at least annually thereafter. The

MCO must provide specific information to the provider concerning

how the program(s) works. The DM program’s provider education

shall be designed to increase the providers’ adherence to the guidelines
in order to improve the enrollee’s conditions.

Have established measurable benchmarks and goals for each DM

program that are used to evaluate the programs. These benchmarks

and goals shall be specific to each condition and should include:

e Performance measured against at least two important clinical
aspects of the guidelines associated with each DM program;

e The rate of emergency department utilization and inpatient
hospitalization for asthma;

e Appropriate HEDIS measures;

e The passive participation rates (as defined by the National
Committee for Quality Assurance (NCQA)) and the number of
individuals participating in each level of each of the DM programs;

e Cost savings;
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e Enrollee adherence to treatment plans; and

e Provider adherence to the clinical practice guidelines.

The MCO must develop and maintain DM program policies and
procedures that describe how the programs will incorporate all
components listed above. These policies and procedures must address
how the DM programs will coordinate with case management
activities, in particular for enrollees who would benefit from both.
The MCO must submit the disease management program reports as
required by their contract.

Care Plans:

For all eligible enrollees, the MCO must use the initial assessment to
identify the issues necessary to formulate the care plan. All care plans
shall have the following components:

e Use of clinical practice guidelines (including the use of
CyberAccess™ to monitor and improve medication adherence and
prescribing practices consistent with practice guidelines);

e Use of transportation, community resources, and natural supports
(e.g. friends, family, neighbors, acquaintances, co-workers,
volunteers, peers, church members);

e Specialized physician and other practitioner care targeted to meet
member’s needs;

e Enrollee education on accessing services and assistance in making
informed decisions about care;

e Prioritized based on the assessment of the enrollee’s needs that are
measurable and achievable;

e Emphasis on prevention, continuity of care, and coordination of
care. The system shall advocate for and link enrollees to services
as necessary across providers and settings; and

e Reviews to promote achievement of care management goals and
use of the information for quality management.

e Update the care plan as medically indicated or within 90 days of
discharge from an inpatient stay or an emergency department visit.

In addition to the requirements listed above, the MCO must include the

following in the care plans of pregnant women:

e Arrisk appraisal form must be a part of the enrollee’s record. The
MCO may use the state agency form or any form that contains, at a
minimum, the information required in the MHD Risk Appraisal
form. These forms may be obtained from the Physician Provider
manual on the state agency’s website: www.dss.mo.gov/mhd.
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e Intermediate referrals to substance-related treatment services if the
enrollee is identified as being a substance user. If the enrollee is
referred to a C-STAR program, care coordination should occur in
accordance with the Substance Abuse Treatment Referral Protocol
for Pregnant Women Under MO HealthNet Managed Care.

e Referrals to prenatal care (if not already enrolled), within two (2)
weeks of enrollment in case management;

e Tracking mechanism for all prenatal and post-partum medical
appointments. Follow-up on broken appointments shall be made
within one (1) week of the appointment;

e Methods to ensure that EPSDT/HCY screens are current if the
enrollee is under age twenty-one (21);

e Referrals to WIC (if not already enrolled), within two (2) weeks of
enrollment in case management;

e Assistance in making delivery arrangements by the twenty-fourth
(24th) week of gestation;

e Assistance in making transportation arrangements for prenatal
care, delivery, and post-partum care;

e Referrals to prenatal or childbirth education where available;

e Assistance in planning for alternative living arrangements which
are accessible within twenty-four (24) hours for those who are
subject to abuse or abandonment;

e Assistance to the mother in enrolling the newborn in ongoing
primary care (EPSDT/HCY services) including provision of
referral/assistance with MO HealthNet application for the child, if
needed,;

e Assistance in identifying and selecting a medical care provider for
both the mother and the child;

e |dentification of feeding method for the child;

e Notifications to current health care providers when case
management services are discontinued,;

e Referrals for family planning services if requested; and

e Directions to start taking folic acid vitamin before the next
pregnancy.

If the MCO wants to use local public health agencies to provide

services, the MCO must enter into written contracts with the local

public health agencies. However, the MCO is not required to contract
with outside entities for prenatal care management services.
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e In addition to the requirements listed above, the MCO must include the
following services in the care plans for children with elevated blood
lead levels.

o Ensure confirmation of capillary tests using venous blood
according to the timeframe listed below:

» 10-19ug/dL — Within two (2) months.

» 20-44ug/dL — Within two (2) weeks.

» 45-69ug/dL — Within two (2) days.

» 70 pg/dL — Immediately.

o Ensure that the Childhood Blood Lead Testing and Follow Up
Guidelines are followed as required:

» 10-19ug/dL — 2-3 month intervals.

» 20-70+pg/dL — 1-2 months intervals, or depending upon
the degree of the elevated lead level, by physician
discretion until the following three conditions are met:
= BLL remains less than 15ug/dL for at least 6 months;

» Lead hazards have been removed; and

= There are no new exposures.
When the above conditions have been met the MCO should proceed with
retest intervals and follow-up for BLLs 10-19ug/dL.

o A minimum of two (2) enrollee/family encounters, both face-
to-face. Initial visit must be performed within two (2) weeks of
receiving a confirmatory blood lead level that met the lead case
management requirements. This visit must include the
following:

» An enrollee/family assessment;

» Provision of lead poisoning education offered by health
care providers;

» Engagement of enrollee/family in the development of the
care plan; and

» Delivery of the case manager’s name and telephone
number.

o Follow-up visit or second (2" encounter within three (3)
months following the initial encounter. Assessment and review
of the child’s progress, parental compliance with recommended
interventions, reinforcement of lead poisoning education,
enrollee education, and the medical regime should be
performed at that time.

o An exit evaluation/case closure and education contact is required to
be performed prior to discharge. This can be done once the labs have
normalized and at the time the family is informed of normalization of
the lead level. If the child meets the criteria for discharge, this
encounter must include, but not limited to, discharge counseling
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regarding current blood lead level status, review of ongoing
techniques for prevention of re-exposure to lead hazards, as well as
nutrition, hygiene, and environmental maintenance. This contact can
occur via telephone or in person by the care manager.

e The following should be documented in the enrollee’s record:

(@]

Initial visit: The admission progress note must document
contact with child’s PCP and any planned interventions by the
MCO or subcontractor care manager. The notes must also
include the plan of care and include, at a minimum, blood lead
level/s, assessment of the enrollee/family including resulting
recommendations, and lead poisoning education that includes
acknowledgement of parental understanding of this education.
The MCO must use the web-based Missouri Health Strategic
Architectures and Information Cooperative (MOHSAIC) Lead
Application to document lead case management activities. The
MCOs may use the DHSS Childhood Lead Poisoning
Prevention Program Nurse’s Lead Case Management
Questionnaire and the Nutritional Assessment forms to assist
them in capturing all the required case management elements
for documentation. Both forms are found in the Lead Poisoning
Prevention Manual at http://health.mo.gov.

Follow-up visit(s): The documentation must include the most
recent laboratory results, enrollee status, any interventions by
care manager, contacts with the child’s primary care provider
and progress made to meet plan of care goals.

Exit evaluation/ case closure contact: The discharge
documentation must include the date of discharge, reason for
discharge, lab results, enrollee status, and exit counseling. The
exit counseling documentation must include a telephone
number for enrollee questions and assistance, and status of plan
of care goal completion. The documentation must include
enrollee/family and primary care provider notification of
discharge from case management and continued care
coordination plan.

Care Management Closure:

The MCO must have criteria for terminating care management services.
These criteria shall be included in the care plans. Acceptable reasons for
case closure for care management (excluding care management for
elevated lead levels) include:
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Achievement of goals stated in care plan including stabilization of

the enrollee’s condition, successful links to community support and

education, and improved member health;

Enrollee request to withdraw from either care management or the

MCO; and

Lack of contact with the care manager or compliance with care

management must be documented in the care plan. At least three (3)

different types of attempts to locate and engage the enrollee should

be made to contact the family prior to closure for this reason. Where

appropriate, these should include attempts to contact the member’s

family. Examples of contact attempts include:

o Making phone call attempts before, during, and after regular
working hours;

o Visiting the family’s home;

o Sending letters with an address correction request; and

o Checking with primary care provider, Women, Infants, and
Children (WIC), and other providers and programs.

The MCO must review cases for closure from prenatal care

management no sooner than sixty (60) days from the date of

delivery.

For children receiving care management due to elevated blood lead

levels, the MCO must review cases for closure using the following

occurrences:

o When current blood lead level is less than 10 ug/dL; or

o When the child is disenrolled and referral to a new health plan,
local public health agency, or health care provider has been
completed.

The PCP must be notified in writing of all instances of children

discharged from care management and the reason for discharge. The

discharge notification must include a history of the child's condition.

The health plan shall provide quarterly and yearly outcome

measurement and reporting. The reporting requirements specified

herein will satisfy this component.

NCM

The NCM must develop a child health summary (CHS) within thirty (30)
calendar days of the child being enrolled with the NCM agency. The CHS
shall provide a written tool to assist with the daily health care of the child.
The CHS shall be developed in language that is understandable by non-
medical individuals. The CHS shall describe the child’s health care needs,
how those needs shall be addressed, when they shall be addressed, and
who shall be responsible for addressing them. The CHS must summarize
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the child’s medical needs, goals, interventions, and the overall health care
needs of the child, including, but not limited to: required exams, specific
treatment protocols, involved specialists, appointments, treatments,
medications involved, specific diagnosis, and the specific details of
provisions of care.

At a minimum, each CHS shall include the following:

Preliminary and final diagnosis;
Required medications;

Follow-up appointments; and

Required medical or specialized services.

To assist in the development of a CHS most appropriate to meet the
child’s needs, the NCM shall obtain written documentation of all known
existing medical information. The NCM shall contact all known past and
current health care providers and biological parents. The NCM may also
contact past and present alternative care providers. At a minimum, the
child’s record shall begin with the results of the twenty-four (24) hour
examination and the child’s current immunization status.

e. X Direct access to specialists. If treatment plan or regular care monitoring
is in place, the MCO/PIHP/PAHP has a mechanism in place to allow
enrollees to directly access specialists as appropriate for enrollee’s
condition and identified needs.

RESPONSE:
MCO

The State requires MCOs to allow enrollees with disabling conditions or
chronic illnesses to request that their PCPs be specialists. Depending on
the nature of the enrollee's disabling condition or chronic illness, the
enrollee may request their PCP be a specialist such as a psychiatrist,
oncologist, obstetrician, gynecologist, or other such specialist. MCOs are
required to have procedures for ensuring access to needed services for
these enrollees.

3. Details for PCCM program. The State must assure that Waiver Program enrollees
have reasonable access to services. Please note below the strategies the State uses assure
coordination and continuity of care for PCCM enrollees.
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a. Each enrollee selects or is assigned to a primary care provider
appropriate to the enrollee’s needs.

b. Each enrollee selects or is assigned to a designated health care
practitioner who is primarily responsible for coordinating the enrollee’s
overall health care.

C. Each enrollee is receives health education/promotion information.
Please explain.

d. __ Each provider maintains, for Medicaid enrollees, health records that meet
the requirements established by the State, taking into account professional
standards.

e. ___ There is appropriate and confidential exchange of information among
providers.

f. __ Enrollees receive information about specific health conditions that require

follow-up and, if appropriate, are given training in self-care.

g. ___ Primary care case managers address barriers that hinder enrollee
compliance with prescribed treatments or regimens, including the use of
traditional and/or complementary medicine.

h. Additional case management is provided (please include how the
referred services and the medical forms will be coordinated among the
practitioners, and documented in the primary care case manager’s files).

I. Referrals: Please explain in detail the process for a patient referral. In
the description, please include how the referred services and the medical
forms will be coordinated among the practitioners, and documented in the
primary care case managers’ files.

4. Details for 1915(b)(4) only programs: If applicable, please describe how the State
assures that continuity and coordination of care are not negatively impacted by the
selective contracting program.
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Section A: Program Description

Part 111: Quality

1. Assurances for MCO program.

X

I

I

[

The State assures CMS that it complies with section 1932(c)(1)(A)(iii)-(iv) of the
Act and 42 CFR 438.202, 438.204, 438.210, 438.214, 438.218, 438.224, 438.226,
438.228, 438.230, 438.236, 438.240, and 438.242 in so far as these regulations
are applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP programs. Please identify each regulatory requirement for which a
waiver is requested, the managed care program(s) to which the waiver will
apply, and what the State proposes as an alternative requirement, if any.

The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(c)(1)(A)(iii)-(iv) of the Act and
42 CFR 438.202, 438.204, 438.210, 438.214, 438.218, 438.224, 438.226,
438.228, 438.230, 438.236, 438.240, and 438.242 and these contacts are effective
as follows:

RESPONSE:
MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year
renewal periods.

Section 1932(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.202 requires that each
State Medicaid agency that contracts with MCOs submit to CMS a written
strategy for assessing and improving the quality of managed care services offered
by all MCOs. The State assures CMS that this quality strategy was submitted to
the CMS Regional Office in February 2009.

The State assures CMS that it complies with section 1932(c)(2) of the Act and 42
CFR 438 Subpart E, to arrange for an annual, independent, external quality
review of the outcomes and timeliness of, and access to the services delivered
under each MCO contract. Please provide the information below (modify chart as
necessary):
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Activities Conducted

Name of Mandatory Optional Activities
Program | Organization EQR Activities
study

Behavioral Validation of
MCO | Health Concepts, performance

Inc. improvement

projects

Behavioral Validation of MCO
MCO | Health Concepts, performance

Inc. measures

Behavioral Compliance Review
MCO | Health Concepts,

Inc.

Behavioral *Case Management
MCO | Health Concepts, Record Review

Inc.

*State mandatory activity

2. Assurances For PAHP program.

The State assures CMS that it complies with section 1932(c)(1)(A)(iii)-(iv) of the

Act and 42 CFR 438.210, 438.214, 438.218, 438.224, 438.226, 438.228, 438.230

and 438.236, in so far as these regulations are applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PAHP programs. Please identify each regulatory requirement for which a
waiver is requested, the managed care program(s) to which the waiver will
apply, and what the State proposes as an alternative requirement, if any.

The CMS Regional Office has reviewed and approved the PAHP contracts for

compliance with the provisions of section 1932(c) (1)(A)(iii)-(iv) of the Act and
42 CFR 438.210, 438.214, 438.218, 438.224, 438.226, 438.228, 438.230 and
438.236. If this is an initial waiver, the State assures that contracts that comply
with these provisions will be submitted to the CMS Regional Office for approval
prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM.

3. Details for NCM program. The State must assure that Waiver Program enrollees
have access to medically necessary services of adequate quality. Please note below the
strategies the State uses to assure quality of care in the NCM program.
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a. _X_ The State has developed a set of overall quality improvement guidelines for its
NCM program. Please attach.

RESPONSE:

The NCM Agency shall establish, maintain, and operate in accordance with an
internal Quality Assurance process as defined herein.

The NCM Agency’s quality assurance plan must measure satisfaction by the child
and their families.

The NCM Agency must establish a written procedure and operate in accordance
with the written procedure for the resolution of any complaints made against the
NCM Agency on a form approved by the state agency.

e The Quality Improvement (QI) process shall be initiated by the state agency
when a complaint and/or concern is brought to the attention of the state
agency.

e The quality improvement form allows the state agency the opportunity to
inform the NCM Agency that a concern with services has been brought to the
attention of the state agency.

e The NCM Agency is to contact the complainant identified on the quality
improvement form within 24 hours of being notified of the complaint by the
state agency.

e The NCM Agency shall submit a written response to the quality improvement
form within the following timeframes:

o five (5) calendar days if the issue was presented by the juvenile or family
court or the state agency Constituent Unit, or
o five (5) calendar days for all other requests of the state agency.

e There is no presumption that an external complaint is valid or that an incident
has occurred.

e When the complaint is unfounded, the NCM Agency is allowed the
opportunity to remedy any misunderstandings.

If the state agency has concerns with the NCM Agency’s performance as it relates
to provision of services in the contract which are not resolved to the satisfaction
of the state agency through the Quality Improvement process or the situation is
serious (i.e. failure to report a critical incident), the state agency may issue a
“letter of concern” to notify the NCM Agency of its concerns.

e The state agency’s “letter of concern” will: 1) inform the NCM Agency of the
reason for the state agency’s concern, 2) inform the NCM Agency of the state
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e agency’s desired resolution/ corrective action to be taken by NCM Agency, 3)
require the NCM Agency to resolve the situation to the state agency’s
satisfaction, and 4) require the NCM Agency to provide a corrective action
plan for preventing the situation/incident from recurring.

e The NCM Agency shall submit a corrective action plan to the state agency
within five (5) calendar days of receipt of the “letter of concern”.

e The state agency shall review the proposed corrective action plan and approve
or deny the plan within ten (10) calendar days.

e Failure of the NCM Agency to implement corrective action upon state agency
approval of the plan shall be considered a breach of contract and subject to the
remedies available to the State of Missouri including contract cancellation.

The NCM Agency shall participate in and cooperate with any program evaluation
and improvement plan, including on-going record keeping, evaluation, and
reporting in accordance with the program evaluation design, and preparation for
and participation in the federal Child and Family Service Review, or any other
performance initiative required of, or by, the state agency.

The NCM Agency shall participate in medical record reviews such as, but not
limited to the biannual medical records review as arranged and requested by the
state agency. The NCM Agency shall supply the medical record for any case
selected for review as requested by the state agency.

Medical Record Reviews:

The NCM Agency shall comply with each of the following for each medical
record maintained for each child in the NCM Agency’s caseload.

e Completion of identifying information on the chart face sheets, required
exams inclusive of Healthy Children and Youth/Early Periodic Screening
Diagnosis Treatment Guidelines, review of medications, review of the nurse
case manager’s Child Health Summary, contact with out-of-home care
providers, caseworkers, and health care providers, documentation of all health
care services, and attendance at Family Support Team meetings.

e Adherence to established medical record keeping standards by virtue of the
Child Welfare Manual and appropriate application of these policies and
procedures.

e Adherence for maintaining confidentiality of medical record information as
specified by the state agency by virtue of internal policies and procedures,
HIPAA guidelines, and appropriate application of these policies and
procedures.
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e Medical records shall be maintained in a detailed and comprehensive manner
which conforms to professional medical records standards (e.g., records are
documented accurately and in a timely manner; are legible signed and dated;
are readily accessible; and permit prompt and systematic retrieval of
information). The medical record shall permit effective, professional medical
review and validate an adequate system for identifying comprehensive quality
nursing case management services.

For on-site review of medical records, the NCM Agency may receive a partial list
of records in advance as to be determined by the state agency.

The NCM Agency shall perform a review of each medical record for children in
the NCM Agency’s caseload on a continual basis. This review shall determine if
appropriate, timely care has been completed and documented in the medical
record, and shall assist in evidencing the NCM Agency’s performance.

e The NCM Agency shall forward to the MO HealthNet Division a biannual
(two times per year) report identifying the results of the internal medical
record review and all corrective action designed and implemented in relation
to the review. A copy of this report shall also be provided to the state agency
Medical Unit Staff in a format designated by the state agency.

The NCM Agency shall return the medical record of the child and their family to
the state agency and all additional information generated since assignment, in
accordance with the contract back to the state agency. The state agency prefers
the NCM Agency personally return the record. In the event the NCM Agency
mails the records to the state agency, the NCM Agency shall be responsible for all
costs associated with such. Failure to return the original record in accordance
with these terms may result in liquidated damages.

e Liquidated damages - Since the amount of actual damages would be difficult
to establish in the event the NCM Agency fails to return the original record as
required, the NCM Agency shall agree and understand that the amount
identified below as liquidated damages shall be reasonable and fair under the
circumstances.

o Inthe event that the NCM Agency fails to provide the state agency the
medical record and all additional information generated since assignment,
the NCM Agency shall be assessed liquidated damages in the amount of
$250.00 for each occurrence.

o The NCM Agency shall also agree and understand that such liquidated
damages shall either be deducted from the NCM Agency’s invoices

o pursuant to the contract or paid by the NCM Agency as a direct payment
to the state agency at the sole discretion of the state agency.
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o The NCM Agency shall understand that the liquidated damages described
herein shall not be construed as a penalty.

o The NCM Agency shall agree and understand that all assessments of
liquidated damages shall be within the discretion of the State of Missouri
and shall be in addition to, not in lieu of, the rights of the State of Missouri
to pursue other appropriate remedies.

b. X State Intervention: If a problem is identified regarding the quality of services

C.

received, the State will intervene as indicated below. Please check which
methods the State will use to address any suspected or identified problems.

1. X Provide education and informal mailings to beneficiaries and NCMs;
2. X _Initiate telephone and/or mail inquiries and follow-up;

3. X Request NCM’s response to identified problems;

4. X Refer to program staff for further investigation;

5. X Send warning letters to NCMs;

6. _X Refer to State’s medical staff for investigation;
7. X _Institute corrective action plans and follow-up;
8. Change an enrollee’s NCM;

9. X Institute a restriction on the types of enrollees;
10.___ Further limit the number of assignments;

11.  Ban new assignments;

12.  Transfer some or all assignments to different NCMs;
13.__X Suspend or terminate NCM agreement;

14. X Suspend or terminate as Medicaid providers; and

15.  Other (explain):

__X Selection and Retention of Providers: This section provides the State the

opportunity to describe any requirements, policies or procedures it has in place to
allow for the review and documentation of qualifications and other relevant

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016

69



information pertaining to a provider who seeks a contract with the State or NCM
administrator as a NCM. This section is required if the State has applied for a
1915(b)(4) waiver that will be applicable to the NCM program.

Please check any processes or procedures listed below that the State uses in the
process of selecting and retaining NCMs. The State (please check all that apply):

1. X Has a documented process for selection and retention of NCMs (please
submit a copy of that documentation).

RESPONSE: After determining that a proposal satisfies the mandatory
requirements stated in the RFP, contractors are selected based on the

following:

o Cost,

e Experience and reliability,

o Expertise of personnel, and

e Proposed method of performance.

Preference is given in the evaluation process to those offerors that include
products and/or services manufactured, produced, or assembled by
qualified nonprofit organizations for the blind and sheltered workshops.
The NCM RFP was submitted to CMS for review.

2. Has an initial credentialing process for NCMs that is based on a written
application and site visits as appropriate, as well as primary source
verification of licensure, disciplinary status, and eligibility for payment
under Medicaid.

3. Has a recredentialing process for NCMs that is accomplished within the
time frame set by the State and through a process that updates information
obtained through the following (check all that apply):

A. __ Initial credentialing

B. _ Performance measures, including those obtained through the
following (check all that apply):

___ The utilization management system.
___ The complaint and appeals system.
__ Enrollee surveys.

___ Other (Please describe).
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4. Uses formal selection and retention criteria that do not discriminate
against particular providers such as those who serve high risk populations
or specialize in conditions that require costly treatment.

5. Has an initial and recredentialing process for NCMs other than individual
practitioners (e.g., rural health clinics, federally qualified health centers) to
ensure that they are and remain in compliance with any Federal or State
requirements (e.g., licensure).

6. Notifies licensing and/or disciplinary bodies or other appropriate
authorities when suspensions or terminations of NCMs take place because
of quality deficiencies.

7. Other (please describe).

d. __ Other quality standards (please describe):

4. Details for 1915(b)(4) only programs: Please describe how the State assures quality
in the services that are covered by the selective contracting program. Please describe the
provider selection process, including the criteria used to select the providers under the
waiver. These include quality and performance standards that the providers must meet.
Please also describe how each criteria is weighted:
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Section A: Program Description

Part IV: Program Operations

A. Marketing

Marketing includes indirect MCO administrator marketing (e.g., radio and TV
advertising for the MCO in general) and direct MCO marketing (e.g., direct mail to
Medicaid beneficiaries).

1. Assurances

_X_ The State assures CMS that it complies with section 1932(d)(2) of the Act and 42
CFR 438.104 Marketing activities; in so far as these regulations are applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP or PAHP programs. Please identify each regulatory requirement for
which a waiver is requested, the managed care program(s) to which the
waiver will apply, and what the State proposes as an alternative
requirement, if any.

X  The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(d)(2) of the Act and 42 CFR
438.104 Marketing activities. If this is an initial waiver, the State assures that
contracts that comply with these provisions will be submitted to the CMS
Regional Office for approval prior to enroliment of beneficiaries in the MCO.

RESPONSE:

MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year

renewal periods.

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and
the managed care regulations do not apply.

2. Details

a. Scope of Marketing
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1. X The State does not permit direct or indirect NCM marketing.

2. X _The State permits indirect marketing by MCO providers (e.g., radio and
TV advertising for the MCO in general). Please list types of indirect
marketing permitted.

RESPONSE:
MCO

Indirect marketing materials that are permitted for the MO HealthNet
Managed Care Program include, but are not limited to: radio, television,
MCO websites including web videos, social media (i.e. Facebook, Twitter,
etc., YouTube, cell phone texting, newspaper, yellow page advertising,
billboards, mass mailings, community health fairs, and special events.
Indirect marketing materials are approved and monitored by the State.

3. X _The State permits direct marketing by MCO (e.qg., direct mail to Medicaid
beneficiaries). Please list types of direct marketing permitted.

RESPONSE:
MCO

The State does not permit MCOs to directly market to all MO HealthNet
participants. The types of direct marketing that are permitted for the MO
HealthNet Managed Care Program include, but are not limited to:
physician network mailings to patients informing them of the MCO
affiliation; MCO mailings to MO HealthNet Managed Care enrollees
informing them of health fairs, community, and special events; and MCO
newsletters.

b. Description. Please describe the State’s procedures regarding direct and indirect
marketing by answering the following questions, if applicable.

1. X The State prohibits or limits MCOs from offering gifts or other incentives
to potential enrollees. Please explain any limitation or prohibition and
how the State monitors this.

RESPONSE:

MCO
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The State monitors the offering of gifts or other incentives by the MCOs at
community activities through a prior written approval process and a
written proof of cost per unit. The value of the gift can be no greater than
$10. The gifts must be directly and obviously health related or limited to
printed materials, t-shirts, pens or pencils, caps, mugs, key chains, etc.
Advertising the availability of such gifts through mailings, TV or radio
spots, posters, and other promotions or publicity is prohibited.

The State permits MCOs to pay their marketing representatives based on
the number of new Medicaid enrollees he/she recruited into the plan.
Please explain how the State monitors marketing to ensure it is not
coercive or fraudulent:

The State requires MCO to translate marketing materials into the
languages listed below (If the State does not translate or require the
translation of marketing materials, please explain):

RESPONSE:
MCO

The MCO shall develop appropriate methods for communicating with
visual and hearing impaired members and accommodating the physically
disabled. The MCO shall offer members standard materials, such as the
member handbook and enrollment materials in alternative formats (i.e.,
large print, Braille, cassette, and diskette) immediately upon request from
members with sensory impairments. If the MCO has more than two
hundred (200) members or five (5) percent of its program membership
(whichever is less) who speak a single language other than English as a
primary language, the MCO shall make available general services and
materials, such as the MCO’s member handbook in that language. The
MCO shall include, on all materials, language blocks in those languages
that tell members that translated documents are available and how to
obtain them.

The State has chosen these languages because (check any that apply):

i.__ The languages comprise all prevalent languages in the
service area. Please describe the methodology for
determining prevalent languages.

ii. The languages comprise all languages in the service area
spoken by approximately _ percent or more of the
population.

iii. Other (please explain):
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B. Information to Potential Enrollees and Enrollees

1. Assurances.

X

The State assures CMS that it complies with Federal Regulations found at section
1932(a)(5) of the Act and 42 CFR 438.10 Information requirements; in so far as
these regulations are applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP or PAHP programs. Please identify each regulatory requirement for
which a waiver is requested, the managed care program(s) to which the
waiver will apply, and what the State proposes as an alternative
requirement, if any.

The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(a)(5) of the Act and 42 CFR
438.10 Information requirements. If this is an initial waiver, the State assures that
contracts that comply with these provisions will be submitted to the CMS
Regional Office for approval prior to enroliment of beneficiaries in the MCO.

RESPONSE:

MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year

renewal periods.

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and
the managed care regulations do not apply.

2. Details.

a. Non-English Languages

X

Potential enrollee and enrollee materials will be translated into the prevalent
non-English languages listed below (If the State does not require written
materials to be translated, please explain):

The State defines prevalent non-English languages as:
(check any that apply):
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1.X  The languages spoken by significant number of
potential enrollees and enrollees. Please explain
how the State defines “significant.”

RESPONSE: More than two hundred (200)
members or five (5) percent of its program
membership (whichever is less) who speak a single
language other than English as a primary language
is considered significant.

2. X  The languages spoken by approximately 5 percent or
more of the potential enrollee/ enrollee population.

3. Other (please explain):
Please describe how oral translation services are available to all potential
enrollees and enrollees, regardless of language spoken.

RESPONSE:
MCO

The enrollment broker, through the enrollment packet, notifies all
potential enrollees that oral translation services are available by calling the
MO HealthNet Managed Care Enrollment Helpline. The enrollment
broker utilizes Telelnterpreters powered by Language Line for oral
translation services. The enrollment broker also has 3 bi-lingual, Spanish
speaking enrollment counselors. Relay Missouri is utilized for the hearing
impaired. Relay Missouri is a service that provides full telephone
accessibility to people who are deaf, hard of hearing, deaf-blind, and
speech disabled. These services are available 24 hours a day, seven days a
week and there is no charge for anyone to use. Equipment itself is
available upon request to eligible parties. This service is funded by the
State.

The MCOs provide interpreter services as necessary by telephone or in
person to ensure that enrollees are able to communicate with the MCO.

The State will have a mechanism in place to help enrollees and potential
enrollees understand the managed care program. Please describe.

RESPONSE:
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MCO

The enrollment broker provides each potential enrollee an enrollment
packet that contains an informational brochure on the MO HealthNet
Managed Care Program including its benefits and use, the MCOs
available, and information on how to access the PCP listing. A toll free
enrollment help line is available 7 a.m. to 6 p.m., Monday through Friday
except for holidays. Trained Enrollment Counselors educate enrollees and
potential enrollees who call the MO HealthNet Managed Care Enrollment
Helpline on the MO HealthNet Managed Care Program benefits and use.
The informational brochure and PCP listing is available on the State’s
website at https://apps.dss.mo.gov/pcp/.

The MCOs, through trained member services staff, educate enrollees
about the operation of the MCO and covered benefits. The toll free
member services line is available at least nine (9) consecutive hours
during the hours of 7:00 a.m. through 7:00 p.m., Monday through Friday
except for holidays. The MCOs also provide member materials and
information through their websites.

b. Potential Enrollee Information

Information is distributed to potential enrollees by:
___ State
_X_ contractor (please specify) Effective December 22, 2009, Wipro
Infocrossing is the enroliment broker for MCO enrollees.

There are no potential enrollees in this program. (Check this if
State automatically enrolls beneficiaries into a single PIHP or
PAHP)

c. Enrollee Information

The State has designated the following as responsible for providing required
information to enrollees:

(i) ___ the State

(i) ___ State contractor (please specify):

(if) _X_the MCO
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C. Enrollment and Disenrollment
1. Assurances.

_ X The State assures CMS that it complies with section 1932(a)(4) of the Act and 42
CFR 438.56 Disenrollment; in so far as these regulations are applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP or PAHP programs. Please identify each regulatory requirement for
which a waiver is requested, the managed care program(s) to which the
waiver will apply, and what the State proposes as an alternative
requirement, if any. (Please check this item if the State has requested a
waiver of the choice of plan requirements in section A.I.C)

X  The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(a)(4) of the Act and 42 CFR
438.56 Disenrollment requirements. If this is an initial waiver, the State assures
that contracts that comply with these provisions will be submitted to the CMS
Regional Office for approval prior to enroliment of beneficiaries in the MCO.

RESPONSE:
MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year
renewal periods.

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and
the managed care regulations do not apply.

2. Details. Please describe the State’s enrollment process for
MCOs/PIHPs/PAHP/PCCMs and FFS selective contracting provider by checking the
applicable items below.

a. _X_ Outreach. The State conducts outreach to inform potential enrollees, providers,
and other interested parties of the managed care program. Please describe the
outreach process, and specify any special efforts made to reach and provide
information to special populations included in the waiver program:

RESPONSE:
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MCO

The State requires the enrollment broker to provide ongoing outreach for the
purpose of providing an understanding of MO HealthNet Managed Care, how it
works, its benefits, and to assist the MO HealthNet Managed Care eligible to
make informed decisions. The enrollment broker develops and provides outreach
materials to MO HealthNet Managed Care eligibles in the established regions and
in any new regions that may be established. If required by the State, the
enrollment broker conducts community outreach group presentations. All
outreach materials are approved by the State.

Ombudsmen Outreach Efforts
Eastern Region

Legal Services of Eastern Missouri made presentations to the following
groups/organization and provided MO HealthNet Managed Care information and
brochures during CY 2015:

Deaf, Inc.

Rockwood School District Community Response Team
McAuley Clinic

Maternity Support Services Council

ARCHS MO HealthNet Partnership

Washington County Partnership

BJC Health Care Billing Department

Grandfamilies Initiative University City Schools
Asthma & Allergy Foundation

Medtech Billing Office

Hannibal Senior Expo

Youth in Need Head Start Health Advisory Committee
Douglass Community Services Head Start
Jefferson-Franklin County Community Action Group Head Start Health
Special Needs Conference

Gateway Women’s Health

Jamaa Learning Center

Missouri Probation and Parole Office

Cover Missouri

Department of Surgery BJC

Jewish Family and Children’s Services

East Central Missouri Area Health Education Center
Stork Obstetrics and Gynecology

SLU Care
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L.l.F.E. Employment Solutions

Pike County Back to School Fair

Jefferson County Forum

Center for Vision and Learning

Tri County Regional Center Divisions of Developmental Disabilities
St. Louis Internship Program

Bi-Lingual International Assistant Services

Hancock School District Community Response Team

Maternity Support Group

Alexian Brother’s Hospital

St. Charles County Youth in Need/Head Start Advisory Committee
Hazelwood School District

University Oral and Maxillofacial

Gateway Orthodontics

Central Region

Legal Aid of Mid-Missouri made presentations to the following
groups/organization and provided MO HealthNet Managed Care information and
brochures during CY 2015:

Central Missouri Community Action Center
Residents participating in University of Missouri — Columbia Children’s Hospital rotation
Quality Assessment and Improvement Committee
Health Care USA

Consumer Advisory Committee

Home State Health Plan

Missouri Care Health Plan

Callaway County Resource Network Meeting
Cole County Unmet Needs Committee

University of Missouri — CARE Luncheon

Aetna

Callaway Back-to-School Fair

Columbia Back-to-School Fair

Audrain County Resource Fair

Western Region

Legal Aid of Western Missouri made presentations to the following
groups/organization and provided MO HealthNet Managed Care information and
brochures during CY 2015:
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Mid-America Regional Council Health Insurance Committee Meeting
YMCA Head Start Parent Policy Committee Meeting

Cover Missouri Meeting

Women'’s, Infants, and Children’s Health Committee

MO HealthNet Division Quarterly Conference Call

New Birth Company

Swope Health Services Health Fair

MO HealthNet Quality Assessment and Improvement Advisory Group
Meeting

HealthCare USA Tri-Annual Meeting

KC Care Clinic

Ray County Health Department

Linn County Health Department

Mid-Continent Public Library Antioch Branch (Clay County)
Palestine Missionary Baptist Church

Mid-Continent Public Library Platte City Branch (Platte County)
Consumer Advisory Committee Meeting

Home State Health Plan Tri-Annual Meeting

Heart to Heart Women’s Forum at Lexington High School (Lafayette County)
Missouri Care Tri-Annual Meeting

Shepherd’s Center

Saline County Health Department

Pettis County Health Department

Johnson County Health Department

Cass County Health Department

Benton County Health Department

Puppets for the Planet

Child Safety Initiative Conference

National Association of Free and Charitable Clinic’s KC C.A.R.E. One-Day
Free Health Clinic

Thirty Years of Improving the health of Women, Children, and Families
The Active & Healthy Family Fun Fair

Bates County Health Department

Vernon County Health Department

St. Clair County Health Department

Henry County Public Library

Camden County Health Department

Morgan County Health Department

Samuel Rodgers Health Center Health Fair

Convoy of Hope

Aetna Better health of Missouri Tri-Annual Meeting
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Home State health Plan Tri-Annual Meeting
Americans with Disabilities Act 25" Anniversary
Platte County Back to School Fair

Park Hill YMCA Head Start Healthy University
Excelsior YMCA Head Start Healthy University
Children’s Health & Safety Fair

Osceola Back to School Fair

Belton Back to School Fair

Applegate Medical Group

4™ Annual Breastfeeding Celebration

Public Health & Safety Fair

Back to School Fun & Fitness Festival

Northland YMCA Head Start Healthy University
Columbus Park YMCA Head Start Healthy University
Platte City Health Department

Platte County Health Department

Clay County Health Department

Project Homeless Connect KC

Golden Valley Memorial Hospital

Whistle Stop Pediatrics

Thomas Roque YMCA Head Start Healthy University
Marshall Family Practice

St. Mary’s Hospital

Cockrell & Mclintosh Pediatrics (Blue Springs)
Centerpoint Medical Center

Cockrell & Mclintosh Pediatrics (Independence)
Mosaic Life Care- Kearney

Mosaic Life Care- Parkville

Nevada Regional Medical Center

Health Commission Meeting

MO HealthNet Managed Care Consumer Advisory Committee
Metro YMCA Head Start Healthy University
Katy Trail Community Health

Camden County Health Department

Burlington YMCA Head Start Healthy University
2015 Grand Families Conference

Lafayette County Project Connect

Missouri Care New Member Orientation Meeting
United Inner City Services

SAVE, Inc.
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Central and Western Regions

Legal Aid of Southern Missouri made presentations to the following groups/organization
and provided MO HealthNet Managed Care information and brochures during CY 2015:

e MO HealthNet Division Quarterly Conference Call
e Quality Assessment and Improvement Committee
e HealthCare USA Meeting

WIC Outreach at Cedar County H.D.

Consumer Advocacy Committee

Home State Meeting

MO Care Meeting

Cedar County Community Health Action Meeting
Cedar County Health Fair

Laclede County Care Council

Health Advocates Convening

Aetna Better Health Meeting

Missouri Ozarks Community Action, Senior Staff Meeting
Cedar County Back-to-School Fair

Missouri Ozarks Community Action’s Health Fair
Tri-County Head Start Parents

Maries County Community

b. Administration of Enrollment Process.

State staff conducts the enrollment process.

X _ The State contracts with an independent contractor(s) (i.e., enrollment

broker) to conduct the enrollment process and related activities.

_ X The State assures CMS the enrollment broker contract meets the
independence and freedom from conflict of interest requirements
in section 1903(b) of the Act and 42 CFR 438.810.

Broker name: Effective December 22, 2009, Wipro Infocrossing is
the enrollment broker for MCO enrollees.

Please list the functions that the contractor will perform:
_X_choice counseling
_ X enrollment
____other (please describe):

State allows MCO to enroll beneficiaries. Please describe the process.
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c. Enrollment. The State has indicated which populations are mandatorily enrolled and
which may enroll on a voluntary basis in Section A.L.E.

This is a new program. Please describe the implementation schedule
(e.g. implemented statewide all at once; phased in by area; phased in by
population, etc.):

This is an existing program that will be expanded during the renewal
period. Please describe the implementation schedule (e.g. new
population implemented statewide all at once; phased in by area; phased in
by population, etc.):

X If apotential enrollee does not select an MCO within the given time
frame, the potential enrollee will be auto-assigned or default assigned to a
plan.

i. _X Potential enrollees will have_15 days to choose a plan. Potential
MO HealthNet for Pregnant Women (MPW) enrollees will have 7
days to choose a plan. Children in State Custody will have 90 days
to choose a plan.

ii. _X Please describe the auto-assignment process and/or algorithm. In
the description please indicate the factors considered and whether
or not the auto-assignment process assigns persons with special
health care needs to an MCO who is their current provider or who
is capable of serving their particular needs.

RESPONSE:
MCO

Potential enrollees are given 15 days from the date they are determined
eligible for MO HealthNet Managed Care to choose an MCO. Potential
MO HealthNet for Pregnant Women (MPW) enrollees are given 7 days
from the date they are determined eligible for MO HealthNet Managed
Care to choose an MCO. Children in State Custody are given 90 days
from the date they are determined eligible for MO HealthNet Managed
Care to choose an MCO. Potential enrollees that fail to make a choice are
assigned to an MCO. There are three assignment types: case assigned,
enrollee assigned, and random assigned.
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. If the MO HealthNet Managed Care eligible’s case head is enrolled

with a MCO, the MO HealthNet Managed Care eligible shall be
assigned to that health plan. If not, the next step in the algorithm will
be followed.

If the MO HealthNet Managed Care eligible is included in a MO
HealthNet eligibility case where another member is enrolled with a
MCO, the MO HealthNet Managed Care eligible shall be assigned to
that MCO. If not, the MO HealthNet Managed Care eligible will be
assigned randomly as outlined in the remainder of the section.

If a MCO has sixty percent (60%) of the regional membership or
greater, regional auto-assignment into the MCO will be limited to
individuals meeting the algorithm criteria for only items (a) and (b)
above.

If one MCO has less than twenty percent (20%) of the regional
membership, that MCO will receive one hundred percent (100%) of
the auto-assigned membership following the application of the
algorithm criteria for items (a) and (b) above.

If multiple MCOs have enrollment below twenty percent (20%) of the
regional membership, 100% of the auto-assignments, following the
application of the algorithm criteria for items (a) and (b) above, will be
shared equally among the MCOs with less than twenty percent (20%)
of the regional membership. The MCO with the highest evaluation
score (determined by the State of Missouri) will receive the first
member.

If all MCOs have at least twenty percent (20%) and less than sixty
percent (60%) of the membership within each region, the MCOs shall
equally share in the allocation from the auto-assignment process
following the application of the algorithm criteria for items (a) and (b)
above.
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g. The enrollment percentage by MCO and by region will be calculated
on a monthly basis. If the enroliment percentage by MCO and by
region necessitates a change in the auto-assignment algorithm, the
change will be implemented on the first business day of the following
month and will remain in effect until the enrollment percentages
trigger another change in the application of the auto-assignment
algorithm. Actual enroliment will be determined based on each
MCQO’s enrollment market share during the last week of each month
and reported to each MCO.

All enrollees have a 90 day change period to determine if the MCO
selected meets their needs. During this change period, they can transfer to
another MCO without cause.

To ensure that the MCOs meet the needs of persons with special health
care challenges, the State has developed and implemented policies that
emphasize uninterrupted care. Special attention has been given to
transition of care from fee-for-service to MO HealthNet Managed Care.
For example, prior to discontinuing any personal care services, the MCO
must work with the State to evaluate the continuing needs of the enrollee.
Notification of enrollees participating in the DD Waiver is also provided
to the MCOs. MCOs receive the MO HealthNet Health Risk Assessment
completed by their enrollees.

The State continues to focus its attention on special health care needs
populations. In order to capture the special health care needs population,
the State implemented a monthly report during January 2000. This report
identifies the MCOs’ new enrollees that fall within one of the following
special needs categories: Individuals eligible for Supplemental Security
Income (SSI); individuals in foster care or other out-of-home placement;
individuals receiving foster care or adoption subsidy; and individuals
receiving services through a family-centered community-based
coordinated care system that receives grant funds under Section
501(a)(1)(D) of Title V, as defined by the State in terms of either program
participant or special health care needs.

The State automatically enrolls beneficiaries

on a mandatory basis into a single MCO in a rural area (please also

check item A.1.C.3)

_X_onamandatory basis into a single NCM for which it has requested
a waiver of the requirement of choice of plans (please also check
item A.1.C.1)

RESPONSE:
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NCM

The Medical Unit staff enrolls each child entering alternative care
with an NCM Agency. Enrollment occurs within ten calendar days
of the child becoming a court ward or the completion of the
detention hearing, whichever is later. The Medical Unit staff shall
inform the children’s service worker and the alternative care
provider of the NCM assigned to the child within the specified
time frames.

on a voluntary basis into a single MCO, PIHP, or PAHP. The
State must first offer the beneficiary a choice. If the beneficiary
does not choose, the State may enroll the beneficiary as long as the
beneficiary can opt out at any time without cause. Please specify
geographic areas where this occurs:

The State provides guaranteed eligibility of months (maximum of 6
months permitted) for MCO enrollees under the State plan.

The State allows otherwise mandated beneficiaries to request exemption
from enrollment in an MCO. Please describe the circumstances under
which a beneficiary would be eligible for exemption from enrollment. In
addition, please describe the exemption process:

RESPONSE:

MCO

If an enrollee is eligible for SSI under Title XV of the Social Security
Act, described in Sections 501(a)(1)(D) and 1902(e)(3) of the Social
Security Act, receiving foster care or adoption assistance under part E of
Title 1V of the Social Security Act, in foster care or otherwise in out-of-
home placement, or meet the SSI disability definition as determined by the
State, the enrollee is eligible for exemption from enrollment at any time.
The enrollee may choose not to enroll or disenroll. They may enroll at a
later time.

If the enrollee requests exemption from enrollment, the enrollment broker
will verify that the enrollee is eligible for an exemption as described
above. When verification is made, the enrollee is disenrolled from the
MCO within three days.

Enrollees who meet the medical definition of SSI must have their
physician complete a form attesting to the disability. Upon receipt and
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evaluation of the form by the State, the enrollee is disenrolled from the
MCO within three days.

X _ The State automatically re-enrolls a beneficiary with the same MCO if
there is a loss of Medicaid eligibility of 2 months or less.

RESPONSE: The State will automatically enroll members who are
disenrolled from an MCO due to loss of eligibility into the same MCO and
to the same primary care provider should they regain eligibility within
sixty (60) calendar days. The member will have ninety (90) calendar days
from the effective date of coverage with the MCO in which to change
MCOs for any reason.

Additionally, the State automatically enrolls members who move from one
region to another into the same MCO if the MCO is operational in that
region. The member will have ninety (90) calendar days from the
effective date of coverage with the MCO in which to change MCOs for
any reason.

d. Disenrollment:

X The State allows enrollees to disenroll from/transfer between MCOs.
Regardless of whether plan or State makes the determination,
determination must be made no later than the first day of the second
month following the month in which the enrollee or plan files the request.
If determination is not made within this time frame, the request is deemed
approved.

i. _X Enrollee submits request to State.

ii. __ Enrollee submits request to MCO. The entity may approve the
request, or refer it to the State. The entity may not disapprove the
request.

iii.__ Enrollee must seek redress through MCO grievance procedure
before determination will be made on disenrollment request.

RESPONSE:
NCM

The State may disenroll a child from nurse case management for the
following reasons:
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e The child is no longer in Legal Status-1 in the legal and physical
custody of the State;

e The child is in Legal Status-1, but placed with a relative who is
receiving Temporary Assistance for Needy Families benefits for the
child; or

e The child is in runaway status for more than thirty (30) calendar days.

e The child is considered well (Category 1) and NCM services are no
longer needed.

The State does not permit disenrollment from a single PIHP/PAHP
(authority under 1902 (a)(4) authority must be requested), or from an
MCO, PIHP, or PAHP in a rural area.

The State has a lock-in period (i.e. requires continuous enrollment with
MCO) of _12 months (up to 12 months permitted). If so, the State
assures it meets the requirements of 42 CFR 438.56(c).

Please describe the good cause reasons for which an enrollee may request
disenrollment during the lock-in period (in addition to required good cause
reasons of poor quality of care, lack of access to covered services, and
lack of access to providers experienced in dealing with enrollee’s health
care needs):

RESPONSE:
MCO
Enrollees have the following good cause reasons for disenrollment:

e The enrollee requests a transfer during open enroliment.

e The enrollee requests a transfer during the first 90 days enrolled in the
MCO.

e Transfer is the resolution to a grievance or appeal.

e The PCP or specialist with whom the enrollee has an established
patient/provider relationship does not participate in the MCO they are
currently enrolled in but does participate in another MCO.

e The enrollee is pregnant and her PCP or OB/GYN does not participate
in the MCO but does participate in another MCO.

e The enrollee is a newborn and the PCP or pediatrician selected by the
mother does not participate in the MCO but does in another MCO.

e Transfer to another MCO is necessary to ensure continuity of care.

e An act of cultural insensitivity that negatively impacts the enrollee’s
ability to obtain care and cannot be resolved by the MCO.
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e The enrollee had an address change and did not receive an enrollment
packet. As a result, the enrollee was random assigned to the MCO.

¢ Information on the PCP listing was incorrect. The MCO chosen by the
enrollee was based on the information given on the listing.

e A special health care needs enrollee (Title V, SSI and foster care)
requests a different MCO with the approval of the State.

e Children in State custody or foster care placement are allowed
automatic and unlimited changes in MCO. They may change MCOs
as often as their foster care placement changes necessitate. Foster
parents normally have the decision-making responsibility for choosing
which MCO will serve the foster child residing with them. However,
there will be situations where the social service worker or the courts
will select the MCO for the child in State custody or foster care
placement.

e Any adoption subsidy individual may choose not to enroll or
voluntarily disenroll at any time.

e Any individual receiving SSI or who meets the medical definition for
SSI benefits may choose not to enroll or voluntarily disenroll at any
time.

e Transfer to another health plan is necessary to correct an error made by
the enrollment broker or the state agency during the previous
assignment process.

e May also request transfer in order for all family members to be
enrolled with the same health plan.

The State does not have a lock-in, and enrollees in MCOs are allowed to
terminate or change their enrollment without cause at any time. The
disenrollment/transfer is effective no later than the first day of the second
month following the request.

The State permits MCOs to request disenrollment of enrollees. Please
check items below that apply:

i.X_ MCO/PIHP/PAHP and PCCM can request reassignment of
an enrollee for the following reasons:

RESPONSE:
MCO

The MCO may request an enrollee be disenrolled subject to
the conditions described below:
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The MCO may not initiate disenroliment because of a
medical diagnosis or health status of an enrollee.
MCOs may not request disenrollment because of the
enrollee’s attempt to exercise his or her rights under the
grievance system, pre-existing medical conditions, high
cost medical bills, anticipated need for health care, or
behaviors resulting from a medical or mental
illness/disorder.

. A persistent refusal of the enrollee to follow prescribed
treatments or comply with MCO requirements that are
consistent with State and Federal laws and regulations.
Consistently missed appointments without prior
notification to the provider.

Fraudulent misuse of the MO HealthNet Managed Care
Program, abusive, or threatening conduct.

Request for a home birth.

The MCO must be able to demonstrate by medical
record documentation attempts through education and
case management to resolve any difficulty leading to a
request for disenrollment at least three times over a
period of 90 days before requesting disenrollments or
transfers unless the enrollee has demonstrated abusive
or threatening behavior in which case only one attempt
is required. The MCO must cite at least one example of
good cause before requesting that the State disenrolls
the enrollee. If the MCO intends to proceed with
disenrollment during the 90 day period, a notice citing
the appropriate reason must be given to both the
enrollee and the State at least 30 days before the end of
the 90 day period. All notifications regarding requests
for disenrollment must be documented.

Enrollees will have the right to appeal an MCO initiated
disenrollment to both the State and the MCO thru the
appeal process within 90 days of the MCO’s request to
the State for disenroliment of the enrollee. When an
enrollee files an appeal, the appeal process must be
completed prior to the MCO and State continuing
disenrollment procedures.

. Within 15 working days of the final notification (after
no appeal or a final hearing decision), enrollees will be
enrolled in another MCO or transferred to another
provider.

An MCO that recommends disenrollment or transfers
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j. for reasons other than these may be subject to sanction.

The State has sole authority for disenrolling enrollees
from MCOs. When an enrollee is transferred to or from
an MCO, the MCO must have written policies and
procedures for timely transfer of relevant patient
information including medical records or other
pertinent materials. For enrollees with behavioral
health or substance abuse disorders, the State will look
for documentation of the disorder and what
interventions have taken place through treatment, case
management, and care coordination with other health
care providers. Prior to granting any MCO requested
disenrollment, the State carefully reviews all MCO
requested disenrollments to ensure that the behavior
that is instigating the disenrollment request is not the
result of a medical or mental disorder.

The State reviews and approves all MCO-initiated requests
for enrollee transfers or disenrollments.

If the reassignment is approved, the State notifies the
enrollee in a direct and timely manner of the desire of the
MCO to remove the enrollee from its membership or from
the MCQO'’s caseload.

The enrollee remains an enrollee of the MCO until another
MCO is chosen or assigned.
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D.  Enrollee rights.
1. Assurances.

_X_ The State assures CMS that it complies with section 1932(a)(5)(B)(ii) of the Act
and 42 CFR 438 Subpart C Enrollee Rights and Protections.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP or PAHP programs. Please identify each regulatory requirement for
which a waiver is requested, the managed care program(s) to which the
waiver will apply, and what the State proposes as an alternative
requirement, if any.

X _ The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(a)(5)(B)(ii) of the Act and 42
CFR Subpart C Enrollee Rights and Protections. If this is an initial waiver, the
State assures that contracts that comply with these provisions will be submitted to
the CMS Regional Office for approval prior to enrollment of beneficiaries in the
MCO.

RESPONSE:
MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year
renewal periods.

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and
the managed care regulations do not apply.

X _ The State assures CMS it will satisfy all HIPAA Privacy standards as contained in
the HIPAA rules found at 45 CFR Parts 160 and 164.
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E.

Grievance System

1. Assurances for All Programs. States, MCOs and the NCM are required to provide

Medicaid enrollees with access to the State fair hearing process as required under 42 CFR
431 Subpart E, including:

a. informing Medicaid enrollees about their fair hearing rights in a manner that
assures notice at the time of an action,

b. ensuring that enrollees may request continuation of benefits during a course of
treatment during an appeal or reinstatement of services if State takes action
without the advance notice and as required in accordance with State Policy
consistent with fair hearings. The State must also inform enrollees of the
procedures by which benefits can be continued for reinstated, and

c. other requirements for fair hearings found in 42 CFR 431, Subpart E.

The State assures CMS that it complies with Federal Regulations found at 42 CFR
431 Subpart E.

2. Assurances For MCO program. MCOs are required to have an internal grievance

system that allows an enrollee or a provider on behalf of an enrollee to challenge the
denial of coverage of, or payment for services as required by section 1932(b)(4) of the
Act and 42 CFR 438 Subpart H.

X

The State assures CMS that it complies with section 1932(b)(4) of the Act and 42
CFR 438 Subpart F Grievance System, in so far as these regulations are
applicable.

The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to
waive one or more of more of the regulatory requirements listed above for
PIHP programs. Please identify each regulatory requirement for which a
waiver is requested, the managed care program(s) to which the waiver will
apply, and what the State proposes as an alternative requirement, if any.

The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(b)(4) of the Act and 42 CFR 438
Subpart F Grievance System. If this is an initial waiver, the State assures that
contracts that comply with these provisions will be submitted to the CMS
Regional Office for approval prior to enrollment of beneficiaries in the MCO.

RESPONSE:

MCO
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The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year
renewal periods.

3. Details for MCO program.

a. Direct access to fair hearing.
The State requires enrollees to exhaust the MCO grievance and appeal
process before enrollees may request a state fair hearing.
_X_ The State does not require enrollees to exhaust the MCO grievance and
appeal process before enrollees may request a state fair hearing.

b. Timeframes
_X_ The State’s timeframe within which an enrollee, or provider on behalf of
an enrollee, must file an appeal is 90 days (between 20 and 90).

The State’s timeframe within which an enrollee must file a grievance
is__ days.

RESPONSE:
MCO

There are no timeframes concerning the filing of a grievance by an
enrollee or a provider on the enrollee’s behalf.

c. Special Needs
The State has special processes in place for persons with special needs.
Please describe.

4. Optional grievance systems for NCM program. States, at their option, may operate
a NCM grievance procedure (distinct from the fair hearing process) administered by the
State or the NCM that provides for prompt resolution of issues. These grievance
procedures are strictly voluntary and may not interfere with a NCM enrollee’s freedom to
make a request for a fair hearing or a NCM enrollee’s direct access to a fair hearing in
instances involving terminations, reductions, and suspensions of already authorized
Medicaid covered services.

_X_ The State has a grievance procedure for its NCM program characterized by the
following (please check any of the following optional procedures that apply to the
optional NCM grievance procedure):

_X_ The grievance procedures is operated by:
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the State

the State’s contractor. Please identify:
the PCCM

X _ the NCM.

Please describe the types of requests for review that can be made in
the NCM grievance system (e.g. grievance, appeals)

RESPONSE: A verbal or written expression of dissatisfaction from the
State, children, or the out-of-home care providers about any aspect of
service provided by the NCM. Possible subjects for grievances include,
but are not limited to, acts of cultural insensitivity that negatively impact
the child, aspects of interpersonal relationships such as rudeness, or failure
to respect the child’s rights.

Has a committee or staff who review and resolve requests for review.
Please describe if the State has any specific committee or staff
composition or if this is a fiscal agent, enroliment broker, or NCM
administrator function.

RESPONSE: This is a NCM administrator function. It is only at the end
of the grievance process that “committee” would be utilized to hear the
grievance. This committee consists of the fair hearings officer.

Specifies a time frame from the date of action for the enrollee to file a
request for review, which is: (please specify for each type of
request for review)

Has time frames for resolving requests for review. Specify the time period
set: within 30 days of filing date. (please specify for each type of request
for review)

Establishes and maintains an expedited review process for the following
reasons: . Specify the time frame set by the State for this process

Permits enrollees to appear before State NCM personnel responsible for
resolving the request for review.

Notifies the enrollee in writing of the decision and any further
opportunities for additional review, as well as the procedures available to
challenge the decision.

Other (please explain):
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F. Program Integrity
1. Assurances.

_X_ The State assures CMS that it complies with section 1932(d)(1) of the Act and 42
CFR 438.610 Prohibited Affiliations with Individuals Barred by Federal
Agencies. The State assures that it prohibits an MCO from knowingly having a
relationship listed below with:

(1) An individual who is debarred, suspended, or otherwise excluded from
participating in procurement activities under the Federal Acquisition
Regulation or from participating in nonprocurement activities under
regulations issued under Executive Order No. 12549 or under
guidelines implementing Executive Order No. 12549, or

(2) Anindividual who is an affiliate, as defined in the Federal Acquisition
Regulation, of a person described above.

The prohibited relationships are:

(1) A director, officer, or partner of the MCO;

(2) A person with beneficial ownership of five percent or more of the
MCO’s equity;

(3) A person with an employment, consulting or other arrangement with
the MCO for the provision of items and services that are significant
and material to the MCO’s obligations under its contract with the
State.

X The State assures that it complies with section 1902(p)(2) and 42 CFR 431.55,
which require section 1915(b) waiver programs to exclude entities that:

1) Could be excluded under section 1128(b)(8) of the Act as being controlled by
a sanctioned individual;

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 an individual 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 sanctioned
individual.

2. Assurances For MCO program.

_X_ The State assures CMS that it complies with section 1932(d)(1) of the Act and 42
CFR 438.608 Program Integrity Requirements, in so far as these regulations are
applicable.
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State payments to an MCO are based on data submitted by the MCO. If so, the
State assures CMS that it is in compliance with 42 CFR 438.604 Data that must
be Certified, and 42 CFR 438.606 Source, Content, Timing of Certification.

The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or
more of more of the regulatory requirements listed above for the MCO
program. Please identify each regulatory requirement for which a waiver
is requested, the managed care program(s) to which the waiver will apply,
and what the State proposes as an alternative requirement, if any.

The CMS Regional Office has reviewed and approved the MCO contracts for
compliance with the provisions of section 1932(d)(1) of the Act and 42 CFR
438.604 Data that must be Certified; 438.606 Source, Content , Timing of
Certification; and 438.608 Program Integrity Requirements. If this is an initial
waiver, the State assures that contracts that comply with these provisions will be
submitted to the CMS Regional Office for approval prior to enroliment of
beneficiaries in the MCO.

RESPONSE:
MCO

The Eastern, Central, and Western Region MO HealthNet Managed Care
contracts are effective July 1, 2015 to June 30, 2016 with two additional one-year
renewal periods.
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Section B: Monitoring Plan

Per section 1915(b) of the Act and 42 CFR 431.55, states must assure that 1915(b) waiver
programs do not substantially impair access to services of adequate quality where
medically necessary. To assure this, states must actively monitor the major components
of their waiver program described in Part | of the waiver preprint:

Program Impact (Choice, Marketing, Enrollment/Disenrollment, Program
Integrity, Information to Beneficiaries, Grievance Systems)

Access (Timely Access, PCP/Specialist Capacity, Coordination
and Continuity of Care)

Quality (Coverage and Authorization, Provider Selection, Quality
of Care)

For each of the programs authorized under this waiver, this Part identifies how the state
will monitor the major areas within Program Impact, Access, and Quality. It
acknowledges that a given monitoring activity may yield information about more than
one component of the program. For instance, consumer surveys may provide data about
timely access to services as well as measure ease of understanding of required enrollee
information. As a result, this Part of the waiver preprint is arranged in two sections. The
first is a chart that summarizes the activities used to monitor the major areas of the
waiver. The second is a detailed description of each activity.

MCO and PIHP programs. The Medicaid Managed Care Regulations in 42 CFR Part 438
put forth clear expectations on how access and quality must be assured in capitated
programs. Subpart D of the regulation lays out requirements for MCOs and PIHPs, and
stipulates they be included in the contract between the state and plan. However, the
regulations also make clear that the State itself must actively oversee and ensure plans
comply with contract and regulatory requirements (see 42 CFR 438.66, 438.202, and
438.726). The state must have a quality strategy in which certain monitoring activities
are required: network adequacy assurances, performance measures, review of
MCO/PIHP QAPI programs, and annual external quality review. States may also identify
additional monitoring activities they deem most appropriate for their programs.

For MCO and PIHP programs, a state must check the applicable monitoring activities in
Section Il below, but may attach and reference sections of their quality strategy to
provide details. If the quality strategy does not provide the level of detail required below,
(e.g. frequency of monitoring or responsible personnel), the state may still attach the
quality strategy, but must supplement it to be sure all the required detail is provided.

PAHP programs. The Medicaid Managed Care regulations in 42 CFR 438 require the
state to establish certain access and quality standards for PAHP programs, including plan
assurances on network adequacy. States are not required to have a written quality
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strategy for PAHP programs. However, states must still actively oversee and monitor
PAHP programs (see 42 CFR 438.66 and 438.202(c)).

PCCM programs. The Medicaid Managed Care regulations in 42 CFR Part 438
establishes certain beneficiary protections for PCCM programs that correspond to the
waiver areas under “Program Impact.” However, generally the regulations do not
stipulate access or quality standards for PCCM programs. State must assure access and
quality in PCCM waiver programs, but have the flexibility to determine how to do so and
which monitoring activities to use.

1915(b)(4) FFS Selective Contracting Programs: The Medicaid Managed Care
Regulations do not govern fee-for-service contracts with providers. States are still
required to ensure that selective contracting programs do not substantially impair access
to services of adequate quality where medically necessary.

I. Summary Chart of Monitoring Activities

Please use the chart on the next page to summarize the activities used to monitor major
areas of the waiver program. The purpose is to provide a “big picture” of the monitoring
activities, and that the State has at least one activity in place to monitor each of the areas
of the waiver that must be monitored.

Please note:

e MCO, PIHP, and PAHP programs -- there must be at least one checkmark in
each column.

e PCCM and FFS selective contracting programs — there must be at least on
checkmark in each sub-column under “Evaluation of Program Impact.” There
must be at least one check mark in one of the three sub-columns under
“Evaluation of Access.” There must be at least one check mark in one of the
three sub-columns under “Evaluation of Quality.”

e If this waiver authorizes multiple programs, the state may use a single chart for
all programs or replicate the chart and fill out a separate one for each program. If
using one chart for multiple programs, the state should enter the program
acronyms (MCO, PIHP, etc.) in the relevant box.
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Evaluation of Program Impact Evaluation of Access Evaluation of Quality
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Accreditation for
Non-duplication
Accreditation for MCO MCO |MCO |MCO |MCO |MCO |MCO |MCO |MCO |MCO
Participation
Consumer Self- MCO | MCO MCO |MCO |MCO |MCO | MCO MCO | MCO
Report data
Data Analysis MCO |[MCO |MCO |MCO |MCO |MCO |MCO |MCO |MCO |MCO |MCO
(non-claims) NCM NCM
Enrollee Hotlines MCO |MCO |MCO |MCO |MCO |MCO |[MCO |MCO |MCO |MCO
Focused Studies
Geographic MCO | MCO
mapping
Independent
Assessment
Measure any
Disparities by
Racial or Ethnic
Groups
Network MCO |MCO | MCO MCO
Adequacy
Assurance by
Plan
Ombudsman MCO |MCO |MCO |MCO |MCO |MCO |[MCO |MCO |MCO |MCO |MCO |MCO
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On-Site Review MCO | MCO | MCO MCO | MCO |MCO | MCO
Statewide MCO | MCO MCO MCO
Performance
Improvement
Projects
Performance MCO | MCO MCO MCO
Measures
Periodic
Comparison of #
of Providers
Profile Utilization
by Provider
Caseload
Provider Self-
Report Data
Test 24/7 PCP MCO | MCO | MCO MCO
Availability
Utilization MCO MCO |[MCO |MCO |MCO |MCO |MCO |MCO
Review
Other: (describe)
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Details of Monitoring Activities

Please check each of the monitoring activities below used by the State. A number of common
activities are listed below, but the State may identify any others it uses. If federal regulations
require a given activity, this is indicated just after the name of the activity. If the State does not
use a required activity, it must explain why.

For each activity, the state must provide the following information:

Applicable programs (if this waiver authorizes more than one type of managed care
program)

Personnel responsible (e.g. state Medicaid, other state agency, delegated to plan, EQR,
other contractor)

Detailed description of activity

Frequency of use

How it yields information about the area(s) being monitored

Accreditation for Non-duplication (i.e. if the contractor is accredited by an
organization to meet certain access, structure/operation, and/or quality
improvement standards, and the state determines that the organization’s standards
are at least as stringent as the state-specific standards required in 42 CFR 438
Subpart D, the state deems the contractor to be in compliance with the state-
specific standards)

NCQA

JCAHO

AAAHC

Other (please describe)

Accreditation for Participation (i.e. as prerequisite to be Medicaid plan)
X NCQA

JCAHO

AAAHC

Other (please describe)

RESPONSE:

Effective October 1, 2011, the MCOs were required to obtain MCO accreditation,
at a level of "accredited"” or better, for the MO HealthNet product from NCQA.
The MCO shall maintain such accreditation thereafter and throughout the duration
of the contract. The State anticipates requiring all future MCOs to be NCQA
accredited. All MCOs obtained accreditation.

Failure to obtain accreditation at a level of "accredited™ or better by October 1,
2011 and failure to maintain accreditation thereafter shall be considered a breach
of the contract and shall result in termination of the contract in accordance with
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the terms of the contract. Achievement of provisional accreditation status shall
require a corrective action plan within thirty (30) calendar days of receipt of Final
Report and may result in termination of the contract in accordance with the terms
of the contract.

Please refer to the MCO accreditation status chart on page 112 for the
accreditation status of the three MCOs currently contracted with the State.

Consumer Self-Report data

_ X CAHPS (please identify which one(s)) 5.0 H Child for MCOs
State-developed survey

__ Disenrollment survey

_X_ Consumer/beneficiary focus groups — MCO

RESPONSE:
CAHPS

e Applicable Programs: MCO
e Personnel responsible: MCO and State staff.
o Detailed description of strategy:

MCO

The State requires the use of the current National Committee of Quality
Assurance (NCQA) Consumer Assessment of Health Plans Survey (CAHPS).
The survey requirements for the 5.0 H Child CAHPS are documented in State
regulation (19 CSR 10-5.010) and may be found at:
http://health.mo.gov/data/managedcare/data.php.

e Frequency of use: The CAHPS-H is administered annually by an NCQA
certified vendor.

e How it yields information about the area(s) being monitored: The surveys are
used to monitor choice, marketing, information, grievances, timely access,
PCP/specialist capacity, coordination/continuity, provider selection, and
quality of care. The survey responses are analyzed to create the CAHPS
composite (basic information regarding access, availability, and provider
competence) and to measure member satisfaction with care. This information
is utilized to identify issues for performance improvement projects.

Consumer/Beneficiary Focus Groups — MCO

e Applicable program: MCO
e Personnel responsible: State staff
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Detailed description of strategy: The Consumer Advisory Committee (CAC),
composed of MO HealthNet participants and consumer advocates, works
closely with the MO HealthNet Division and the State Quality Assessment &
Improvement (QA&I) Advisory Group. The Consumer Advisory Committee
provides valuable insight into the requirements for a quality managed health
care system for the State. The Committee makes recommendations to the
QA& Advisory Group for system improvements for quality care. In addition,
the QA&I Advisory Group will make regular reports to the Consumer
Advisory Committee.

Frequency of use: Quarterly

How it yields information about the area(s) being monitored: This consumer
input is utilized to obtain additional information for monitoring activities to
specifically address grievance processes, timely access, PCP/Specialist
capacity, and quality of care. The CAC provides information regarding the
effectiveness of the program. The CAC assists in the identification of
strengths and weaknesses. Information is obtained from the members
regarding topics that are presented to them. The members ask questions and
information is presented in response to those inquiries. The primary focus is
to obtain information about problems or opportunities for improvement
regarding quality, access, and program impact.

Data Analysis (non-claims)

x| |x

Denials of referral requests
Disenrollment requests by enrollee

X From MCO
_X_ From PCP within MCO

Grievances and appeals data
PCP termination rates and reasons
Other (please describe): MCO: DHSS Maternal and Child Health

Indicators. NCM: Data reported by the NCM agency.

RESPONSE:

e Applicable Programs: MCO and NCM

e Personnel responsible: MCO, NCM and State staff.

e Detailed description of strategy: Data submitted by MCOs and
abstracted from State databases is analyzed regarding access,
availability, program impact, and quality.

e Frequency of use: Ongoing process. Some processes are performed
annually, quarterly, and monthly.

How it yields information about the area(s) being monitored: The
MCO data is primarily utilized to monitor marketing,
enrollment/disenrollment, program integrity, information to
beneficiaries, timely access, grievances, PCP/specialist capacity,
coordination/continuity, coverage authorization, provider selection,
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and quality of care. The data is analyzed to identify trends; to ensure
that quality health care services are provided to enrollees; to ensure
MCOs are in compliance with federal, state, and contract
requirements; and to contribute to a process that partners with MCOs
to improve care. The MCO analysis findings are reported to the QA&
Advisory Group. The advisory group members discuss the findings to
identify opportunities for improvement.

NCM
The NCM data is utilized to monitor grievances to determine

compliance with contractual requirements and to ensure quality health
care services are provided to participants.

Enrollee Hotlines operated by State

RESPONSE:

Applicable programs: MCO

Personnel responsible: State staff

Detailed description of strategy: State participant hotline staff collects
information from MCO enrollees and refers the information to the State staff
equipped to resolve the issue. The information obtained from enrollees is
integrated into the grievance and appeal analysis process.

Frequency of use: Data is analyzed quarterly.

How it yields information about the area(s) being monitored: The MCO
information is used to monitor enrollment/disenrollment, program integrity,
information to beneficiaries, grievances, timely access, PCP/specialist
capacity, coordination/continuity, coverage authorization, provider selection,
and quality of care. The information collected is analyzed to identify trends
and to ensure that quality services are provided to enrollees.

Focused Studies (detailed investigations of certain aspects of clinical or non-
clinical services at a point in time, to answer defined questions. Focused studies
differ from performance improvement projects in that they do not require
demonstrable and sustained improvement in significant aspects of clinical care
and non-clinical service).

Geographic mapping of provider network

RESPONSE:

Applicable Programs: MCO
Personnel responsible: MCO and State staff.
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Detailed description of strategy: GeoMapping is performed in accordance
with the Missouri Department of Insurance, Financial Institutions, and
Professional Registration (DIFP) requirements which may be found at the
following website:
http://s1.s0s.mo.gov/cmsimages/adrules/csr/current/20csr/20c400-7.pdf
Frequency of use: GeoMapping process is performed annually in accordance
with DIFP requirements and as indicated by monitoring results.

How it yields information about the area(s) being monitored: This process
obtains monitoring information for timely access and PCP/specialist capacity.
The software program produces a report that is analyzed for compliance with
State regulation. If deficiencies are noted, a waiver must be obtained or
MCOs must perform corrective action until in compliance.

Independent Assessment of program impact, access, quality, and
cost-effectiveness (Required for first two waiver periods)

Measurement of any disparities by racial or ethnic groups

Network adequacy assurance submitted by plan [Required for MCO]

RESPONSE:

Applicable Programs: MCO

Personnel responsible: MCO and State staff.

Detailed description of strategy: The network composition is analyzed to
identify if the provider network is capable of meeting the needs of the MCO
enrollees.

Frequency of use: Annual and as indicated by monitoring results.

How it yields information about the area(s) being monitored: The MCO
information is used to monitor grievances, PCP/specialist capacity, timely
access, and provider selection. The data is used to ensure compliance with
contractual requirements and to ensure quality of health care services.

Ombudsman

RESPONSE:

Applicable Programs: MCO

Personnel responsible: Legal Services of Eastern Missouri, Legal Aid of
Western Missouri, Mid Missouri Legal Services, and Legal Services of
Southern Missouri.

Detailed description of strategy: These four contractors assist MCO enrollees
in the Eastern, Central, and Western Regions with accessing their benefits and
provide education and outreach. In addition, the four contractors report areas
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of concern regarding the MO HealthNet Managed Care Program identified
through their activities.

e Frequency of use: Ongoing

e How it yields information about the area(s) being monitored: The
ombudsmen provide information for the monitoring of choice, marketing,
enrollment/disenrollment, program integrity, information to beneficiaries,
grievances, timely access, PCP/specialist capacity, coordination/continuity,
coverage authorization, provider selection, and quality of care. The
contractors provide semi-annual reports and information on an ongoing basis
to the State. Their input is integrated into ongoing monitoring of contractual
compliance.

On-Site Review
RESPONSE:

e Applicable Program: MCO

e Personnel responsible: State and EQRO staff

e Detailed description of strategy: The EQRO (for MCOs only) and/or State
staff perform onsite reviews to obtain additional information regarding
contractual compliance and quality programs at the MCO sites. The review
entails interview of MCO staff and review of MCO processes.

e Frequency of use: Annually by the EQRO (for MCOs). In the instance that a
new MCO is contracted, the State will perform a readiness review as
indicated.

e How it yields information about the area(s) being monitored: This MCO
information is used to monitor information to beneficiaries, grievances, timely
access, coordination/continuity, coverage authorization, provider selection,
and quality of care. Information from the onsite review is used to ensure
compliance with contractual requirements and to ensure quality of health care
services.

Performance Improvement Projects [Required for MCO]
X Clinical

X Non-clinical

RESPONSE:

Applicable Program: MCO

Personnel responsible: MCO, EQRO, and State staff

Detailed description of strategy: The MCOs develop and implement
performance improvement projects (PIPs) as a result of activities through their
quality programs and report results to the State annually. The EQRO
validates two PIPs per year, in accordance with EQR protocols. The State’s
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staff incorporates information obtained from the MCOs and EQRO in its
annual evaluation of the MO HealthNet Managed Care Program.

e Frequency of use: Ongoing

e How it yields information about the area(s) being monitored: The PIPs are
used to monitor grievances, information to beneficiaries,
coordination/continuity, and quality of care. Information from the PIPs is
used to ensure compliance with contractual requirements and to ensure
delivery of quality health care services.

Performance measures [Required for MCO]
Process

Health status/outcomes

Access/availability of care

Use of services/utilization

MCO stability/financial/cost of care
MCO/provider characteristics

Beneficiary characteristics

RESPONSE:

e Applicable Program: MCO

e Personnel responsible: MCO and State staff. The EQRO was removed
because it is addressed in the On Site Review section.

e Detailed description of strategy: MCOs produce contractually required
HEDIS measures following HEDIS specifications. State staff produce
secondary source performance measures using information reported to the
Department of Health and Senior Services.

e Frequency of use: Annually.

e How it yields information about the area(s) being monitored: Performance
measures are used to monitor grievances, timely access,
coordination/continuity, and quality of care. The performance measures are
used to ensure delivery of quality health care services.

Periodic comparison of number and types of Medicaid providers before and after
waiver

Profile utilization by provider caseload (looking for outliers)

Provider Self-report data
Survey of providers
Focus groups

Test 24 hours/7 days a week PCP availability

RESPONSE:
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e Applicable Program: MCO

e Personnel responsible: MCO and State staff

e Detailed description of strategy: MCOs are required to assess the availability
of PCPs for 24 hours and 7 days per week availability. The MCO provider
representatives and the Quality staff generally perform this task. The tasks
include monitoring grievances, provider office site visits, secret shopper calls,
interviews with staff, and provider education, if indicated. The MCOs report
monitoring results to the State staff. State staff evaluate the reports to ensure
enrollees have 24/7 access to PCP services.

e Frequency of use: Annually.

e How it yields information about the area(s) being monitored: This
information is used to monitor grievances, timely access, PCP/specialist
capacity, and provider selection. This information is used to ensure
compliance with contractual requirements and to ensure delivery of quality
health care services.

Utilization review (e.g. ER, non-authorized specialist requests)
RESPONSE:

o Applicable Program: MCO

e Personnel responsible: MCO and State staff

e Detailed description of strategy: This process includes ongoing monitoring of
MCO utilization management data and MCO encounter data review.

e Frequency of use: Quarterly.

e How it yields information about the area(s) being monitored: MCO utilization
reviews are used to monitor program integrity, grievances, timely access,
PCP/specialist capacity, coordination/continuity, coverage authorization,
provider selection, and quality of care. The utilization reviews are used to
ensure delivery of quality health care services.

Other: (please describe)
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Section C: Monitoring Results

Section 1915(b) of the Act and 42 CFR 431.55 require that the State must document and maintain
data regarding the effect of the waiver on the accessibility and quality of services as well as the
anticipated impact of the project on the State’s Medicaid program. In Section B of this waiver
preprint, the State describes how it will assure these requirements are met. For an initial waiver
request, the State provides assurance in this Section C that it will report on the results of its
monitoring plan when it submits its waiver renewal request. For a renewal request, the State
provides evidence that waiver requirements were met for the most recent waiver period. Please
use Section D to provide evidence of cost-effectiveness.

CMS uses a multi-pronged effort to monitor waiver programs, including rate and contract review,
site visits, reviews of External Quality Review reports on MCOs/PIHPs, and reviews of
Independent Assessments. CMS will use the results of these activities and reports along with this
Section to evaluate whether the Program Impact, Access, and Quality requirements of the waiver
were met.

This is an initial waiver request. The State assures that it will conduct the monitoring
activities described in Section B, and will provide the results in Section C of its waiver
renewal request.

X _ This is a renewal request.

This is the first time the State is using this waiver format to renew an existing

waiver. The State provides below the results of the monitoring activities conducted

during the previous waiver period.

_X_ The State has used this format previously, and provides below the results of
monitoring activities conducted during the previous waiver.

For each of the monitoring activities checked in Section B of the previous waiver request, the State
should:

e Confirm it was conducted as described in Section B of the previous waiver preprint. If it
was not done as described, please explain why.

e Summarize the results or findings of each activity. CMS may request detailed results as
appropriate.

e Identify problems found, if any.

e Describe plan/provider-level corrective action, if any, that was taken. The State need
not identify the provider/plan by name, but must provide the rest of the required
information.

e Describe system-level program changes, if any, made as a result of monitoring findings.

Please replicate the template below for each activity identified in Section B:

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
111



Strategy: Accreditation for Participation.
RESPONSE:

MCO

Sources: National Committee on Quality Assurance

Confirmation it was conducted as described:
X Yes

No. Please explain:

MO HealthNet Health Plan NCQA Accreditation - Summer 2014

Standards | Performance
Score Measures Accreditation
Level of (out of Score Score
Valid Dates Accreditation 50.00) (out 0f 50.00) | (out of 100)
08/12/2014-
HealthCare USA 08/12/2017 Commendable 50.00 33.18 88.18
09/11/2014-
Missouri Care 09/11/2017 Accredited 50.00 25.80 75.80
Scheduled for
Home State summer 2014 Accredited 49,91 N/A N/A

Accreditation

Ranking Score range
Excellent **
Commendable 80-100
Accredited 65-79.99
Provisional 55-64.99
Denied less than 54.99

**For organizations with programs for service and clinical quality that meet or exceed rigorous requirements for consumer

protection and quality improvement. HEDIS and CAHPS results are in the highest range of national performance

**Home State was surveyed for their Standards only. In 2017 Home State will be graded on Performance Measures as well.

To help ensure that quality and performance are maintained between surveys, the organization must submit audited HEDIS results
annually for the HEDIS measures in accreditation at the time of the organization's last Full Accreditation Survey. NCQA uses the
annual results to reevaluate the organization's performance on specified HEDIS/CAHPS measures, and may change the

organization's accreditation status based on the results.

Summary of Results:

Problems Identified: Not applicable.

Corrective Action (MCO/provider level): Not applicable.

Program change (system-wide level): Not applicable.
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Strategy: Consumer Self-Report Data CAHPS-H/ State developed survey/Managed Care
Member Focus Group.

RESPONSE:
MCO

Sources: 2015 Consumer Assessment of Health Plans Survey (CAHPS), MO HealthNet
Division

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results: The MO HealthNet Managed Care contract requires the MCOs to submit
member satisfaction data to the Department of Health and Senior Services (DHSS) annually.
The MCOs conduct the Consumer Assessment of Health Plans Survey (CAHPS) to meet this
requirement.

Data from the 2015 CAHPS Survey (CY 2014 data) are shown on the table below.

MO HealthNet Managed Care Member Satisfaction
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HealthcareUSA-Eastern 90.37% | 92.73% | 85.96% | 95.67% | 89.66% | 87.13% | 90.06% | 86.68%
HealthcareUSA-Central 91.75% | 94.27% | 89.19% | 94.19% | 86.05% NA 83.98% | 86.33%
HealthcareUSA-Western 87.61% | 93.24% NA 96.35% | 90.00% NA 84.92% | 85.19%
Home State-Eastern 86.70% | 93.40% | 88.20% | 94.10% | 85.90% | 84.40% | 84.80% | 85.30%
Home State-Central 92.70% | 96.10% | 92.70% | 95.40% | 89.60% | 90.30% | 84.50% | 79.40%
Home State-Western 82.80% | 90.70% | 90.60% | 92.40% | 80.40% | 73.00% | 76.80% | 78.80%
Missouri Care-Eastern 86.40% | 91.30% | 86.50% | 93.90% | 86.80% | 88.90% | 85.00% | 81.60%
Missouri Care-Central 90.90% | 93.40% | 87.60% | 95.90% | 87.20% | 79.50% | 86.80% | 88.00%
Missouri Care-Western 84.30% | 91.20% | 88.50% | 92.70% | 87.20% | 81.80% | 84.70% | 79.10%
MCO Statewide Average 88.17% | 92.93% | 88.66% | 94.51% | 86.98% | 83.58% | 84.62% | 83.38%
NCQA National Average 80.82% | 80.73% | 87.11% | 90.66% | 79.82% | 80.54% | 72.49% | 75.01%

*NA = too few responses to report.
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In the comparison of statewide averages regarding NCQA member satisfaction between MO
HealthNet Managed Care and National Medicaid, the MO HealthNet Managed Care statewide
averages are generally better than the National Medicaid.

Comparison of Member Satisfaction of MO HealthNet Managed Care Plan Performance and Medicaid MCO
National Averages

B Statewide Average MoHealthNet 2014 B NCQA National Medicaid Average 2014
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Note: Percentages are the statewide average.
Sources: MO HealthNet Managed Care Missouri Department of Health and Senior Services 2015 CAHPS Data
Medicaid National Average: NCQA 2015 National Quality Compass for Missouri

Problems identified: Review of CAHPS results does not identify problems with the MO
HealthNet Managed Care Program.

Corrective action (MCO/provider level): Not applicable.

Program change (system-wide level): Not applicable.
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Managed Care Member Focus Group

MCO
Sources: Consumer Advisory Committee (CAC) meetings.

Confirmation it was conducted as described:
X Yes
No. Please explain:

The MO HealthNet Consumer Advisory Committee (CAC) has held meetings in various
locations of the State to encourage and increase consumer participation since 2008. Face to face
meetings as well as phone and email communication are utilized to accomplish the work of the
CAC. Video conference capabilities are utilized during the face to face meetings allowing greater
access to the meetings for consumers in Springfield. An outreach flyer published in Spanish and
English continues to be sent to all Family Support Division offices, Legal Service entities and
other sites, and posted on the MHD website. These flyers may be accessed at
http://dss.mo.gov/mhd/participants/pdf/cac_flyer.pdf. The CAC meetings were attended by
committee members, and by representative of MCOs, MCO subcontractors, the Missouri
Primary Care Association, Legal Services, State Agency representatives and the Missouri State
Legislature. CAC Meeting Agenda items included:

e Director/budget update.

e Managed Care contract awards SFY2013.

e Children’s Division update regarding Senate Bill 577 which extended Medicaid coverage
for foster care youth age 18 through 21, regardless of income.

e Behavioral Health presentation regarding member rights, benefits and responsibilities,

case management expectations pertaining to Behavioral Health, DMH services,

MHD/DMH monitoring and outcomes of health plan Behavioral Health operations.

Health Home presentation.

Health Plan enrollment.

Transition of care processes.

Health plan auto-assignments.

Non-Emergency Medical Transportation (NEMT) presentation and discussion.

Family Support Division (FSD) call center discussion.

Grievance and Appeals process training for consumers and MCOs presented by the

Advocates for Family Health.

MO HealthNet eligibility fluctuations.

Dental presentation by DentaQuest, Managed Care dental provider.

HIPAA disclosure.

Modified Adjusted Gross Income (MAGI) and Foster Care eligibility changes.

CAC member work update of review of Mandatory Language.
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e A short film featuring a CAC member and her family. She and her husband are National
Foster Parents of the Year in 2011. The film was selected for screening and is an official
competition selection in the 2013 Kansas City FilmFest.

e MO HealthNet Eligibility System Update.

e Provision of Behavioral Health Services for Managed Care Members.

e CAC Summer Survey Project to gage the CAC members knowledge of the member
incentives provided by the managed care health plans.

e SFY 16 Contract News Relevant to Members.

e Consensus Planning Meetings to Make Recommendations on Recruitment and
Restructure of the CAC

e Central Missouri Community Action Agency Presentation.

Topics covered during email and phone meetings include:

e Consumer reviews of Mandatory Language for member handbooks.
e Consumer reviews of Grievance and Appeals letter templates.

Problems identified: Issues with FSD call center processes; Behavioral Health; Non-
Emergency Medical Transportation, consumer difficulties in understanding the reasons when
orthodontia is denied; wording on notices from FSD; and consumer recruitment and retention in
CAC.

Corrective action (MCO/provider level): Not applicable.

Program change (system-wide level): There were no program changes due to these issues.
However, feedback and suggestions were provided to FSD regarding the call center.

Education was provided to consumers and MCOs regarding behavioral health and NEMT issues.
Letter templates to consumers were revised to address difficulties in understanding denials of
orthodontia. A special consensus planning workgroup was created to make recommendations
on recruitment and restructure of the CAC.
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Strategy: Data Analysis
RESPONSE:
MCO

Sources: Missouri Department of Social Services, MO HealthNet Managed Care, Managed
Care Health Plans annual reports, aggregate quarterly grievances data, MO HealthNet
Encounter Data, DHSS Maternal and Child Health Indicators.

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results: The State continues to work with the MCOs to ensure submission of
encounter data, member and provider complaints, grievances, and appeals; detection of fraud and
abuse; tracking enrollment; generating administrative data for decision making; reporting lead
case management activities in Missouri Health Strategic Architectures and Information
Cooperative (MOHSAIC); and assessing MCO contract compliance. The State has assisted the
MCOs in meeting compliance review standards for Enrollee Rights by reviewing and
standardizing MO HealthNet Managed Care Member Handbooks; developing consistency in
grievance systems; fraud and abuse systems, and lead case management; and reviewing the
Information System Capabilities Assessment (ISCA) reports. The State has provided for
ongoing communication with the MCOs through scheduled face-to-face and conference call
meetings.

Member and Provider Complaints, Grievances, and Appeals

MCOs are required to submit quarterly member and provider complaint, grievance, and appeal
reports per the MO HealthNet Managed Care contract. The MO HealthNet Division (MHD)
analyzes the quarterly reports for quality and effectiveness of care and access. The data is
compiled into uniform region and statewide reports.

Member grievances and appeals for CY 2014 were examined using the following categories:

Health Plan/Provider Policy

Provider Staff Behavior

Health Plan Staff Behavior
Appointment Availability

Network Adequacy/Availability
Waiting Times (office/transportation)
Condition of Office/Transportation
Treatment Plan/Diagnosis

Provider Competency
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Interpreter Services

Fraud and Abuse of Services

Member Receiving Bills/Provider Requesting Payment Before Rendering Services
Health Plan Information

Provider Communication

Member Rights

Service Denial

Service Reduction, Suspension or Termination
Payment Denial

Timeliness of Service

Prior Authorization Timeliness

Other

During CY2014 MCOs had the following number of member grievances and appeals:

Health Care USA reported in all regions 0.35 grievances and 0.07 appeals per 1,000
member months.

Home State had in all regions 0.41 grievances and 0.02 appeals per 1,000 member
months.

Missouri Care had in all regions a rate of 0.41 grievances and 0.06 appeals per 1,000
member months.

The most frequent grievances were, as in the previous years, waiting times (transportation)
followed by provider competency, member receiving bills/provider requests payment before
rendering services and condition of office/transportation.

The most frequent appeal in all regions served by the three MCOs was service denial followed
by payment denial and other.

Provider Complaints and Appeals

Provider complaints and appeals for CY 2014 were examined using the following categories:

Claim Denial

MCO Policy

MCO Information Systems
Network Adequacy/Availability
MCO Staff Behavior

Interpreter Services

Member Behavior

Member Compliance with Treatment Plans
Member Missed/Late Appointments
Member Communication

Referral Process
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Service Denial

MCO PA Process
Timeliness of Payment
Fraud and Abuse of Services
Transportation

Other

During CY2014 MCOs had the following number of provider complaints and appeals:
e Health Care USA reported in all regions 8576 provider complaints and appeals and a rate
of 3.03 per 1,000 member months.
e Home State had in all regions 283 provider complaints and appeals and a rate of 0.39 per
1,000 member months.
e Missouri Care reported in all regions a total of 2904 complaints and appeals and a rate of
2.45 per 1,000 member months.

The most frequent statewide provider complaints or appeals were for claim denial followed by
service denial.

Service Utilization

According to the Health Employer Data Information Set (HEDIS) Annual Dental Visits
Combined Rate indicator, the statewide average of all MCOs increased from 46.54% in HEDIS
2013 (data year 2012) to 48.09% in HEDIS 2015 (data year 2014), reflecting an increase of
1.55%.

Maternal and Child Health Indicators
Objective

The Trends in Missouri MO HealthNet Quality Birth Indicators Report is used to examine the
impact of the MO HealthNet Managed Care Program on maternal/infant and child health since
the inception of the MO HealthNet Managed Care Program and to compare this progress with
Non-Medicaid and MO HealthNet Fee-for-Service participant groups. The birth data comes
from the birth certificate using source of payment to determine Medicaid status and county of
residence to determine Managed Care or Fee-For-Service.

The Managed Care Organizations (MCO) Specific Birth Report: 2014 Missouri Resident Live
Births report provides patient abstract data by specific MCO. It also provides state totals for
2014.

Technical Methods

The following outcomes are reflected in these reports:
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e Prenatal care tends to be started later in all populations. The inadequate prenatal care rate
went up by 2.1% between 2012 and 2014 among the MO HealthNet Managed Care
population, from 26.7% to 28.8%. The rate rose in the Eastern and Western regions for
Healthcare USA, in the Central region for Home State, and in all three regions for
Missouri Care.

e (C-Sections in Managed Care regions decreased to 29.5% in 2014 from 30.9 % in 2012,
The Fee-for-Service C-Section rate was slightly lower in 2014, at 29.2 %. Decreases
occurred in all three managed care regions. The Western region had the lowest C-Section
rate of 26.5%.

e VBAC rates in Managed Care Regions increased from 13.5% in 2012 to 14.9% in 2014.
Increased rates were reported in the Western and Central regions while the Eastern region
reported a decrease.

e Smoking during pregnancy preliminary rates show higher levels in Managed Care
regions than in Fee-For-Service regions. The highest smoking rate among the regions
was still in the Managed Care Central region at 35.2% in 2014.

e Short birth spacing decreased in the Central and Eastern regions and teen births less than
age 18 decreased in all three regions between 2012 and 2014. The Managed Care overall
rate of 14.4% for short birth spacing was significantly less than the Fee-for Service rate
of 16.8 %. Repeat teen births decreased in all three regions. Teen births less than 18 and
repeat teen births in 2014 were both lower than in 2012 and more than 50% below their
respective levels in the mid ‘90s.

e Women Infant and Children (WIC) rates have decreased in all three regions between
2012 and 2014. WIC participation rates decreased from 78.5% in 2012 to 76.8 % in 2014.
The 2014 WIC participation rate among Managed Care births was close to the Fee-for-
Service rate (76.8% vs. 76.0%).

Compared with rates for all Missouri births, Managed Care MO HealthNet births generally had
higher rates of low birth weight, smoking during pregnancy, short birth spacing, and teen births,
as well as lower rates of adequate and early prenatal care. On the positive side, Managed Care
MO HealthNet births had slightly lower rates of C-Sections, higher rates of VBACs, and higher
rates of WIC participation. Managed Care also had a larger percent than Fee-for-Service of very
low birth weight infants delivered in level 111 hospitals (87.2% vs. 79.6%).

Problems identified: Regarding the grievance, complaints and appeals data, the rate per 1,000
members is low indicating that members are not having major issues accessing their benefits
under MO HealthNet Managed Care. In regard to births, pregnancies and prenatal care,
Managed Care experienced some shortfalls in these areas that need to be addressed in the future.

Corrective action: MHD provides ongoing technical assistance regarding the use of the
member and provider complaint, grievance and appeal database. In regard to prenatal care,
Missouri Care put in place a PIP starting in July 2015 to increase the percentage of members
who receive prenatal care with an OB/GYN or a PCP. All three health plans have established
member incentives for following prenatal care: Health Care USA has in place the Beary
Important Bundle — BIB - Prenatal Member Incentive which is an OB prenatal gift card incentive
program with the goal of improving birth outcomes by encouraging pregnant women to attend all
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their five prenatal visits; Home State provides member incentives for PCP/OB visits; Missouri
Care has a gift certificate incentive for those who attend 1 prenatal visit within 1st trimester, or
within 42 days of enrollment.

Program change (system-wide level): In regard to the prenatal care, the new managed care
contract establishes a withhold related to timely evaluation of pregnant members for
consideration of case management. Such evaluations may be face-to-face or via telephone, and
must occur within 15 days of notification by MHD of a member’s pregnancy. The target
screening rate for the withhold is 80% of pregnant members screened within the 15 day time
period.

NCM
Source: Missouri Department of Social Services, Children’s Division.
Confirmation it was conducted as described:

X Yes

No. Please explain:

Summary of results: The Nurse Case Management agency reported no complaints, grievances,
or appeals during the time period.

Problems identified: Not applicable.
Corrective action (MCO/provider level): Not applicable.

Program change (system-wide level): Not applicable.
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Strategy: Enrollee Hotlines

RESPONSE:

MCO

Source: MO HealthNet Managed Care Contract Compliance Unit logs.

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results: The MO HealthNet Division’s (MHD) Provider Communications (PCU)
and Participant Services Units (PSU) have the responsibility for hotline calls from MO
HealthNet participants and providers regarding all aspects of the MO HealthNet Program. These
Units refer MO HealthNet Managed Care issues to the respective MCO or to MHD’s Contract
Compliance Unit (CCU). The CCU also received issues from the Ombudsmen Program and
written communications from enrollees and providers. The CCU logged all issues received in
the CCU log. During SFY 2014, 554 issues were received: 174 issues were from MO HealthNet
Managed Care enrollees and 380 were from providers.

Issues reported to CCU by members pertained to:

e Provider Staff Behavior (1 issue)

Member Receiving Bills/Provider Requesting Payment Before Rendering Services (17
issues)

MCO Information (26 issues)

Service Denial (15 issues)

Payment Denial (1 issue)

Compliance With Treatment Plan (5 issues)

Service Reduction, Suspension or Termination (1 issue)
Treatment Plan/Diagnosis (4 issues)

Condition of Office/Transportation (1 issue)

MCO Prior Authorization (PA) Process (1 issue)

MCO information systems: claims, TPL (24 issues)
Member Communication (1 issue)

Transportation (7 issues)

Other (23 issues)

Member Rights (37 issues)

Claim Denial/Payment (10 issues)

Issues reported to CCU by providers pertained to:

e Claim Denial (110 issues)
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MCO Information (27 issues)
MCO Information Systems: Claims, TPL (185 issues)
MCO/ Provider Policy (4 issues)
Timeliness of PA (3 issues)
Timeliness of Payment (1 issue)
Service Denial (11 issues)

MCO PA Process (8 issues)
Appointment Availability (1 issues)
Provider Communication (3 issue)
Other (24 issues)

Treatment Plan (2 issues)

Member Rights (1 issue)

The CCU worked with the MCOs to resolve all issues.

Problems identified: The majority of the members and providers contacting MHD hotlines had
not accessed the MCOs’ member/provider complaint, grievance, and appeal process to resolve
their concerns. Once the MCO became involved, their concerns were addressed.

Corrective action (MCO/provider level): MHD staff educated members and providers who
contacted the hotlines regarding the availability of the MCOs’ complaint, grievance, and appeal
processes to resolve any future issues.

Program change (system-wide level): Not applicable.
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Strategy: Geographic Mapping
RESPONSE:
MCO

Source:  Department of Insurance, Financial Institutions, and Professional Registration (DIFP)
2015 Network Analysis.

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results: The State annually evaluates the access submitted by the MCOs. The
State calculates the enrollee access rate for each type of provider in each county the MCO serves
to determine if the average enrollee access rate for each county and the average enrollee access
rate for all counties is greater than or equal to ninety percent (90%). The entire MO HealthNet
Managed Care population is used in the calculation for each MCO. The 2015 Network Analysis
completed by the State determined that all MCOs met the 90% overall network score standard.

Network Analysis — Rate of Compliance 2015

Overall
MCO PCPs Specialists | Facilities | Ancillary | Network
Score
HealthCare USA- 100% 100% 100% 100% 100%
Central
HealthCare USA- 100% 100% 100% 100% 100%
Eastern
HealthCare USA- 100% 100% 100% 100% 100%
Western
Home State - 100% 100% 99% 98% 99%
Central
porme state- 100% 100% | 100% | 100% 100%
astern
\I;|Vome State- 100% 100% 100% 100% 100%
estern
Missouri Care- 100% 100% 100% 99% 100%
Central
Missouri Care- 100% 100% 99% 99% 100%
Eastern
Missouri Care- 100% 100% 100% 100% 100%
Western
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Per 20 CSR 400-7.095(3)(A)1, each MCQ’s enrollee access for each type of provider in each county in the MCQO’s
approved service area is calculated by the State to determine if the average enrollee access rate for each county and
the average enrollee access rate for all counties is greater than or equal to ninety percent (90%).

Problems identified: No problems were identified. The network analysis indicates that the
MCOs provide adequate network access to all enrollees.

Corrective action (MCO/provider level): Not applicable.

Program change (system-wide level): Not applicable.
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Strategy: Network Adequacy Assurance by MCO
RESPONSE:
MCO

Sources: PCPs: Provider data submitted by the MCOs to the Missouri Department of
Insurance, Financial Institutions, and Professional Registration (DIFP).
(Provider networks as of January 1, 2015).

Enrollees: January 30, 2015 enrollment data from MHD's Managed Care Operations
Unit.

Dentists:  Provider data submitted by the MCOs to the Missouri Department of
Insurance, Financial Institutions and Professional Registration (DIFP).
(Provider networks as of January 1, 2015)

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results: The State determined the average distance to PCPs, the
PCP/enrollee ratios, and the dentist/enrollee ratios. Each MCO exceeded the PCP distance
standard per the Missouri Department of Insurance, Financial Institutions, and Professional
Registration (DIFP) regulation (20 CSR 400-7.095(3)(A)1.B). The results of the analysis
are shown in the charts below:
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Eastern Region HealthCare USA Home State Missouri Care
East East East
Average Average Average
Managed | Distance distance distance distance
Care Standard to PCP to PCP to PCP
County Eligibles | (for PCP) | PCPs | (miles) | PCPs | (miles) | PCPs | (miles)
Franklin 9,769 20 miles 101 3.2 71 3.7 51 3.1
Jefferson 16,303 10 miles 69 2.3 56 2.5 59 2.1
Lincoln 5,445 30 miles 20 4.0 33 4.0 21 3.8
Madison 1,680 30 miles 3 5.1 13 4.8 5.1
Perry 1,506 30 miles 17 4.1 28 4.3 4.7
Pike 1,649 30 miles 21 2.2 19 2.4 14 2.4
St. Charles 16,702 10 miles 191 1.4 130 1.4 209 1.4
St. Francois 7,724 20 miles 67 2.7 56 2.8 53 2.8
St. Louis 81,680 10 miles 559 1.0 415 1.1 605 1.2
St. Louis
City 49,780 10 miles 309 0.6 219 0.6 320 0.6
Ste.
Genevieve 1,302 30 miles 47 4.4 25 4.4 36 4.7
Warren 3,345 30 miles 35 4.1 6 4.2 14 3.8
Washington 3,618 30 miles 24 5.9 27 6.0 22 5.9
Totals: 200,503 1,463 1,098 1,411

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
127



Central Region Healthcare USA Home State Missouri Care
Central Central Central
Average
Managed | Distance distance to Average Average

Care Standard PCP distance to distance to

County Eligibles | (for PCP) | PCPs (miles) PCPs | PCP (miles) | PCPs | PCP (miles)
Audrain 3,149 30 miles 29 2.5 31 2.4 17 2.4
Benton 1,876 30 miles 32 5.2 26 5.2 27 3.8
Boone 11,973 20 miles 231 2.3 124 2.3 267 2.2
Callaway 3,935 30 miles 29 3.9 25 3.7 27 3.6
Camden 3,834 30 miles 28 3.5 3 4.7 62 3.5
Chariton 964 30 miles 21 2.7 9 6.1 25 2.7
Cole 6,649 20 miles 103 2.8 75 2.8 80 2.8
Cooper 1,639 30 miles 6 4.7 9 4.7 24 3.9
Gasconade 1,334 30 miles 35 3.9 18 3.9 23 4.5
Howard 1,078 30 miles 20 5.4 7 5.4 19 4.9
Laclede 4,784 30 miles 19 5.0 22 4.5 28 4.3
Linn 956 30 miles 24 3.1 19 3.0 14 3.6
Macon 1,606 30 miles 21 4.1 12 6.1 11 4.2
Maries 596 30 miles 5 3.7 8 5.0 1 8.2
Marion 3,361 30 miles 34 3.8 37 2.0 30 3.5
Miller 3,288 30 miles 26 3.0 18 4.2 22 2.9
Moniteau 1,365 30 miles 12 3.1 12 2.9 10 4.7
Monroe 469 30 miles 4 6.7 2 6.8 2 6.7
Montgomery 1,282 30 miles 8 51 5 5.2 7 4.3
Morgan 2,398 30 miles 27 4.8 29 4.8 27 4.8
Osage 667 30 miles 12 6.2 8 6.5 13 5.7
Pettis 5,343 30 miles 24 2.8 26 2.9 33 2.8
Phelps 4,719 30 miles 43 3.1 36 3.3 57 3.1
Pulaski 4,115 30 miles 21 3.7 21 3.7 27 3.3
Ralls 964 30 miles 5 4.8 3 7.7 3 4.8
Randolph 3,060 30 miles 17 2.8 21 2.9 26 2.7
Saline 2,429 30 miles 32 1.9 4 15.5 34 1.8
Shelby 746 30 miles 9 3.8 7 4.6 4 3.8

Totals: 78,579 877 617 920
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Western Region HealthCare USA Home State Missouri Care
West West West
Average
Managed | Distance Distance Average Average

Care Standard to PCP distance to distance to

County Eligibles | (for PCP) | PCPs (miles) PCPs | PCP (miles) | PCPs | PCP (miles)
Bates 1,455 30 miles 13 1.5 15 1.7 13 1.9
Cass 8,109 20 miles 31 2.2 25 2.3 43 2.2
Cedar 1,927 30 miles 14 3.9 15 3.8 11 4.0
Clay 16,749 10 miles 76 1.5 49 2.4 81 1.6
Henry 2,416 30 miles 21 3.9 19 4.0 27 3.7
Jackson 79,749 10 miles 414 1.4 363 15 640 1.2
Johnson 6,642 30 miles 24 2.8 27 2.8 23 2.9
Lafayette 3,222 30 miles 60 3.0 87 3.0 38 3.1
Platte 4,562 20 miles 49 1.6 32 1.9 45 2.0
Polk 3,397 30 miles 39 2.7 28 3.4 34 2.6
Ray 1,774 30 miles 13 3.9 10 3.9 12 3.4
St. Clair 896 30 miles 20 4.8 24 4.7 14 4.8
Vernon 2,263 30 miles 29 2.7 26 2.8 19 2.7

Totals: 130,161 803 720 1,000
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2015 PCP/Enrollee Ratios

EAST PCPs Enrollees PCP/Enrollee Ratio
Healthcare USA 1,463 122,493 1/84
Home State 1,098 38,810 1/35
Missouri Care 1,411 40,671 1/29
CENTRAL PCPs Enrollees PCP/Enrollee Ratio
Healthcare USA 877 40,492 1/46
Home State 617 9,067 1/15
Missouri Care 920 30,188 1/33
WEST PCPs Enrollees PCP/Enrollee Ratio
Healthcare USA 803 77,781 1/97
Home State 720 22,175 1/31
Missouri Care 1,000 31,544 1/32

PCPs located in non-managed care counties that happen to border two managed care regions are counted in both regions.

Examples: PCPs located in Crawford county are included in the Central and East region provider counts. PCPs located in Dallas

and Hickory counties are included in the Central and West in region provider counts.

PCPs located in other non-managed care counties are included in the region that is closest to them.

SOURCES:

PCPs: Provider data submitted by the MCOs to the Missouri Department of Insurance, Financial Institutions and Professional

Registration (DIFP).

(Provider networks as of January 1, 2015); unduplicated PCP counts.

Enrollees: January 29, 2015 enroliment data from MHD's Managed Care Operations Unit.

NOTE: PCP/Enrollee ratios in the range of 1/1500 to 1/2500 have been used to represent adequate staffing levels both in federal

health programs, and in individual states.

2015 Dentist/Enrollee Ratios

EAST Dentists Enrollees Dentist/Enrollee Ratio
HealthCare USA 374 122,493 1/328
Home State 350 38,810 1/111
Missouri Care 339 40,671 1/120
CENTRAL Dentists Enrollees Dentist/Enrollee Ratio
Healthcare USA 144 40,492 1/281
Home State 136 9,067 1/67
Missouri Care 135 30,188 1/224
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WEST Dentists Enrollees Dentist/Enrollee Ratio
HealthCare USA 236 77,781 1/330
Home State 224 22,175 1/99
Missouri Care 216 31,544 1/146

Dentists located in non-managed care counties that happen to border two managed care regions are
counted in both regions.

Examples: Dentists located in Crawford county will be included in
the Central and East region provider counts. Dentists located in
Hickory county will be included in the Central and West region
provider counts.

Dentists located in other non-managed care counties will be included in the region that is closest to them.

SOURCES:
Dentists: Provider data submitted by the MCOs to the Missouri Department of Insurance, Financial
Institutions and Professional Registration (DIFP).

(Provider networks as of January 1, 2015); unduplicated Dental provider counts.
Enrollees: January 29, 2015 enrollment data from MHD's Managed Care Operations Unit.

2015 Behavioral Health Provider/Enrollee Ratios

EAST MH MH Provider/
Enrollees
Providers Enrollee ratio
HealthCare USA 1,802 122,493 1/68
Home State 1,148 38,810 1/34
Missouri Care 1,112 40,671 1/37
CENTRAL MH MH Provider/
Enrollees
Providers Enrollee ratio
Healthcare USA 730 40,492 1/55
Home State 726 9,067 1/12
Missouri Care 770 30,188 1/39
WEST MH MH Provider/
Enrollees
Providers Enrollee ratio
HealthCare USA 1,123 77,781 1/69
Home State 706 22,175 1/31
Missouri Care 937 31,544 1/34

Mental Health providers located in non-managed care
counties that happen to border two managed care
regions are counted in both regions.

Examples: Mental Health providers located in Crawford county will be included in the Central
and East region provider counts. Mental Health providers

located in Dallas and Hickory counties will be included in the Central

and West region provider counts.
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Mental Health providers located in other non-managed care counties will be included in the
region that is closest to them.

SOURCES:
MH Providers: Provider data submitted by the MCOs to the Missouri Department of
Insurance,

Financial Institutions and Professional Registration (DIFP).
Includes Adult/General Psychiatrists, Child/Adolescent Psychiatrists, and Psychologists/Other.
(Provider networks as of January 1, 2015); unduplicated counts

Enrollees: January 29, 2015 enrollment data from MHD's Managed Care Operations Unit.

Conclusion: Analysis regarding PCP, behavioral health, and dental provider to enrollee ratios
indicate that MCOs are providing adequate numbers of provider types. PCP to enrollee ratios in
the range of 1/1500 to 1/2500 have been used to represent adequate staffing levels both in
Federal health programs and in individual State programs
(http://www.gpo.gov/fdsys/browse/collection.action?collectionCode=FR). The State will
continue to evaluate and analyze these areas.

Problems identified: No problems were identified.
Corrective action (MCO/provider level): Not applicable.

Program change (system-wide level): Not applicable.
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Strategy: Ombudsmen
MCO
Sources: Eastern, Central, and Western Ombudsmen 2015 reports.

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results: Ombudsmen services are available in the Eastern, Central, and Western
MO HealthNet Managed Care regions of the state.

Legal Services of Eastern Missouri serves the following regions/counties:

Eastern Region: Franklin, Jefferson, Lincoln, Madison, Perry, Pike, St. Charles, St. Francois, St.
Louis, Ste. Genevieve, Warren, and Washington counties and St. Louis City.

Central Region: Macon, Marion, Monroe, Montgomery, Ralls and Shelby counties
Legal Aid of Western Missouri serves the following regions/counties:

Western Region: Bates, Cass, Clay, Henry, Jackson, Johnson, Lafayette, Platte, Ray, St. Clair
and Vernon counties.

Central Region: Benton, Camden, Linn, Morgan, Pettis and Saline counties.
Mid-Missouri Legal Services serves the following regions/counties:

Central Region: Audrain, Boone, Callaway, Chariton, Cole, Cooper, Howard, Miller, Moniteau,
Osage and Randolph counties.

Legal Services of Southern Missouri serves the following regions/counties:
Central Region: Gasconade, Laclede, Maries, Phelps and Pulaski counties.
Western Region: Cedar and Polk counties.

During this waiver period, the Ombudsmen submitted semi-annual reports. An analysis of the
Eastern, Central, and Western Region Ombudsmen reports from 2015 indicates the majority of
cases pertain to eligibility, availability and access to providers, enrollment, and participant
liability issues. The Ombudsmen resolved the issues through oral and written communication
with the MCOs, Family Support Division, MO HealthNet Division, and other entities. The
Central and Western Region Ombudsmen focus on community education and outreach
opportunities, while the Eastern Region Ombudsman focuses on resolution of individual cases.
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Cases Handled by Legal Services of Eastern MO in 2015
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Cases Handled by Legal Aid of Western MO in 2015
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Cases Handled by Mid-Missouri Legal Services in 2015

Availab
lity and Particip .
Eiligibil Access ant Pharma Behalwo Enrollm Speciali Primary General Dental Materni Emerge Transpo Hospital Ancillar
ity to Liabilit  cy Health ent tyCare Care Services rta- tion Care y
Provide vy
rs
m2015 21 0 2 1 0 1 1 0 2 2 0 0 0 0 0

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
136



Cases Handled by Southern Legal Services in 2015
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Problems identified: Participant eligibility for MO HealthNet as determined by the Family
Support Division, availability and access to providers, enrollment, and member liability.

Corrective action (MCO/provider level): Ombudsmen in the Eastern, Central, and Western
Regions participated in outreach and educational activities in their respective regions. These
activities included, but were not limited to:

e Educational programs presented to social workers and case managers from various
providers.

e Educational programs presented to Family Support Division eligibility specialists and
supervisors in various counties.

e Participation in health fairs distributing informational flyers regarding MO HealthNet,
managed care and services provided by the Ombudsmen.

e Participation in the Consumer Advisory Committee.
Participation in various community task forces and health groups.

¢ Distribution of outreach and educational flyers to various health care providers
throughout the three regions.

Program change (system-wide level): Not applicable.
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Strategy: On-Site Reviews

RESPONSE:

MCO

Source: EQRO Report for calendar year 2014.

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results:
EQRO Report for calendar year 2014

The 2014EQR report summarized the findings of the tenth year of implementation of the
mandatory activities for External Quality Review of the MCOs. The EQR report analyzed and
aggregated data from three mandatory EQR activities: Validating Performance Improvement
Projects (PIPs); Validating Performance Measures (PM); and MCO Compliance with Managed
Care Regulations; and a Special Project: Case Management Record Review.

Validation of Performance Improvement Projects

For the Validating Performance Improvement Projects (PIP) Protocol, the EQRO validated two
PIPs (one clinical and one non-clinical) for each MCO that were underway during 2014. A total
of 6 PIPs were validated. Eligible PIPs for validation were identified by the MCOs, State, and
the EQRO. The final selection of the PIPs for the 2014 validation process was made by the State
in February 2015. The state directed the EQRO to validate the statewide PIP, Improving Oral
Health. PIPs are to be focused on studying the effectiveness of clinical or non-clinical
interventions, and should improve processes highly associated with healthcare outcomes, and/or
healthcare outcomes themselves. They are to be carried out over multiple re-measurement
periods to measure: 1) improvement; 2) the need for continued improvement; or 3) stability in
improvement as a result of an intervention. Under the State contract, the MCOs are required to
have two active PIPs, one of which is clinical in nature and one non-clinical.

Access to Care

Access to care was an important theme addressed by all MCOSs. PIPs targeting improved
access to dental care, early access to prenatal care, and intensive case management including in-
home services are all examples of the MCO’s focus on access to care. Each of these projects can
lead to improved preventive and primary care for members. The EQRO’s on-Site discussions
with MCO staff indicated that improving access to care is an ongoing aspect of all projects that
are developed.

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
138



Quiality of Care

When addressing the issue of quality services to all members to all MCOs, several areas were
reviewed. Topic identification was one area that provided evidence of the attention paid to this
topic. Intervention development for PIPs also focused on the issue of quality services. The PIPs
reviewed focused on topics that required improvement in the direct provision of services
delivered. PIPs included interventions that addressed barriers to quality of care and targeted
improved health outcomes. The interventions employed in these PIPs exemplify an attention to
quality healthcare services. Some examples include collaborating with a health home vendor to
develop an enhanced intervention team to conduct targeted activities for all members discharged
from an acute care setting as a result of asthma issues, implementing physician in-home visits for
ED super-utilizer adults, and developing an incentive program encouraging members to obtain
timely prenatal care.

Timeliness of Care

Timeliness of care was also a major focus of the PIPs reviewed. These projects addressed early
involvement in prenatal care, case management to assist members who have used the ER as a
method to obtain primary care, and immediate management of members’ health when
hospitalized as the result of asthma. The projects addressed the need for timely and appropriate
care for members to ensure that services are provided in the best environment quickly and
efficiently. The PIPs related to Improved Oral Health included a focus on obtaining timely
screenings and recognized that this is an essential component of effective preventive care.

Conclusions

The MCOs have made significant improvements since the EQRO measurement process began.
During the first year the PIPs were reviewed against the requirements of the CMS protocols
(2004), the MCOs earned an aggregate rating of 25.1%. In 2014 the MCOs aggregate rating has
increased to 99.10% for meeting all the requirements of PIP Validation Rating. Across all
MCOs, the range in proportion of criteria that were "Met" for each PIP validated was 95.83%
through 100%. The MCOs are actively using the PIP methodology to design studies and quality
improvement processes to improve services to members.

In 2012, 2013, and 2014, three PIPs were considered mature enough to evaluate for sustained
improvement. One non-clinical PIP, Improving Oral Health submitted by HCUSA, was
determined to have reached sustained improvement in each of the three years. MO Care’s
Improving Oral Health non-clinical PIP submission reached sustained improvement in the 2012
and 2014 review years. Although MO Care’s PIP was mature enough to evaluate in 2013, data
issues prevented the PIP from meeting all requirements necessary to achieve sustained
improvement during that review year. Additionally, in each of these years one clinical PIP met
the requirements of achieving sustained improvement. In 2012, it was the Comprehensive
Diabetes clinical PIP submitted by MO Care; in 2013 it was the Notification of Pregnancy Form
clinical PIP submitted by HSHP; and in 2014 it was HCUSA’s Reducing Readmission Rate for
Asthma Patients clinical PIP that met the requirements of reaching sustained improvement.
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Recommendations

e MCOs must continue to refine their skills in the development and implementation of new
Performance Improvement Projects. Training, assistance and expertise for the design,
statistical analysis, and interpretation of PIP findings are available. Ensuring that a variety of
topics are recognized each year and that more than one PIP is in process is essential.

e PIPs should be conducted on an ongoing basis, with at least quarterly measurement of some
indices to provide data about the need for changes in implementation, data collection, or
interventions.

e Ongoing PIPs should include new and refined interventions. Next steps should be included
in the narrative and planning for all on-going PIPs. On-going PIPs should include necessary
data and narrative. Data analysis is not just the presentation of graphs and tables. What the
data tells us, and how they are interpreted by the MCO, is essential in the development of an
effective project and should be reflected in the narrative. Documentation must discuss how
external factors threaten internal or external validity, and what was learned from statistical
significance testing.

e The MCOs must ensure that adequate narrative is presented explaining and interpreting the
PIP outcomes and how these outcomes are related to the interventions employed.

e Efforts to improve outcomes related to the Statewide PIP topic should be continued. The
MCOs must evaluate the success or lack of success of current interventions, maintain those
that are successful, and develop new strategies when others do not work.

e The MCOs are all involved in an effort to update the Statewide PIP and improve its focus
and meet the goals proposed by CMS. It is recommended that all three MCOs maintain their
involvement and commitment to this process.

e MCOs must remember that utilizing the PIP process as part of organizational development
must be ensured to maintain compliance with the State contract and the federal protocols.
Use of NCQA improvement strategies does not replace Performance Improvement Projects
as an essential component of the Quality Improvement Program.

Validation of Performance Measures

The Validation of Performance Measures Reported by the MCO Protocol requires the validation
or calculation of three performance measures at each MCO by the EQRO. The measures
selected for validation by the SMA are required to be submitted by each MCO on an annual
basis. The measures were also submitted to the State Public Health Agency (SPHA; Missouri
Department of Health and Senior Services; DHSS). Since the 2011 review, the three
performance measures selected for validation by the SMA have been Annual Dental Visits
(ADV), Childhood Immunization Status Combo 3 (CIS3), and Follow-Up After Hospitalization
for Mental Illness (FUH). Detailed specifications for the calculation of these measures were
developed by the National Committee for Quality Assurance (NCQA) (a national accrediting
organization for managed care organizations) and can be found in their technical manual. The
EQRO examined the information systems, detailed algorithms, MCO extract files, medical
records, and data submissions provided to the SPHA to conduct the validation activities of this
protocol.
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Quality of Care

The HEDIS 2014 FUH measure is categorized as an Effectiveness of Care measure and is
designed to measure the quality of care received by MCO members.

Two of the three MCOs received ratings of Fully Compliant with the specifications for
calculation of this measure and one (MO Care) was Substantially Compliant. (see Table 5)

For the 7-day follow up rate, one MCO reported a rate higher than the National Medicaid
Average (42.30%) for this measure. The rate for this measure varies between MCOs. HCUSA’s
rate of 46.36% is the highest rate reported and MO Care’s rate of 39.36% is the lowest. The
MCOs’ average rate of 44.28% is 2.02 percentage points higher than the National Medicaid
Average, and is a 9.38 point increase over the 2013 rate.

This measure has been audited by the EQRO annually since 2009. The 7-Day reported rate for
all MCOs in 2014 (44.28%) returns the All MCO Rate to a rate similar to previous years’
reported rates.

The rate for the 30-day follow up rate is higher for HCUSA (69.53%) than for Home State
(59.84%) and MO Care (61.56%). The average of the MCOs is 7.3 points below the National
Commercial Average and 1.5 points above the National Medicaid Average.

This measure has been audited by the EQRO annually in six of the last seven years. The 30-Day
reported rate for all MCOs in 2014 is consistent with prior years.

Both the 7-day and 30-day Follow Up After Hospitalization rates for all MCOs demonstrates that
MO HealthNet members are receiving more follow-up services within 7 and 30 days after mental
health hospitalization than the average Medicaid participant in the United States.

Access to Care

The HEDIS 2014 Annual Dental Visit (ADV) measure is categorized as an Access/Availability
of Service measure and aims to measure the access to care received. Members need only one
qualifying visit from any appropriate provider to be included in this measure calculation.

Two of the three MCOs were Fully Compliant and one was Substantially Compliant with the
specifications for calculation of this measure.

The ADV measure has been reviewed for the last eight audit years, and rates have increased each
year except for the current year (HEDIS 2014) which shows a slight drop. In 2014, none of the
MCOs reported rates higher than the National Medicaid Average (52.65%).

The overall drop in the All MCO Statewide rate appears due to a decrease in MO Care’s ADV
rate, which fell by 12.52 points from 2013. This drop was attributed to data issues when the
company underwent a transfer of ownership during the Calendar Year 2013. After their HEDIS
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rates dropped significantly for two consecutive years, an investigation found that a significant
amount of relevant data did not transfer from the old system.

The EQRO believes that if full data were available from MO Care that statewide HEDIS 2014
rates would reflect the upward trend that has been observed for the past 8 years in Missouri. In
fact, available HEDIS 2015 rates (although not published in this report) have shown a return to
prior years’ rates. The EQRO largely attributes the continued increase in the ADV rate to the
SMA’s concentration on a Statewide Oral Health initiative that has fostered a statewide PIP. This
information can be found in the review of Performance Improvement Projects (Section 2.0) of
this report.

Timeliness of Care

The HEDIS 2014 CIS3 measure is categorized as an Effectiveness of Care measure and aims to
measure the timeliness of the care received. To increase the rates for this measure, members
must receive a series of immunizations within a very specific timeframe (i.e. prior to age 2).

Two MCOs validated by the EQRO were Fully Compliant with the specifications for calculation
of this measure and the other (MO Care) was Substantially Compliant with the specifications for
calculation.

All MCOs fell well short of the National Medicaid Average of 72.9% and the National
Commercial Average of 77%.

HCUSA’s CIS3 rate of 66.67% represented a 1.39 point increase from the 2013 rate of 65.28%.
MO Care’s rate of 50.93% represented a 6.19 point decrease from the 2013 rate and a 15.49
point decrease since 2012.

Combination 3 for this measure was audited in 2011, 2012, 2013 and 2014. Therefore, trend
analysis was examined for this 2014 audit year. The statewide rate fluctuates within a 4 point
range (57.44% - 61.27%), showing no clear trends. (see Figure 2)

Recommendations

e The SMA should continue to encourage the use of the Hybrid Method of calculation for
HEDIS measures that allow these reviews. The Hybrid review process produces higher rates
on average than an Administrative method alone.

e The MCOs should identify abnormal rate calculation issues early in the HEDIS process.

e The SMA should continue to have the EQRO validate the calculation of at least one measure
from year to year, for comparison and analysis of trend data.

e MCOs should run query reports early enough in the HEDIS season so that they may
effectuate change in rates where interventions could easily be employed; these reports should
be closely reviewed.

e When submitting medical records to the EQRO for validation, the MCO must ensure that all
documentation is accurately submitted.
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MCO Compliance with Managed Care Regulations

The purpose of the protocol to monitor MCO Compliance with Managed Care Regulations is to
provide an independent review of MCO activities and assess the outcomes of timeliness and
access to the services provided. The CMS protocol requires the utilization of two main sources
of information to determine compliance with federal regulations. These sources of information
are document review and interviews with MCO personnel. This combination of information was
designed to provide the SMA with a better understanding of organizational performance at each
MCO.

The policy and practice in the operation of each MCO was evaluated against the regulations
related to operating a Medicaid managed care program. The regulations were grouped into three
main categories: Enrollee Rights and Protections, Quality Assessment and Improvement, and
Grievance Systems. The category of Quality Assessment and Improvement was subdivided into
three subcategories: Access Standards, Structure and Operation Standards, and Measurement
and Improvement. Initially, the SMA reviewed each MCQ’s policy to determine compliance
with the requirements of the Managed Care Contract. These determinations and their application
to the requirements of the federal regulations were assessed by the EQRO.

This year’s review (calendar year 2014) is a follow-up review to the full compliance review that
was completed for 2012. The SMA reviewed current policies and procedures to ensure they
were in compliance with the both current contractual requirements and federal regulations. The
EQR Compliance Review focused on implementation of policies and procedures. The review
also included a focus on Case Management including case record reviews and interviews with
Case Management and Administrative staff. The results of the Case Management review are
reported in detail in section 5.0 of this report as a “Special Project”. The interview tools used
were based on information obtained from each MCOs’ 2014 Annual Report to the SMA and the
SMA’s Quality Strategy.

The EQRO’s review process included gathering information and documentation from the SMA
about policy submission and approval, which directly affects each MCO’s contract compliance.
This information was analyzed to determine how it related to compliance with the federal
regulations. Next, interview questions were prepared, based on the need to investigate if
practices existed in areas where approved policy was or was not available, and if local policy and
procedures were in use when approved policy was not complete. The interview responses and
additional documentation obtained on-site were then analyzed to evaluate how they contributed
to each MCO’s compliance. All information gathered was assessed, re-reviewed, and translated
into recommended compliance ratings for each regulatory provision.

For the fifth consecutive year, none of the MCOs were able to demonstrate 100% compliance
with all requirements related to case management and care coordination.
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Quiality of Care

The 13 regulations for Enrollee Rights and Protections were 100% “Met” by all MCOs.
Communicating Managed Care members’ rights to respect, privacy, and treatment options, as
well as communicating, orally and in writing, in their own language or with the provision of
interpretive services is an area of strength for all MCOs. The MCOs were aware of their need to
provide quality services to members in a timely and effective manner.

The 10 regulations for Structure and Operations Standards were 100% “Met” by all MCOs.
These included provider selection and network maintenance, subcontract relationships, and
delegation. The MCOs had active mechanisms for oversight of all subcontractors in place. This
is the fourth consecutive year that all of the MCOs maintained a 100% rating in this set of
regulations.

Access to Care

Two MCOs improved in their compliance with the 17 federal regulations concerning Access
Standards during this year’s review. However, the highest rating in this area was 82.35%
compliant. There is still more room to improve in this area.

For the 2014 review, there were no regulations rated as “Not Met”. This is an improvement over
both the 2013 and 2012 reviews, when 4 regulations were rated as “Not Met”. Across all MCOs,
the rate of regulations “Met” for the 2014 review (78.43%) is an increase over the 2013 rate of
74.51%. HCUSA and MO Care were found to be 76.47% compliant and Home State was
82.35% compliant.

Each MCO described measures they used to identify and provide services to MO HealthNet
Managed Care members who have special healthcare needs. All of the MCOs could describe
efforts to participate in community events and forums to provide education to members
regarding the use of PCPs, special programs available, and how to access their PCP and other
specialist service providers that might be required.

Timeliness of Care

No MCO achieved 100% compliance in the Measurement and Improvement area, as only nine of
the eleven applicable regulations were 100% “Met.” All of the MCOs adopted, disseminated and
applied practice guidelines to ensure sound and timely healthcare services for members. All used
their health information systems to examine the appropriate utilization of care using national
standard guidelines for utilization management. However, lower Performance Measure rates
contributed to the decline in compliance ratings in the area of Measurement and Improvement.

The MCOs continue to use member and community based quality improvement groups to assist
in determining barriers to services and methods to improve service delivery. The Case
Management departments reported integral working relationships with the Provider Services and
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Relations Departments of the MCOs. However, this relationship was not always evident in the
documentation reviewed.

All of the regulations for Grievance Systems were 100% compliant for all of the MCOs. These
regulations all pertained to the written policy and procedure of the MCOs.

Conclusions

Since the EQRO began reviewing compliance in 2004, the MCOs have shown significant
improvement in their ability to meet the requirements of compliance with the federal regulations.
Initially, the MCOs did not have complete and approved written policies and procedures and
MCO processes did not exhibit compliance with contractual and regulatory requirements. This
review examined not only the written policy, but also conducted interviews to identify if the
activities of front line and administrative staff were in compliance. The MCOs have used
previous EQR report recommendations to ensure compliant and member-focused procedures.

All MCOs were 100% compliant with three of the compliance areas validated during this review
year. For the fifth year in a row, none of the three MCOs were 100% compliant with all
requirements, due in large part to the issues the EQRO found in the MCO’s compliance with
Case Management requirements. The 2014 overall rating of 94.20% compliance for all MCOs is
a 3.45 percentage point increase from 2013. This is the highest overall compliance rating
received by the MCOs to date.

Recommendations

e MCOs should continue to submit all required policy and procedures in a timely manner. This
is only the second review year when all MCOs have approved policy and procedures. This
improvement is likely due to the requirement that all MCOs be NCQA accredited.

e All MCOs need to examine their case management programs. Attention to the depth and
quality of case management services should be a priority for every MCO. Goals should be
established for the number of members in case management and the outcomes of the delivery
of case management services. Continued attention must be applied to ensure the EQRO
receives documentation as requested to validate that these services are occurring.

e Accuracy in submission Case Management records continues to adversely affect the
Compliance ratings awarded to each MCO. The MCOs must be sure that all information is
submitted accurately for all data requests from the EQRO.

e Concerns remain about locating and identifying members and engaging them in the case
management process. Ensuring that MCO members have access to case management
services remains a concern.

Encounter Data Validation

Encounter claims data are used by States to conduct rate setting and quality improvement
evaluation. Before encounter claims data can be used, it is necessary to establish the extent to
which the data for critical fields (e.g., diagnosis and procedure codes, member identifiers) are
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complete (each field contains information), accurate (the information contained in each field is of
the right size and type), and valid (the information represents actual dates or procedure and
diagnosis codes). Several critical fields for each of five claim types (Medical, Dental, Home
Health, Inpatient, and Outpatient Hospital) were identified by the State and examined by the
State’s Actuary for completeness, accuracy, and validity using an extract file from paid
encounter claims (pharmacy services were carved out of the MO HealthNet Managed Care
benefit package effective October 1, 2009). To examine the extent to which the State encounter
claims database was complete (the extent to which the State encounter claims database

represents all claims paid by MCOs); the level and consistency of services was evaluated by
examining the rate of each of five claim types.

The State’s Actuary conducted the encounter data validation on Health Plan encounter claims
submitted with dates of service during calendar year (CY) 2010 and 2011 where claims have
been paid through March 2012. The validation was conducted with a primary focus on the
accuracy and completeness of the data for expanded use in future capitation rate development as
a base data source and for certain rate-setting efficiency adjustments. In addition, the validation
was conducted to assess the encounter data for the potential use of the medical services data in
the development of Health Plan risk scores used in the risk-adjusted efficiency (RAE) adjustment
and for risk-adjusted rates (RAR). The validation process included review of specific fields in
the encounter data and a comparison to the Health Plan reported financial data required of the
Health Plans through the Attachment 10 reporting.

Strengths

e Total statewide costs match well between the encounter and financial data sources in CY
2010, with encounter costs being within 1% of the financial data

e The Health Plans are reporting a more consistent proportion of secondary and additional
diagnoses codes as compared to in the past. This improvement in consistency advances
the State closer to its goal of being able to use full medical data in the RAE analysis and
for future risk-adjusted rates.

Areas for Improvement

e Although Health Plans rarely miss the contractual requirement that 95% of encounter
submissions be accepted by the system, there are still Health Plans struggling with
submitting complete encounter data based on comparison to financial data. Additionally,
there are short-term anomalies in the level of encounter submissions that occur specific to
Health Plans that are not captured by the monitoring of the 95% acceptance level. The
acceptance level only considers encounter claims that are submitted. If Health Plans do
not submit an encounter or a significant volume of encounters, those encounters are not
counted toward the 95% acceptance rate and missing encounters are not identified.

e Significant differences are occurring in the bucketing of certain Categories of Service
between the encounter data and the financial data. Coding is assigned based on various
fields, such as Provider Type. Based on the way these fields are defined for the encounter
data, and whether they are even available in the encounter data, is a contributing factor to
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the discrepancies by Category of Service. The State has been researching this issue and is
looking into resolutions. MMIS coding changes and billing guidance have changed over
time that could be contributing to Category of Service differences.

When comparing costs by rate cell between the encounter data and the financial data, a
few rate cells show significant differences across all Health Plans. Each of these rate cells
may be connected to Health Plan provider contracting arrangements for delivery services.
The encounter data reflect high delivery costs, but lower costs for newborns and the
female, child-bearing aged rate cells. The various contracting arrangements across the
Health Plans make it difficult to directly match the encounter data to financial data across
these rate cells.

Subcapitated encounter dollars are often not included in the encounter data submissions.

Recommendations

Work with Health Plans to continue improving the reporting level of all diagnosis codes
for each encounter; specifically to submit secondary and additional diagnoses codes for
Inpatient or Outpatient claim types

Develop additional encounter data monitoring beyond the 95% acceptance rate to identify
missing encounters more quickly

Monitor encounter data submission completeness and accuracy for the new Health Plans,
effective July 1, 2012

Create timelines for the Health Plans related to the implementation of increased reliance
on encounter data to set managed care capitation rates and for moving to a full diagnosis-
based RAR model. Hard implementation dates impacting reimbursement levels will help
incent Health Plans to improve encounter data reporting.

Action Steps

The State currently meets quarterly with Health Plans to discuss and resolve any
encounter data issues.

Effective July 1, 2015, the Managed Care contract now includes a performance metric
specifically addressing the improvement of the encounter data acceptance rate.

Effective July 1, 2015, the State has moved to a full diagnosis-based Risk Adjusted Rate
model.

MO HealthNet MCO Special Project- Case Management Performance Review

In 2010 the EQRO began conducting a special project related to the provision of Case
Management services by the MCOs. The objective of this special project is to complete an in-
depth follow-up review of Case Management by assessing the MCOs’ improvement in service
delivery and record keeping. This involved the evaluation of the MCOs’ compliance with the
federal regulations and the Managed Care contract as it pertained to Case Management.

The focus of this review was as follows:
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e Assessing the MCOs’ attention to and performance in providing case management to:
o Pregnant members;
o Members with special health care needs; and
o Children with elevated blood lead levels.
e Evaluating compliance with the case management requirements of MHD Managed Care
contract; and
e Exploring the effectiveness of case management activities provided by the MCOs on
cases reported as open in each MCO system.

There are nine categories in which each MCO is evaluated for compliance with the Case
Management requirements of their MHD Managed Care Contract. These contract categories
include:

Introduction to Case Management
Assessment

Care Planning

Referrals

Face to Face Contacts

Progress Notes

PCP Involvement

Care Coordination

Transition At Closing

Care Management Record Review

The care management record review was designed to verify that case management activities
were conducted in compliance with the Managed Care contract and with all applicable federal
policies. The case files were evaluated based on the Care Management requirements found in
the July 1, 2012 Managed Care contract.

A listing of open and active cases from the fourth quarter of 2012 was requested from all three
MCOs, organized by type including lead, OB, and special health care needs. A random sample
of ten (10) cases per category from the listings provided by each MCO was requested for review.
The MCOs sent all requested case records to the EQRO. An additional ten (10) cases of
Emergency Department referrals were requested from MO Care and HCUSA.

Quality of Care

When members are properly introduced to and engaged in case management, the quality of
service delivery improves. Case managers maintain contact and in some cases advocate for
extraordinary services to meet members healthcare needs.

e MO Care improved in eight of the nine areas measured in this review. The MCO
partners with the Children’s Mercy Pediatric Care Network in the Western Region.
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These cases indicated exemplary case management services that promoted quality care
for members.

e Home State improved in seven of the nine areas measured. The two areas where the
MCO declined were assessment and case planning. These both reflect a problem with
contacting and engaging members who have elevated blood lead levels. During the
measurement year, the MCO has introduced improved methods of contacting members,
including using services to meet members in their homes. However, they do continue to
struggle with members requiring lead case management. Lead cases remain open until
the child’s tested blood lead level falls below the standard. Families did not cooperate
with case managers’ efforts to obtain current blood testing, particularly when the affected
child reached their teens. The MCO attempts continued contact but often without success.

e HCUSA improved in six of the nine areas measured, although in two of these areas the
improvement was less than 1%. During on-site discussions the MCO advised that they
plan to implement new approaches in several areas of their case management program in
an effort to garner significant levels of improvements. The static numbers observed
during 2014 do require attention to maintain previous accomplishments.

Access to Care

Access to care was enhanced when case managers actively worked with families. Reviews
indicated creative efforts to locate members, including contractors who “drive by” members
reported addresses to learn if the member is actually living there and to obtain forwarding
information whenever possible. Case managers contact a variety of sources to track members’
whereabouts, such as the PCP office, schools, community service providers, and community-
based clinics. In many instances, the MCOs are partnering with home health agencies to ensure
that members follow through on their part of a case plan and obtain the services they need.

e Access was improved by case managers’ efforts to obtain community or provider based
services, which uniquely met members’ needs.

e Access was improved when case managers remained in contact with members receiving
OB services. This ensured members’ access to services such as a follow-up with their
OB-GYN and a first visit to the pediatrician for the baby.

e The following problems were observed and had a less desirable effect on members’
access to services and health care:

o Face-to-face contacts are still not occurring as often as necessary, even when a
contracted provider is authorized to see the member and report their contacts. In
some of these cases the member did not receive services needed, which negatively
impacted healthcare outcomes.

o Duplication of services was noted in instances where consistent case/care
coordination did not occur.

Timeliness of Care

When case managers are actively serving a member there are fewer emergency department visits,
greater attendance at scheduled appointments, and an increased use of specialists when indicated.
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When case management occurred in OB cases, follow-up visits with the OB and initial

pediatrician appointments for the newborn were more likely to occur within specified

time frames. Parents who utilized these services often chose their current MCO when
enrolling their infant in MO HealthNet, rather than allowing auto assignment with
another MCO. When this occurred, ongoing preventive care continued.

Case managers continue to report that they are unable to create a useful transition plan

with the member when it appears the case should be closed.

o It often appears that after members’ health care needs are met, the member loses
interest in case management and no longer returns calls or responds to letters to
arrange a transition plan. Case managers do point out that they often hear from a
member months later when a new problem arises. The member tells them, “T still
have your card and number.”

Information sharing with PCP offices requires improvement.

o Case managers’ lack of attention to this aspect of service delivery negatively impacts
members’ ability to obtain needed services in a timely manner.

= Case notes reflect that in many instances instructions are given to the member
with the hope that they will take responsibility for follow-up and timely self-
care.

= The case managers admit that when they have a relationship with the
physician’s office it is beneficial to their work with the member.

= Timeliness is greatly improved by ensuring that members, particularly
members with special health care needs, obtain all necessary medical services
with some oversight.

Recommendations

Case managers should copy their own records when cases are requested or should ensure
that all required information is submitted. During past reviews, when clerical staff
created these submissions many sections of the records or notes were omitted. The case
notes should include information indicating an understanding of the information collected
through the assessment process or tool and explain how this drives the services provided
to the member. Case managers reflect that they have access to a great deal of information
in their case management systems. When cases were requested for the review, a
reminder was included asking for all case documentation.

The MCOs should continue to invest in a model ensuring that members receive the face-
to-face contacts required. This may be more direct contact with members, or better
progress notes when a contracted entity is used. Many of the MCOs “best practices” and
PIP outlines reviewed by the EQRO include projects requiring in-home and intensive
case management. This is an area that will benefit if all plans that were described are put
in place.

Lead Case Management should include active attempts to make a contact with the
member or member’s family. A relationship should be established. This is an area that
has improved, but case managers continue to have difficulty in engaging members who
do not want to be involved.
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e Continued attention is required in the lead case management program. Many of these
cases include multiple children and often include additional medical issues. Case
managers may have more success if there were one case manager per family, rather than
one case manager per member, per medical issue.

e Each MCO must continue their commitment to finding “hard to locate members.” These
are often the members who will truly benefit from the receipt of case management
Services.

e Complex case management, care coordination, and in some cases disease management,
are not consistently defined at each MCO. This creates confusion in requesting and
reviewing cases.

e Concerns remain about the number of cases actually opened for case management.
Locating and identifying these members, and engaging them in the case management
process, is critical to meeting members healthcare needs. Ensuring that MCO members
actually have access to case management services remains a concern.

e Case notes should reflect attention to the services indicated as needed in initial and on-
going assessments. If an assessment indicates multiple service needs, including
behavioral health, how these needs are met must be reflected in the case notes. If an
initial intake indicates that a member has “high” needs, and the complete assessment
finds this is not accurate, this discrepancy should be explained in the case record.

e How acuity is determined is often unclear. This information and how the decision is
made must be available to ensure that the member is receiving the best available services.

Corrective action (MCO/provider level): The EQRO recommendations were presented to the
Quality Assessment and Improvement (QA&I) Advisory Group. The QA&I Advisory Group
formed a task force to review the recommendations and provide input to the QA&I Advisory
Group regarding actions needed. The QA&I Advisory Group will recommend actions to be
taken on the EQRO recommendations

Program change (system-wide level): Not applicable.

Behavioral Health Reviews Conducted by the MO HealthNet Division and the Department
of Mental Health

Since 2008, the MHD has focused on clinical performance reviews of the Behavioral Health
Organizations for the MCOs. The 2008 review was conducted through a contract with Mercer
(part of Mercer Health & Benefits LLC) for four of the MCOs. Staff from MHD and the
Department of Mental Health (DMH) conducted the behavioral health operations review for the
two remaining MCOs in 2009, and for all MCOs beginning in 2010. The focus of the behavioral
health reviews was to explore variances in behavioral health utilization and to identify any
patterns of under or over-utilization that would suggest issues with access to or quality of care
for Managed Care enrollees. The reviews addressed the following areas with respect to
utilization:
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e Adequacy of quality monitoring systems including oversight of staff performance;
caseloads; network access; provider practice patterns; utilization; denial and complaint
trends and other quality data.

e Involvement of the Medical Director in utilization and quality management.

e Effectiveness of executive management and MCO oversight and reports.

e Performance on a number of key metrics including telephone response, staff turnover,
network access, and utilization and complaint rates.

The 2014 behavioral health case management record review findings continue to identify
opportunities to improve case management services.

Problems Identified: All MCOs continue to have some opportunity for improvement in the
following areas;

Coordinating the members’ care with community resources;

Engaging members in case management;

Providing access to inpatient diversion services (alternative services to inpatient care);

Assisting participants with accessing providers;

Performing assessments within the allotted timeframes set forth in the Managed Care

contract;

e Providing comprehensive outreach strategies to assist participants prior to the occurrence
of an emergency;

e Integrating behavioral/physical health;

e Providing an array and intensity of services to maintain community tenure;

e Reviewing treatment plans with providers to include addressing not only symptom
reduction but members’ functioning, quality of life, cultural factors, strengths, and
symptom-free periods;

e Developing objective and measurable treatment goals and following up appropriately;

e Developing recovery and resilience principles with member rather than focusing
primarily on symptom severity;

e Assuring discharge planning begins at admission; and

e Improving the consistency of the application of Level of Care Utilization System

(LOCUS) and the Child and Adolescent Level of Care Utilization System (CALOCUS).

Corrective Action (MCO/provider level): As a result of the Behavioral Health Reviews, each
MCO was required to submit a Corrective Action Plan addressing the findings and
recommendations in the review report. The State in conjunction with the DMH has conducted
follow up reviews of each MCO and their Behavioral Health Organization.

Program Change (system-wide level): The MHD Quality Assessment and Improvement
(QA&I) Advisory Group continues to address problems identified during the Behavioral Health
Reviews. The MCOs will be required to submit updates on their Corrective Action Plans (CAP)
to the State. The updates will consist of a brief written document with steps taken, progress,
process towards goals, and actions pending or yet to be taken. As part of the corrective action

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
152



plan, the State will have calls with the MCOs to monitor progress and provide technical
assistance. If deficiencies are not corrected within the established time period identifies in the
CAP submitted to and approved by the State, the State will enforce penalties as detailed in the
Managed Care contract. Beginning in 2015, MHD plans to start performing physical health
reviews in addition to the behavioral health reviews already being performed. The reviews will
be a more holistic approach and will allow MHD to gain knowledge of how each MCOs case
management program functions on a behavioral health and physical health level.
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Executive Order 98-12

Executive Order 98-12 was signed on August 12, 1998. This order requires the Department of
Social Services (DSS) and the Department of Mental Health (DMH) to collaborate on behavioral
health matters, including activities related to Managed Care.

The Department of Social Services, the MO HealthNet Division (MHD), and the Department of
Mental Health have established a strong and consistent collaborative working relationship that is
focused on quality and accountability.

Executive Order 98-12 requires the Department of Social Services (DSS) and the Department of
Mental Health (DMH) to:

e Collaborate in developing, implementing, and maintaining a structure of Managed Care
that increases the quality, access, availability, cost efficiency, and consumer satisfaction
of Managed Care behavioral health services;

e Jointly address current concerns about the management of behavioral health care in the
Managed Care Program by sharing the expertise and knowledge of each department in
their respective fields;

e Determine the Managed Care populations at risk, identify behavioral health needs of
those individuals, and secure the most appropriate behavioral health treatment under the
terms of Managed Care contracts;

e Develop strategies to build behavioral health systems capacity in underserved areas.

e Analyze covered services;

e Establish reviews of health-related consumer grievances and provider appeals under the
terms of Managed Care contracts;

e Establish behavioral health sentinel indicators;

Identify required data, participate in data analysis and establish outcomes based on data

analysis;

Design and implement the quality assurance process for behavioral health; and,

Participate in targeted reviews as necessary.

Develop and evaluate Requests for Proposals;

Participate in contract compliance reviews and readiness reviews of behavioral health

organizations and managed care organizations; and

e Develop strong, clear, mandatory language regarding client rights in the client handbook.

The following summary lists activities and accomplishments in the designated areas, as well as
references to additional collaborative activities.

Managed Care Quality Assessment and Improvement Advisory Group

The MHD utilizes the Managed Care Quality Assessment and Improvement Advisory Group
(QA&I) to work with stakeholders to improve services.
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The QA&I Advisory Group includes representatives from the Department of Mental Health. The
MHD uses the Behavioral Health Task Force to address important issues of quality.

Establishment of Comparable Quality Indicators for MCOs"

Managed Care MCOs self-report a variety of quality outcome and performance measures for
behavioral health services. These include measures of provider availability, service utilization
counts, and timeliness of follow-up after critical care events, patient satisfaction, and a number
of nationally-reported quality metrics. These measures are compiled at MHD and reviewed with
the MCOs annually at the Fall QA&I meeting.

Beginning in 2013 the entire dataset has been assembled annually in a database for distribution
to the health plans. The database includes an easy-to-use interface that permits MCQOs to review
their performance trends over time for selected measures, as well as compare their performance
to that of other MCOs. Graphs are quickly produced and can be easily printed. A “Top 10”
section allows for a quick look at the measures that are showing the most improvement between
two selected comparison years, as well as measures for which the MCO is least successful.

We anticipate that the database will be a useful tool for MHD as well as the MCOs for analyzing
trends, identifying areas of opportunity, and measuring the impact of new strategies and
interventions. In particular, we expect that the tool will lead to a more data-driven approach to
development of program improvement projects by the MCOs.

MO HealthNet Managed Care Behavioral Health Reviews

Beginning in 2008, the MHD and DMH staff have participated collaboratively in reviews to
evaluate the clinical operations of the managed behavioral health organizations and MCOs’
oversight of their behavioral health subcontractor. The behavioral health reviews evaluate the:

e Effectiveness of case management activities,

e Variances in behavioral health utilization to identify under or over utilization that
implicates access to or quality of care for the MO HealthNet Managed Care members,

e Compliance with the MO HealthNet Managed Care contract, and

e Readiness of an MCO to manage behavioral health services.

Non-Pharmaceutical Mental Health Services Prior Authorization Advisory Committee

The DMH actively participates in the Non-Pharmaceutical Mental Health Services Prior
Authorization Advisory Committee, which reviews and makes recommendations regarding the
prior authorization process to MHD. The DMH Chief Clinical Officer and Director of
Children’s Clinical Services serve on this committee along with other practicing clinicians from
the field. This committee makes recommendations on best practices and provides ongoing

1 Indicators are commonly defined and based on HEDIS (Healthcare Effectiveness Data and Information Set) definitions.
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clinical consultation regarding the authorization of non-pharmaceutical behavioral health
Services.

Clinical Consultation
As requested by MHD, the DMH provides utilization review for the medical necessity of
admission and appropriate length of stay, as well as quality of treatment for inpatient hospital

stays.

The DMH Chief Clinical Officer and Associate Medical Director regularly participate in and
provide technical assistance in behavioral health areas to the following MHD committees:

Drug Utilization Review Committee;

Non-Pharmaceutical Mental Health Services Advisory Committee;

Managed Care Quality Assessment and Improvement Advisory Group; and

APS HealthCare/Chronic Care Improvement Program Quality (through 7/31/10);

e o ¢

In addition, the DMH Director of Children’s Clinical Services provides clinical consultation to
the Department of Social Services, Children’s Division on youth with severe behavioral health
needs that require specialized, individualized care.

Mental Health and Juvenile Justice Policy Group

The Mental Health and Juvenile Justice Policy Group was formed in 2005 in response to a
National Policy Academy on improving services for youth involved in the juvenile justice
system. Representatives from Department of Social Services, including Children’s Division,
Division of Youth Services (DYS), and MHD, serve on this state group.

The Policy Group is currently working on integrating psychiatric care into the nationally
acclaimed developmental model implemented within DYS. This includes improving access to
psychiatry through telehealth, improving quality of psychiatric care through targeting training for
psychiatry fellows related to the DYS model, trauma and risk factors, as well as examining
screening processes to ensure the limited use of psychotropic medications to those youth who
require that intervention. These activities continue.

Social Services sent an interagency team to the Crossover Youth Certificate Program with
representatives from DSS, DMH, OSCA and Missouri Juvenile Justice Association (MJJA)
beginning in 2012. The team has since supported two pilot sites, one in Greene County, the
other in Jefferson County to bring together interagency teams to develop policies and practices
that help identify youth at risk of crossing over from abuse/neglected to delinquency and
mitigating the risks. Consultants from Georgetown University are also meeting with the teams.
Areas of specific focus include mapping the pathways from abuse to delinquency, screening for
and addressing trauma, and enhancing collaboration and service planning. This work continues
with plans to expand into other sites by 2015.
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Currently, work is being done on Crossover Youth, trauma, and integration of psychiatry into the
DYS model through connected groups, including the Crossover Youth State Policy Team. To
avoid duplication of efforts, members of the Juvenile Policy Group will reconvene only as the
need arises.

System of Care Public Policy Activities

The Children’s Division continues to partner with the DMH on a variety of system of care
activities. Senate Bill 1003, the Children’s Mental Health Reform Act, was passed by the
General Assembly and signed by the Governor during 2004. Among its provisions was the
charge that the DMH, in partnership with other child serving state agencies and community
stakeholders, craft a plan to establish a Comprehensive Children’s Mental Health System for
Missouri.

Comprehensive System Management Team

The existing Comprehensive System Management Team (CSMT) was temporarily suspended by
the DMH for the purpose of restructuring. In the summer of 2013 directors and deputy directors
of state child serving agencies met to identify high priority children’s issues. This effort is still
in progress. The deputy director’s group is under consideration to act in an advisory capacity on
local policy issues, as well as cross-agency initiatives.

Stakeholders Advisory Group

The Stakeholders Advisory Group (SAG) provided family representation to the System of Care
Work Group (SOC WG) and the Public Health Committee (PHC) throughout 2013. The chair
provided family representation and acted as a liaison between SAG and the DMH Statewide
Advisory Council (SAC) and other advisory groups. The SAG is actively working to establish
new direction and goals for 2014 that include advocacy and legislative policy issues, training and
empowering families, “hot topics”, barriers and issues for families, and information
dissemination from SAG to other meetings locally with the goal of effecting change.

Reducing Number of Youth in State Custody Solely to Access Behavioral Health Services

This continues to take a two-prong approach. The Custody Diversion Protocol implemented
statewide in December of 2004 and the Voluntary Placement Agreement in February of 2005,
through a partnership between the DMH and the Children’s Division, allow the state to divert
children from state custody solely to access behavioral health services. Extensive training has
occurred across the state since inception. Through June of 2014, 1,078 youth have been referred
through the Custody Division Protocol, with 96% successfully diverted from state custody. Of
the youth diverted 34% were maintained with services in their home and community, and

another 10% were only out of home for a brief period of time (less than one month). The
Transfer of Custody (Senate Bill 1003) initiated at approximately the same time allows the
Family Support Team of children in Children’s Division custody to review for appropriateness of
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transferring the child’s legal custody back to their parents due to the absence of abuse/neglect or
significant safety issues.

Both the Diversion Protocol and Transfer Protocol are supported through interagency agreements
related to funding of behavioral health services, with Children’s Division providing support
through the Voluntary Placement Agreement and funding following the child when transferred
out of Children’s Division custody.

Missouri Department of Mental Health and MO HealthNet Division Program Prescribing
Practices Project

This project began in January 2003 through formal agreements between the DMH, MHD, and
Comprehensive Neuroscience, now doing business as Care Management Technologies (CMT).

The goal of the project is to improve patient outcomes by improving psychiatric prescribing
practices, improving continuity of care across multiple prescribers, and improving patient
adherence to medication treatments for patients in the MO HealthNet program. Secondary goals
include containing pharmacy costs and maintaining access to the open formulary of psychiatric
medications.

The project’s method and interventions are based on the following principles:
e prescribing and pharmacy utilization management decisions should be based on data instead
of anecdote;
e interventions should make use of existing data sets and support the current prescribers; and
e interventions should be respectful of physician/patient autonomy and minimize unintended
consequences.

The project assumes that prescribing consistent with nationally recognized best practice
standards will lower overall health care costs and that prescribers will voluntarily adhere to
national standards when they know what they are.

Evidence-based and expert consensus medication practice guidelines from the peer-reviewed
literature are used to identify medication prescription patterns that are usually inconsistent with
best practice. Pharmacy claims from MHD are transmitted to CMT for monthly analysis to
identify prescribing patterns falling outside nationally recognized best practice guidelines. The
DMH Chief Clinical Officer and MHD Pharmacy Director determined areas of prescribing
practice to focus educational alerts to outlier prescribers for quality improvement. Quarterly
behavioral pharmacy mailings go out to up to 2000 Adult prescribers, and up to 1000 Child
prescribers. Bimonthly opioid prescribing mailings are sent to up to 2000 Adult & Elderly
prescribers. Each prescriber receives a cover letter identifying areas of prescribing concern,
patient specific information, educational monographs describing the relevant best practice
guideline(s) and a behavioral pharmacy prescriber specific benchmark report which provider’s
information to the prescriber about his/her practice pattern compared to his peers. In addition,
the project alerts all Missouri physicians of patients who failed to refill key behavioral health
medications in a timely fashion or were prescribed multiple drugs of the same chemical class
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concurrently from different physicians. Prescribers also receive a report of all psychiatric
medications their patients have received in the previous 90 days including date, dosage,
prescriber (including those other than themselves) and dispensing pharmacy. Prescribers are
offered telephone consultation by psychiatrists with specific psychopharmacology expertise.

Prescription of psychiatric medications for the treatment of mental illness is the most common
and most effective treatment modality currently available. There are very few innovative
programs focused on improving the quality and outcomes of psychiatric prescribing and none
that have been acknowledged with a Gold award from the Utilization Review Accreditation
Commission (URAC). The partnership is led by a psychiatrist and has successfully improved the
quality of psychiatric prescribing by both psychiatrists and primary care prescribers and has
demonstrated improved clinical outcomes and cost savings. The partnership is widely
recognized as a national innovation and has been rapidly replicated throughout the nation. It has
continuously improved its method and continues to implement innovate new approaches.

Successes of the Behavioral Pharmacy Management Program include:
e Total estimated savings of $19.15 million in behavioral pharmacy, hospital and ER costs
for the 14,000 adult and child patients as of April 2013 for those with an intervention in
2011 or 2012.
e This is an average combined savings of $143 per intervened patient per month.

Successes of the Opioid Prescription Intervention Program (OPI) include:
e Estimated annual savings of $759,490 in opioid pharmacy cost avoidance. This is an
average of $11.86 per intervened patient per month.
e Significant decrease of emergency department visits by 36% and hospital admits
decreased by 34%

Successes of the Child Antipsychotic Prevalence Program include:
e Estimated 18 month savings of $6.77 million in behavioral pharmacy cost avoidance for
the children receiving an intervention.
e The rate of child antipsychotic prevalence dropped from 35% to 30% in the 15 months of
intervention between November 2009 — February 2011.
e Building upon this success, the use of atypical antipsychotic medication in children four
years of age and younger decreased by 80% between May 2011 and April 2012.
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Health Home Initiative

In 2010 the Centers for Medicare and Medicaid Services (CMS), Department of Health and
Human Services released guidance on implementation of section 2703 of the Affordable Care
Act, entitled “State Option to Provide Health Homes for Enrollees with Chronic Conditions.”

Section 2703 adds section 1945 to the Social Security Act to allow States to elect an option
under the Medicaid State Plan in which States can address and receive additional Federal support
for the enhanced integration and coordination of primary, acute, behavioral health (mental health
and substance use), and long-term services and supports for persons across the lifespan with
chronic illness. To achieve the full integration of care for individuals with chronic health
conditions Missouri’s MO HealthNet Division (MHD) partnered with the Office of the Chief
Clinical Officer of the Department of Mental Health (DMH) to plan and implement Health
Homes in Missouri.

The former Chief Clinical Officer for the DMH, now the Division Director for the MHD,
convened a group of critical partners including the Coalition for Community Behavioral
Healthcare, the Missouri Primary Care Association as well as the Missouri Foundation for Health
to create a comprehensive model that builds on the strengths of both the public mental health
system as well as the system of primary care providers to achieve integrated health management
through a health home for MO HealthNet participants with complex chronic health conditions.
To meet this goal, two separate though connected models were developed and respective state
plan amendments developed and submitted to CMS. The Community Mental Health Center
Healthcare Home (CMHC HCH) model was the first state plan amendment submitted to CMS as
well as the first approved. The Primary Care Health Home (PCHH) state plan amendment was
submitted shortly thereafter and was approved on December 23, 2011. Twenty-four
organizations were originally approved to provide PCHH services at over eighty clinic sites
throughout Missouri. Providers implemented services between January and April 2012.
Twenty-nine CMHC HCHSs began providing services in January 2012. In 2014, MHD reopened
the PCHH provider application process. As a result, there are now 32 organizations providing
PCHH services at over 100 clinic sites throughout Missouri. MHD will also be opening the
application process for PCHH providers in 2016, with new sites and organizations expected to
begin providing PCHH services in July 2016.

A Health Home is a place where individuals can go throughout their lifetime to have their
healthcare needs identified and coordinated including medical, behavioral, acute and chronic
health care needs. Treatment and supports are provided through an integrated, holistic approach
to maximize the potential for positive health outcomes. Research has shown that individuals
with serious behavioral health conditions on average die 25 years earlier than the general
population. Additionally 60% of premature deaths in persons with schizophrenia are due to
medical conditions such as cardiovascular, pulmonary or infectious diseases. At the same time,
individuals with chronic physical health conditions often develop behavioral health issues such
as depression, anxiety and substance use disorders.
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Creation and implementation of Health Homes in Missouri follows and builds upon previous
initiatives implemented through ongoing collaborations between MHD and DMH. Such
initiatives include development of Health Information Technology (HIT) such as the Behavior
Pharmacy Program as well as Disease Management (DM) and Medication Adherence reports;
FQHC/CMHC collaborations; the Chronic Care Improvement Program (CCIP), and Wellness
Initiatives such as metabolic syndrome screening and the DM 3700 initiative. Health Homes
target individuals with chronic health conditions, particularly serious mental illness, diabetes,
cardiovascular disease, asthma and chronic obstructive pulmonary disease, obesity, tobacco use
and developmental disabilities. Functions of a health home include care management and
coordination, providing health and wellness education, assuring receipt of preventive services
and primary care, assurance that consumers with chronic health conditions receive the medical
care they need and assistance in management of their illness, facilitating and managing
transitions of care (e.g. following up after emergency department visits and inpatient stays to
assist with follow-up care, discharge planning and medication reconciliation), use of health
technologies and access to education and supports for families.

MHD, DMH and Missouri Institute of Mental Health (MIMH) are currently working on a paper
describing the clinical and utilization outcomes of both the CMHC and PC Health Home
programs. The paper will be submitted for publication as a journal article early in 2016.
Outcomes to date include a reduction in emergency department and hospital use, and also
clinically significant improvements in clinical measures (such as LDL cholesterol level, HgB
A1C (for diabetes), and blood pressure),

Funding for implementation of this initiative is provided through a per member/per month
(PMPM) payment paid by the MHD to support additional staff dedicated to the health home
functions, HIT tools, and administrative support. Additionally, for the first eight (8) quarters of
implementation (through December 2013) the state received an enhanced federal match for all
health home PMPMs. For the Community Mental Health Center model dedicated staff for the
health home includes a Healthcare Home Director, Primary Care Physician Consultant, Nurse
Care Managers, and clerical staff. For the primary care health home model dedicated staff
includes a Health Home Director, Nurse Care Managers, Behavioral Health Consultant, and Care
Coordinator. MHD is currently conducting a pilot project in Kansas City and southwest
Missouri to determine the benefits of adding community health workers (CHWs) to the PCHH
care team. CHWs function as care coordinators and as a community-based extension of the care
coordination already provided by the Primary Care Health Home. These CHWs work with “high
utilizers” (of emergency rooms and hospitals) and high risk PCHH participants in their homes
and in the community, and focus on helping them address social determinants impacting their
health and well-being, as well as healthcare services utilization.

Data on specific performance indicators are being captured and include clinical measures,
process measures, appropriate prescribing indicators as well as medication adherence data;
outcomes from metabolic screening; use of appropriate health technology including
CyberAccess; hospital admissions and visits to emergency departments as well as related
transition and coordination within the community; substance use disorder; and tobacco use.
MHD and DMH continue to enhance the Health Home initiative through enhancements to
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performance measures as indicated; ongoing provider education through care team forums,
DVDs, learning collaboratives, provider conference calls and webinars; and continued work with
CMS to improve performance and enhance outcomes and efficiencies.

The Departments of Mental Health and Social Services collaborate closely on the
implementation and evaluation of the health home initiatives. Operations meetings with staff
from both departments are held regularly, as are financial and clinical evaluation meetings.

The PCHH program manager participates in leadership team and operational meetings for the
CMHC HCH, and the CMHC program manager participates in those meetings for the PCHH
initiative. The leadership of both initiatives is committed to operating the two initiatives as
similarly as possible when overlapping processes exist, and work together to address issues that
involve both initiatives. Likewise, MHD and DMH leadership encourage the PCHH and CMHC
HHSs to work together on the management and coordination of care of shared patients.

Health Home Number of
Model Members *
PCHH 18,559
CMHC HCH 24,095
*As of 12/31/2015

The CMHC State Plan Amendment (SPA) was approved 10/20/11.
The Primary Care SPA was approved 12/22/11.

Problems Identified: Not applicable.
Corrective Action (MCO/provider level): Not applicable.

Program Change (system-wide level): Not applicable.
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Strategy: Statewide Performance Improvement Projects
RESPONSE:

MCO
Source:  Statewide Performance Improvement Project Task Force

Confirmation it was conducted as described:
X Yes
No. Please explain:

Statewide Performance Improvement Project
Adolescent Well-Care (AWC) PIP

This PIP was formally replaced in September 2009, by the Oral PIP, but the MCQOs continue to
evaluate the effectiveness of their initiatives and the measure continues to be monitored by the
individual MCOs as they track adolescent well care rates. MCO specific interventions continue
to be completed on an annual basis to increase adolescent well care rates. The MCOs’ regional
score for Adolescent Well-Care Visits is used in the Auto-Assignment Process.

Oral Health Statewide PIP

Based on a 2008 site visit at the Department of Social ServicessMO HealthNet Division
(DSS/MHD) conducted by the Centers for Medicare & Medicaid Services (CMS) and a
subsequent site visit report, the State decided to initiate a statewide Performance Improvement
Project (PIP) for oral health. The Dental Task Force, formed in September 2009, provides the
forum for collaboration between the MCOs to improve dental care to the Managed Care
population.

The Dental Task Force is composed of representatives from the MCOs, the Missouri Coalition
for Oral Health, the External Quality Review Organization, the Missouri Department of Health
and Senior Services, MHD, Missouri’s Dental Director, Legal Services of Missouri (advocates
for Managed Care members), and DentaQuest (MCOs’ dental subcontractor).

The MCOs project provides comprehensive dental care as a part of the EPSDT benefit. All
dental services are covered, including diagnostic care, as well as all necessary treatment and
follow-up care. Dental benefits are covered for all members from birth through age twenty (20)
and for all pregnant women. Non-pregnant members who are twenty-one (21) or older receive
dental services related to trauma to the mouth, jaw, teeth, or other contiguous sites as a result of
injury, and dental services when the absence of dental treatment would adversely affect a pre-
existing medical condition (i.e. cancer, trauma related to oral health, diabetes, etc.).

In 2014, the potential barriers for access to dental care remained unchanged from earlier years
and continue to include the following:
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Provider participation — Fewer dentists are participating in the Medicaid program.
Reimbursement rates — The reimbursement by Medicaid does not meet the cost of many
of the dental services that are provided.

Administrative Issues

Complex enrollment forms

Non-standard billing forms

Excessive prior authorization requirements

Slow payments

o Inefficient eligibility determinations

No Shows — According to the American Dental Association (ADA), one-third of
Medicaid dental appointments result in ‘no shows’. For families with Medicaid-eligible
children, a lack of reliable transportation to the dental office and difficulties arranging for
child care or leave from work often lead to missed appointments.

Geographical Barriers — Competitive market to keep dentists practicing in their locale.
Personal Behaviors — Parents may not be familiar with the dental delivery system and
may not recognize the value of preventive dental care because of their own poor history
of dental care.

0 O O O

Since the implementation of the PIP, the MCOs have instituted various initiatives as noted

below:

Worked with dental subcontractors to redirect members who visited the ER for dental
reasons back to their dentist.

Provided information on EPSDT requirements and dental information on improving oral
health to school nurses.

Included articles on oral health in their summer newsletter.

Maintained MCO websites with updated oral health and wellness information.

Reviewed medical records to target providers who did not refer members for dental visits
as part of their EPSDT visit.

Collaborated with dental subcontractors to improve HEDIS rates utilizing an initial
postcard for all non-compliant members with a follow-up call if dental visit has not
occurred 60 days after postcard mailing.

Collaborated with dental subcontractors and visited provider clinics for outreach in
getting more members in dental chairs.

Provided outreach to Head Start programs.

Utilized provider toolkit to educate providers on the State Dental Plan, the current HEDIS
rates, and the goal to increase by 3% the number of children who receive annual dental
visits.

Member notification reminder of services due.

Added dental reminder to wait/hold message.

The original focus of the Oral Health Statewide PIP was to increase the number of eligible
members ages 2 through 20 years old by 3% between HEDIS 2010 (data from calendar year

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
164



2009) and HEDIS 2011 (data from calendar year 2010). The 3% increase in the Annual Dental
Visit total rates were measured as an aggregate of all MCOs as well as for each MCO
individually.

The statewide average for all MCOs since 2008 to present demonstrates improvement has
occurred each year, with the exception of 2013:

100%
90%
80%
70%
60%

50% *
40% 46.54% 45.21% 48.09%
30% 38.57% 40.75%

36.87%
32.29%

20%
10%

0%

2008 2009 2010 2011 2012 2013 2014

=0—% Members with Dental Visits

In 2013, the Dental Task Force expanded the focus of the Oral Health PIP to include CMS’s two
(2) goals as stated in their April 18, 2013 informational bulletin regarding Oral Health Initiative
and other Dental-Related Items. Those goals are:

e Increase by ten percentage points the percentage of children ages 1-20 enrolled in
Medicaid for at least 90 continuous days that received a preventive dental service. The
baseline for this goal is the FY2011 rate, and target date is FY 2015.

e Increase by ten percentage points the percentage of children ages 6-9 enrolled in
Medicaid for at least 90 continuous days that received a sealant on a permanent molar.

Also, the Task Force expanded the focus of the PIP to include an evaluation and analysis of
CMS- 416 data. DentaQuest, the MCOs’ dental subcontractor will generate a report using the
CMS-416 criteria.

New baselines and goals for FY2016 and beyond will be set pending review of the FY2015 Task
Force data.
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Corrective action (MCO/provider level): Not applicable.

Program change (system-wide level): Not applicable.

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
166



Strategy: Performance Measures
RESPONSE:
MCO

Source: MCO HEDIS measures reported to Missouri Department of Health and Senior
Services and to MHD

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results:

MO HealthNet Managed Care Performance Measures are required to be reported in accordance
with HEDIS specifications to the Department of Health and Senior Services (DHSS) and MO
HealthNet Division (MHD) per State regulation 19 CSR 10-5.010 and the MO HealthNet
Managed Care contract. Both DHSS and MHD analyze the performance measures to compare
MCOs’ performance to the statewide and NCQA national average.

Detailed bar charts for HEDIS measures are found on the following pages of this document. In
these charts the percent on the “Statewide Averages” indicates the average percent of all MHD
MCOs for each indicator. The “NCQA Average” indicates the national average for Medicaid, all
lines of business.

Problems identified: None
Corrective action (MCO/provider level): Not applicable.

Program change (system-wide level): Not applicable.
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

DO Asthma_Age19-50_Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

O pental_AnnualVisits Age02-03_Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

O Dental AnnualVisits Age07-10 Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

O pental_AnnualVisits Agel5-18 Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

O Dental AnnualVisits_AgeAll02-21_Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

Oimmunization_Childhood_Combo10_Percent
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MO Health

Net Managed Care Plans: HEDIS Measures for 2014
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

Owellchildvisits_Adolescents_Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

O wellChildVisits_Age0-15mos_Visits=1_Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014

O wellChildVisits_Age0-15mos_Visits=3_Percent
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014
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MO HealthNet Managed Care Plans: HEDIS Measures for 2014
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Strategy: Test 24/7 PCP Availability
RESPONSE:
MCO
Source: MO HealthNet Managed Care Health Plan 2014 Annual Reports.
Confirmation it was conducted as described:

X Yes

No. Please explain:

Summary of results:
HealthCare USA
24 Hour Access/After-Hours Availability, Appointment Availability, Open/Closed Panels
Accessibility of Services
Average Speed of Answer and Call Abandonment Rate
HCUSA monitors accessibility and availability quality indicators monthly and quarterly. The
quality of customer service delivery is monitored by quality metrics including telephone
statistics, quality and accuracy of information provided, and turnaround time (TAT). MHNet
reports telephone access to HCUSA for members receiving behavioral health care separately.
Performance Goals: (A) Average Speed of Answer: less than thirty (30) seconds (B)
Abandonment Rate: less than five percent (5%) (C) Percent of Calls Answered in
Thirty (30 seconds): greater than or equal to ninety percent (90%) (D) Average Hold
Time: less than two minutes (E) Call Quality: greater than or equal to ninety-seven

percent (97%).

Customer Services Center Call Statistics
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Average Speed ABandaRaTEE Percent of Calls Avearasausia
Month Line of Answer ot Answered in 30 Tiﬁne Call Quality
(seconds) Seconds
Jan-14 English 8 sec 0.57% 91.04% 50 sec °8.70%
< - %
Spanish 7 sec 1.20% 93.41% 1 min 27 sec
Feb-14 English 6 sec 0.47% 93.10% 47 sec 98.55%
Spanish 9 sec 1.61% 91.97% 1 min 26 sec B
Mar-14 English 8 sec 0.74% 91.50% 52 sec 98.55%
Spanish 7 sec 2.46% 92.02% 1 min 41 sec B
Apriia English 8 sec 0.73% 91.13% 48 sec 28.18%
Spanish 7 sec 0.72% 93.48% 1 min 27 sec B
May-14 English 8 sec 0.63% 90.82% 46 sec 98.24%
s S =
Spanish 3 sec 1.81% S4.12% 1 min 18 sec
) English S sec 0.65% 90.20% 42 sec °8.11%
Spanish 3 sec 1.48% 96.18% 1 min 10 sec B
Jul-14 English 9 sec 0.92% S0.05% 41 sec °8.31%
Spanish 3 sec 1.12% 95.17% 1 min 30 sec B
Aug-14 English 9 sec 0.83% 90.44% 39 sec 98.52%
b - o
Spanish 4 sec 1.06% 93.95% 1 min 24 sec
sep-14 English S sec 0.84% S0.30% 37 sec 97.86%
Spanish 3 sec 0.36% 97.45% 1 min 57 sec B
e A English 12 sec 0.89% 89.70% 37 sec °7.73%
Spanish 3 sec 1.90% 94.79% 1 min 27 sec B
e English 7 sec 0.68% 91.46% 35 sec 97.51%
Spanish S sec 1.05%% 93.68% 1 min 14 sec B
P English 9 sec 0.64% 90.99% 34 sec 97.599%
Spanish S sec 0.41% 95.06% 1 min 14 sec 3

Analysis: The average speed of answer metric consistently exceeded the target goal through the
year, with a monthly variation of 1-2 seconds until October where a slight increase of 3to 5
seconds occurred on the English line, but still exceeded the goal. The abandonment rate
exceeded the goal all year. It was consistently higher for the Spanish line compared to the
English line every month except in the month of December. This rate was impacted by the low
volume of calls on the Spanish line. Changes to call routing corrected the variance.

The percentage of call answered within 30 seconds also consistently exceeded the
goal all year and only dipped slightly in the 4th quarter which correlates to the
average speed of the answer variation. The metrics are reported separately for the
HCUSA English and Spanish member lines to make sure excellent customer service
is provided for all members. Call Quality results are not specific to individual lines
and are therefore reported for English and Spanish member service lines combined.

Based on the monthly goals of the calendar year 2014, the customer service
performance exceeded all goals and benchmarks. Although all goals were exceeded,
the plan will continue to explore recommended actions to maintain the current
standards and for further improvement in 2015.

MHNet Behavioral Health Telephone Access Quality Indicators

Behavioral Health Performance Goals:

e 95 Percent of calls answered in <30 seconds
e Abandonment Rate <5%
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1st Qtr| 2" Qtr| 3" Qtr| 4™ Qtr| Overall
Total # of Calls Received 6,732 6,393 6,410 6,175 25,710
Total # of Calls Answered within 30 seconds 6,066 6,058 5,573 4,422 22,119
Percent of calls answered in <30 seconds 90.1%| 94.8% 86.9% 71.6% 86.0%
Percentage of Call Abandoned 0.1% 0.0% 0.2% 2.8% 0.75%

Findings: Average Speed of Answer metric for behavioral health calls was 86.0%. The call
abandonment rate was 0.75%. The phones were not answered as quickly at MHNet, in part,
because the “Total Number of Calls Received” in 2014 was 3.5 percent greater than in 2013. The
reasons for MHNet’s higher than normal call volume in 2014 were multifaceted:

e MHNet’ s Membership rose 17.1%

e The Affordable Care Act ignited general confusion in the marketplace causing more
members to call during 2014’s first quarter

e  Winter weather conditions in 2014 closed MHNet’ s St. Louis and Austin National
Service Centers on several occasions. Although the Orlando National Service Center was
available to pick up calls, the volume was challenging for the skeletal team

Several interventions were implemented throughout the year in an effort to improve
call statistics. The number of calls answered within 30 seconds increased significantly
in December to 89.4%, which implies the implemented interventions had a favorable
impact.

Appointment Accessibility

Appointment Accessibility Survey

Data from January 2014 to December 2014 was analyzed to review trends in member
grievances related to accessibility. All member grievances for quality of service
related to accessibility were reviewed to identify if there were any trends with any
particular providers or issues related to gaps in the network or access to providers. In
addition, a provider survey was conducted.

Measurement

Adherence to the standards for appointment access is accomplished through a survey
monitoring process conducted by Provider Relations representatives. The 2014
accessibility study sample included 436 practices across all three regions of Missouri.
There were 212 practices surveyed in Eastern Missouri, 133 in Western Missouri and
91 in Central Missouri.

Goal: 100% of practitioners surveyed will meet the standards
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Appointment Access

Performance Indicator Standard for Appointment Access

PCP — Emergent appointment appointment available at all times

PCP — Urgent appointment appointments available the same day
available within one (1) week or five (5)

PCP — Routine with symptoms business days, whichever is earlier

PCP — Routine without symptoms appointments within one month

Maternity* — 1% Trimester within seven (7) calendar days of first
request

Maternity* — 2nd Trimester seven (7) calendar days of first request

Maternity* — 3" trimester within three (3) calendar days of first
request

Maternity* — High Risk or emergency within three (3) days of high risk factors

or immediately if emergency exists.

HV**Specialist Appointment - HV PC

HV** Spec — Emergent appt. Immediately for emergent care

HV** SPC — Urgent appt. 24 hours for an urgent care appointment
HV** SPC — Routine with symptoms appt. | within five business days

HV** SPC — Routine without symptoms within 30 calendar days of first request

appt.

Findings: Routine/Urgent Appointments — PCP

All practices surveyed in the Central, Eastern and Western regions met HealthCare
USA’s accessibility standards in all areas of access: emergent, urgent, routine
appointments and routine appointments without symptoms in the 2014
measurement year. The network’s routine/ appointments without symptoms showed
improvement over last year’s performance. The overall 1 percentage point gain
from 99% to 100% was an improvement due to the efforts of providers’ services
re-educating practices office staff.

Routine/Urgent Appointments — Maternity

The overall results for appointment standards compliance was 100% for maternity care
appointment access. In the 2014 measurement year, 91 practices were surveyed. The
2014 results are improved when compared to 2013, in all three areas of appointment
access: first, second, third trimester, and high risk appointments.

Routine/Urgent Appointments — HV Specialist

The overall appointment standards compliance was 99% for high-volume specialist
providers, which was an increase of 4 percentage points from 95% the prior year.
Full compliance was met in the Western and Central regions, while in the Eastern
region one practice did not meet compliance for the routine without symptoms
appointment. The practice specialty is ophthalmology and timely appointments are
not available for members presenting without symptoms. The practice bases its
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appointments on symptoms presented at the time of an appointment request.

Barriers:
e  Practitioner turnover within provider practice
e Office lacks understanding of requirements for HealthCare USA
e Panel Status of accepting or not accepting new patients

Opportunity for Improvement:
e Provide ongoing re-education to office practice on appointment standards and the
possible need for panel closure and directory suppression when this situation occurs.
e Re-educate practitioner offices of appointment access including after hours.
e Routine re-verification of provider panel status during routine provider visits.

MHNet Mental Health Appointment Access

MHNet schedules appointments for members with urgent and emergent needs and
confirms whether the members attended the appointments. The data below shows
the number of appointments made for members and what percentage of members
were compliant and attended the appointment.

Goal:
e 100% of members with emergent needs will be seen within 6 hours of request
e 100% of members with urgent needs will be seen within 24 hours of request

2014 | 2014 | 2014 | 2014
Performance Indicator Q1 Q2 Q3 Q4
Total Emergent Appt. Requested and Scheduled Within
1 12 1
6 hours
% Member Compliant 100% NA | 100% | 100%
Total Urgent Appt. Requested and Scheduled Within 24 hours 3 12 6 2
% Member Compliant 75% | 92% | 100% | 100%

Findings: Access to non-routine appointments has not been identified as a barrier for members
in 2013. 100% of the National Service Center St. Louis members who requested either urgent or
emergent appointments had access to an appointment. On the other hand, only 75% in the 1% and
92% 2nd quarter attended the urgent appointment. The goal was finally met in the 3 and the 4™
quarter. However, member non-compliance continues to be a barrier for this measure.
Opportunities for improvement are still being analyzed and attempts will continue to be made to
re-engage members.

Network Adequacy

Geographic Distribution: Using GEO Access, HCUSA monitors provider availability and
network capability annually. HCUSA has established standards for various categories of
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providers and are listed below. For a more detailed description of the Provider Network, the
GEO Access/Availability reports are available upon request.

Goal: 90% of members have access to one (1) provider in accordance with the distance
standards by provider type for the population of the county

Performance Indicator for
Urban /Basic /Rural Counties

One PCP within 10/20/30 mile radius

One Specialist within 25/50/100 mile radius

One General Surgery; Obstetrics/Gynecology;

Vision Care/Primary Eye Care within 15/30/60 mile radius

One Basic hospital within 30/30/30 mile radius

One Secondary Hospital within 15/30/60 miles radius

One Tertiary Service Provider within 100/100/100 miles radius

One Occupational Therapist; Physical Therapist within 30/30/30 mile radius

One Audiologist; Speech Therapist 50/50/50 mile radius

One General Dentist 15/30/60 mile radius

Geo-Access Findings: An analysis of the GEO Access/Availability report reveals the following
availability & access findings:

Hospital Geo-access Results: The 2014 overall results are consistent with 2013 (100% in
2014; 100% in 2013). For 2014 and 2013 we met the established goal. There were no
barriers or opportunities for improvement identified.

Ancillary Geo-access Results: The 2014 overall results are consistent with 2013 (100% in
2014; 100% in 2013). For 2014 and 2013 we met the established goal. There were no
barriers or opportunities for improvement identified.

PCP Geo-access Results: The 2014 overall results are slightly lower than 2013 (97% in
2014; 100% in 2013). For 2014 and 2013 we met the established goal for the overall PCP
results; however, there were gaps identified as not meeting the DIFP Standards of 90% in
the 12/31/14 Network Analysis Report for the following PCP specialties:

County Specialty County Specialty
Bates PCP-IM Bates PCP-Peds Chariton PCP-Peds  Linn PCP-Peds
Benton PCP-IM Cass PCP-IM Pike PCP-Peds Shelby PCP-Peds
Cedar PCP-Peds Vernon PCP-Peds

Specialty Care Geo-access Results: The 2014 overall results are consistent with 2013
(100% in 2014; 100% in 2013) with the exception of Dermatology in Western Missouri
which increased from 99% in 2013 to 100% in 2014. For 2014 and 2013 HCUSA met the
overall established goal; however, there was a gap identified as not meeting the DIFP
Standard of 90% in the 12/31/14 Network Analysis Report in the general surgery
specialty in Jefferson County.
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The Missouri DIFP conducted their own geo access review of the HCUSA network for
the 2013 Network Access filing and found HealthCare USA to be in compliance with the
requirements in our state contract. The Missouri DIFP is in the process of conducting
their annual review of the Provider and Member data for period ending 12/31/14.

Network Adequacy- Provider/Enrollee Ratio

PCP/High Volume Specialist Standard
Performance Indicator

Provider/Member Ratio Category

Overall 1 PCP for every 2000 members | Primary Care: Number of primary care

(1 Physician Extender to every 1000 practitioners (including physician extenders such
members can be utilized) as nurse practitioners & Physician Assistants)
Overall 1 FP/GP PCP for every 2000 Primary Care: Number of Family and General
members Practice PCPs

Overall 1 Internal Medicine PCP for Primary Care: Number of Internal Medicine PCPs
every 2000 members
Overall 1 Pediatric PCP for every 2000 | Primary Care: Number of Pediatric PCPs
members
1 High Volume SCP for every 5000 Specialty Care: Number of High Volume
member Specialty practitioners

Findings: For PCP to member ratio, in 2014 the ratio was 1 PCP for every 93 members. This is
in compliance with the established goal for PCP to member ratio and an improvement over the
previous period. For 2014, the High Volume Specialties consist of Allergy, Dermatology,
General Surgery, Neurology, Ophthalmology, Orthopedics, and Otolaryngology. 2014 increase
in providers demonstrates compliance with the established goal for high volume specialist to
member ratio for all high volume specialties compared to all high volume specialties in 2013.
2014 showed improvement. There were no barriers or opportunities for improvement identified.
For 2013, the High VVolume Specialties are Allergy, Cardiology, Dermatology, Ophthalmology,
Orthopedics, and Otolaryngology. The results show that HealthCare USA is in compliance with
the established goal for high volume specialist to member ratio for all high volume specialties.

Barriers and opportunities for improvement will be identified should the standards
meet the designated threshold.

Network Adequacy - Mental Health Providers

MHNet has incorporated a network adequacy policy slightly different from HCUSA to
meet the needs of the membership served. Results continued to meet or exceed goal in
2014 for the geo access standards. However, Central Suburban area (86.75%) did not
meet the 95% standard of having access to one acute facility in 40 miles. MHNet’s
Provider Relations staff continues to monitor appointment requests, single case
agreements and member complaints to expand the network as needed. MHNet’s Quality

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
189



Improvement Committee continued to monitor member satisfaction and complaints in
addition to network improvements and Geo Access results throughout 2014. MHNet’s
2014 member satisfaction survey results did not show any opportunities for improvement
regarding network adequacy.

e  First appointment scheduled soon enough - 91.1%
e  Office conveniently located - 90.5%

24 Hour Access/After Hours Availability

HealthCare USA’s member access policy requires that PCP’s have a system in place
for ensuring “after hours” accessibility for the plan’s members and for informing
members about how to access care after hours. HCUSA has established the following
goals:

Appointment Availability

Performance Indicator Standard for Appointment Availability
Twenty-four hours per day, seven days per week and to
PCP After Hours maintain phone line coverage after normal business hours

Twenty-four hours per day, seven days per week and to

Maternity*After-hours maintain phone line coverage after normal business hours
HV** Specialist After Tvv_enty-four hom_Jrs per day, seven days per week and to
Hours maintain phone line coverage after normal business hours

Findings: For Primary Care Provider after hours standards, the Western and Central regions had
the highest compliance rate, with 100% of practices surveyed having appropriate after-hours
access. The Eastern Region had a compliance rate of 95%, with five practices not meeting
compliance. Overall, this year’s rating was 98% which is the same as last year’s compliance rate.
All non-compliant providers had after-hours messages which were not compliant with our
policy. Four of the five practices were found to be in compliance with the requirement upon re-
survey. The fifth practice was contacted by Network Development and they have agreed to work
on system updates to the telecom system to get in compliance with our requirements. Provider
Relations will conduct a re-survey on this practice to confirm compliance. It is felt that ongoing
education should occur in all regions, outlining acceptable after hours messages. The after-hours
access for Maternity Care Providers was at 99% this year, which is the same rate of compliance
the previous year. Both the eastern and western regions had 100% compliance, while the Central
Region was at 94% compliance, the result of one practice not passing at the time of the survey.
The central region provider was determined to be in compliance with their after-hours access
upon re-surveying. Re-education would be beneficial in all regions for continued compliance
with this measure, in particular the central region.

The afterhours access for High-volume Specialist Providers was 97% overall, which
represents a favorable increase from last year’s 90% compliance rate. The eastern and
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central regions had the highest ratings at 98%, while the western region was at 97%.
Messages not meeting the requirement for after-hours coverage and practices with no
after-hours message were identified as the factors for failure at the time the surveys were
conducted. The practices not meeting were re-educated on the acceptable after hours
coverage and upon re-surveying, all practices had acceptable methods in place. Ongoing
re-education is needed with all high-volume specialists.

Three key issues identified, which contributed to provider non-compliance were provider
phone system enhancements where critical after hours instructions on how to access the
on-call provider were not relayed at the time of our survey, messages not made available
and staff turnover. All providers have been subsequently re-educated.

Barrier Identified:
e Unclear message on practitioner phone
e Office lacks understanding of requirements for HealthCare USA
e  Staff turnover

Opportunity for Improvement:
e Educate practitioner offices of appointment access including after hours
e Re-educate new staff on after-hours requirements

Interventions Implemented:

e Provider newsletter article regarding acceptable verbiage for afterhours messages

e Focused Education during provider visits regarding acceptable after hours messages

e Continue practitioner education visits, including orientations

e Annual newsletter article outlining standards and requirements for afterhours
accessibility

e Continue to include verbiage in the new Provider Manual for accessibility and
availability requirements

Open/ Closed Primary Care and Specialist Practices Panels

HealthCare USA annually reviews the status of all Primary Care Physicians to verify
their panel status as a component of our PCP availability review. In addition we conduct
a review of PCP capacity which includes a review all PCP providers with over 1000
members on the panel to ensure availability for primary care services and to determine if
any adjustments need to be made to established panel size limits.

Methodology: Reports are generated through Coventry Provider Database (CPD) to
identify all PCP’s and their panel status. PCPs with membership and listed with a closed
are separated for the purpose of conducting the panel study. Provider Relations staff
members then contact each PCP with a closed panel to determine the reason for the
closed panel and to identify any opportunities for the provider to open their panel. It is
important to note that several of our large FQHC and RHC providers are set up so that
members are assigned to a group record and that the individual physicians at these clinics
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are set up with a closed panel in order to facilitate the assignment to the group record.
This is taken into consideration when determining the final overall rate for each region.

To review PCP capacity, we review the total membership by region in comparison to the
total number of PCPs by region. In addition, all PCP practices with greater than 1000
members on the panel were reviewed to determine if there was an adequate number of
practitioners available to care for members and if there were any quality of service
complaints with regards to getting a timely appointment or obtaining services.

Performance Goal: PCP Closed Panel Standard: Overall rate should be less than 15%
by region and overall

PCP to Member Ratio/Standard: 1 PCP for every 2000 members; (1 Physician Extender
to every 1000 members can be utilized)

Analysis of the 2014 Study: At the beginning of this study, 2,091 (80%) out of 2,513 Primary
Care Physicians statewide had open panels for HealthCare USA. There were 356 (13%)
provider records that were set up as closed panels.

Upon validation of each of these closed panel PCP records:

e Forty-three (7%) were set up intentionally as closed because they are providers associated
with a PCP clinic or physician group where the membership panel is assigned to the
group/clinic record.

e Forty-six (8%) of the closed panel records were provider set-up errors such as specialist
or terminated records based on when the initial list of PCPs was pulled to when the study
was completed.

There were 527 validated PCP records that were considered “closed panel” PCP providers.
This indicates 80% percent of the participating PCP’s across the HealthCare USA network
are accepting new HealthCare USA patients and 20% of the PCP network have a closed
panel.

In 2014, of the overall closed panel providers, 19% of closed panel providers also had
closed panels with all payers, including commercial. 90% of the closed panel providers
were noted as not accepting patients from all Medicaid MCO payers.

PCP recruitment plans were continued in 2014 to increase the number of open panel PCPs
across all 3 regions to bring the closed panel rate within the standard. We continue to
monitor access and availability member grievances to ensure that members have adequate
access to primary care providers.

Analysis of Member Grievances
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HCUSA gathers information by tracking grievances and appeals filed by members and/or
their authorized representatives. Efforts are made to analyze the timeliness of the
problem resolution process, whether regulatory requirement are met, and whether
member notification of a resolution is provided in an easy to understand and culturally
competent manner. Member grievances and appeals are categorized into five categories:
Quality of Care, Access, Attitude and Service, Billing and Financial Issues, and Quality
of Practitioner Office Site.

Grievances

The following tables display the NCQA categories with the volume of grievances per
1000 members and percentage of the total grievances. Data for grievances and appeals in
2014 were reported from Navigator, the Plan’s customer service software. All grievances
and appeals from CY 2014 were included in the sampling. Per thousand member data
calculations were completed using the following annual member month totals.

2,305,596.00 3,004,532.00 2,984,694.39 2,829,242.00

2014 Member Grievances *
Member Grievances by NCQA Categories

Per % Per % Per %

NCQA Category| Total 1,000 Total | Total 1,000 Total | Total 1,000 Total
/Access 67 0.02 7.12% 84 0.03 9.96% 83 0.03  8.28%
Attitude & Service 753 0.25 80.02% 561 0.19 66.55% 577 0.20] 57.53%
Billing/ Financial 72 0.02) 7.65% 134 0.04 15.90% 250 0.10] 29.21%
Quality of
Practitioner Office 3 0.00 0.32% 3 0.00 0.36%) 1 0.0003 .10%
Site
Quality of Care 46 0.02 4.89%) 61 0.02 7.24%) 49 0.02 4.89%

Total 941 0.31 100% 843 0.28 100% 960 0.35 100%

*As defined by Mo HealthNet

Analysis: Between 2012 and 2014, the majority of grievances were related to the category of
attitude and service which consisted of transportation grievances such as “Never Picked Up”
(31.71%), “Prolonged Waiting Time” (16.29%), and “Staff Rude’ (12.99%). Within the same
measurement period, at least 29.21% of grievances were related to billing and financial. The
percentage of access grievances increased between 2012 and 2014 ranging from 7.12% to 9.96%
the percentage actually declined in 2014 to 8.28%. Quality of care grievance during the
measurement period peaked in 2013 to 7.24% but returned to the 2013 level in 2014.

HealthCare USA received 0.35 member grievances per 1000 members/months. This
number increased 0.07 compared to member grievances in 2013. Although 2014 showed
an increase in member grievance per 1000 members/month, compared to prior years
grievances trended lower as the year progressed.
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This rate increase was primarily attributed to an increase in grievances related to member
balance billing by medical providers. Providers were educated at the time of each
grievance if the member had been inappropriately billed. Providers are tracked and
trended for repeated billing behavior. Transportation service continues to be the highest
number of submitted grievances; comprising 48% of the total grievances. Historically,
since 2010 transportation grievances have been the top grievance category. In 2015, the
goal is to reduce the grievances in this category by 2%. HealthCare USA continues to
educate members on their transportation benefit through the member newsletter and
website. There has been collaboration with the transportation vendor to develop
interventions that may impact grievances. Furthermore, member grievances related to
staff rudeness and quality of care are investigated and addressed by Provider Relations
and Quality Improvement Department. The grievances are tracked for trended per
providers. There were no trends noted among providers this year. The network was stable
this year resulting in access grievances remaining unchanged from the prior year.
HCUSA goal is to resolve 95% of grievances within the compliant turnaround time of 44
total days. Between 2011 and 2014, 98.10% to 99.7% of grievances were resolved within
the turnaround time.

Appeals

Member Appeals by NCQA Categories

NCQA Category Total % Total Total % Total | Total % Total

IACCess 0 0% 0 0% 0 0%
Attitude & Service 0 0% 0 0% 0 0%
Billing/ Financial 233 100.00% 224 100.00% 205/ 100.00%
Quality of Practitioner Office Site 0 0% 0 0% 0 0%
Quality of Care 0 0% 0 0% 0 0%
Total 233 100% 224 100% 205 100%

Analysis: Billing/Financial appeals decreased 4% from 2012 to 2013 and 8.4% from 2013 to
2014 resulting in an overall decrease of 12% over the three year period. The top three categories
of appeals were dental which accounted for 66.83% of total appeals followed by office visits
(6.83%) and DME (5.85%). Member appeals over the last 4 years have remained steady. On a
per 1,000 member basis, HCUSA has received approximately 0.07 member appeals per 1,000
members. The table above displays the consistently low level of member appeals. There are no
trends with appeals (either increasing or decreasing) at HCUSA. Appeals volume continues to
remain unchanged on a per 1,000 member basis. The primary variable that impacted appeals
were appeals for orthodontic treatment. This limited benefit continues to be a barrier in
decreasing members’ appeals in the billing/financial category. During 2014, the criteria for
wisdom tooth extractions were updated by the state of Missouri as a preventative benefit.
Consequently, these changes in benefits should make a positive impact on members’ dental
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appeals. HCUSA average turnaround time for member appeals was 28.42 days in 2014 compared
to 27.74 in 2013. However, the plan remains compliant and continues to maintain our goal.

Member Grievances and Appeals revealed that member satisfaction in 2014 continues to
be affected by orthodontia benefit limitations and transportation services. HCUSA met
the goal of reducing dental appeals by 5% in 2014. Focused activities in explaining dental
benefits to members may have attributed to these results. The table below outlines the
interventions that are planned as a result of this analysis.

Action Plan CY2015

Action Completion
Plan/Responsible Date/Status
Opportunities for Improvement Person Update

Continued Health Plan and Subcontractor
education concerning documenting all member
dissatisfaction as a member grievances

Targeted education to

staff through Fun Facts

and presentations in
meetings

Ongoing 2015

Targeted education in

Member education on orthodontia Summer 2015
Bear Facts newsletter

Member education about transportation Targeted education in summer 2015
benefits and alternatives to taxi service Bear Facts newsletter

Providers Appeals and Grievance Management

Provider Grievance and Appeals Comparison
Type of 2013 Percentage of Percentage of
Provider 12-8?3! Rate per Total UM Total 2014 2014 Sgge per Total UM
umMm G&A 1000 Related G&A Related G&A
Provider 246 9 4745 1.677 55.32%%
Administrative 2221 : 49% ' '
Provider
Medical
Necessity 297 .995 7% 568 200 6.62%
Facility
Administrative 1200 402 26% 2082 .136 24.27%
Facility Medical
Necessity 840 281 18% 1181 417 13.77%
Total UM
CG&A 4564 2.424 8576 3.03

Analysis: In the 2014 to 2013 comparisons, the percent of UM CG&A categorized as
provider administrative, increased by 6.32% and facility administrative CG&A decreased
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1.73%. Moreover, 2014 compared to 2013 reflected that provider medical necessity
CG&A had a slight decrease of 0.38% and facility medical necessity continued to decline
by 4.23 %. Overall, the total UM CG&A rates per 1000 members increased by 0.606%
from 2013 to 2014. The top five 2014 reasons for provider appeals included: Par
Provider/Facility No Prior Authorization (29.24%), Claim Coding Edits (25.41%), Non-
Par Provider/Facility No Prior Authorization (9.01%), Untimely filing/Notification
(7.58%) and Medical Necessity (5.64%).

HealthCare USA put several interventions in place to address top provider appeal and
complaint reasons. Prior Authorization related appeals continue to be almost 40% of
appeal receipts. Given the continued increase, HealthCare USA and Aetna made the
decision to move Prior Authorization from a corporate delegated function to internal at
HealthCare USA. This transition occurred on 12/01/14 with the hiring of 25 employees
in the St Louis office. This new internal department will align plan priorities and have
direct access to HealthCare USA’s 4 Medical Directors. This intervention is expected to
reduce provider appeals and dissatisfaction with the prior authorization process. The
total number of appeals trended down by 5.3% in 2014 compared to 2013. The decrease
corresponded with a loss in membership due to State enrollment issues that occurred
throughout 2014.

Barriers identified:
e Participating Provider/Facility No Prior Authorization
e Claim Coding Edits
e Untimely provider appeals and insufficient reasons for provider appeals

Opportunities for Improvement:
e Provider education on importance of seeking prior authorization before service delivery
e Provider education on the importance of correct encounter/claim coding
e Provider education on importance of timely appeals and appropriate reasons for appeals
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Home State

Access and Availability - Call Statistics

Home State Health Plan monitors primary care practitioner appointment and after hours
accessibility annually against its standards, and initiates actions as needed to improve.
Customer service telephone access is also monitored on a regular basis, and actions initiated

when needed to improve performance.

Telephone Access Standards

Goals for Performance Metrics

Functional Service Abandonment | Avg. Speed to Average Hold
Area Level Rate Answer Time
Customer Service 90% of all calls Equal to or less Less than Less than 120
answered within than 5% over 12 30 seconds seconds
30 seconds or calendar months
less

All incoming calls are monitored via the Avaya Call Management System (CMS). Avaya
CMS automatically routes calls and allows for tracking of performance metrics.

Telephone Access Results 2014

Metric / Service Level Abandon- ASA Avg Hold Goal Met?

Month 90%/ 30 sec ment <5% <30sec <120 sec Yes or No
January 89% 0.6% 13 sec 21 sec No
February 92% 0.5% 10 sec 23 sec Yes
March 92% 0.3% 9 sec 23 sec Yes
April 90% 0.8% 12 sec 16 sec Yes
May 97% 0.1% 5 sec 18 sec Yes
June 96% 0.1% 6 sec 19 sec Yes
July 92% 0.4% 10sec 16 sec Yes
August 91% 0.5% 11sec 14 sec Yes
September 91% 0.7% 12 sec 15sec Yes
October 92% 0.4% 11 sec 22 sec Yes
November 85% 1.1% 20 sec 28 sec No
December 76% 2.5% 38 sec 15sec No

During 2014, all of the goals for each of the customer service telephone access metrics
were met, with the exception of the service level in November and December 2014;
which was at 85% in November and 78% in December.

Telephone access metrics are monitored daily by the Manager of Customer Service, and
adjustments are made as needed. Monthly reports are also monitored by the Manager and
the Vice President of Operations. Telephone access metrics are reported to the Quality
Improvement Committee quarterly.
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Barriers to meeting the service level goal in November and December were explored and
identified by the Manager as follows:

e Received an influx of member calls during later part of the year. This increased call
volume resulted in a staffing opportunity for November and December. The volume of
calls during November and December 2014 is markedly higher than that of November
and December 2013; as listed below:

November 2013 (5,861 calls) November 2014 (6,031 calls)
December 2013 (5,498 calls) December 2014 (6,490 calls)

e Experienced telephone staff availability decreased due to inclement weather, illness, and
positive attrition within the Plan, etc.

Action: To ensure that our call volume is being managed appropriately to meet our
goals, three additional CSRs have been added to the Customer Service team to
accommodate the increased call volume and manage unexpected staffing occurrences. All
telephone access metrics will continue to be monitored on an ongoing basis.

Network Adequacy
Primary Care

Home State has a very broad and diverse network of nearly 3,000 primary care providers
(PCPs), including physicians and nurse practitioners, practicing in over 1,000 locations
across the State of Missouri. These providers deliver exceptional and coordinated primary
care services in practices ranging from the largest academic medical centers in Missouri
to small independent health clinics in the State’s most rural areas - and every size practice
in between.

Home State believes close partnerships with PCPs and the sharing of actionable clinical
information between Home State and its primary care network is critical to ensuring
members receive the best possible care. By ensuring clinical decision making is based on
complete information such as care gaps, recently developed complications, and
emergency room utilization Home State allows primary care physicians to see and act
upon a complete picture of a member’s health, including conditions and treatments that
occurred outside of the primary care physician’s office or network.

Home State has worked diligently to continuously identify opportunities to provide its
members with more choice and to offer more options for primary care services where
available. Since 2012, Home State has grown its primary care network by 35%.

Specialty Care

Home State’s specialty care network is extensive and provides world class specialty
services throughout Missouri and beyond. Over 11,000 providers deliver specialized
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services in such areas as gastroenterology, cardiology, neurology and numerous other
critical fields. The vast majority of these specialists are board certified by their respective
professional organizations. Home State has also considerably expanded its specialty
network since its inception in 2012. The network grew by 42% and includes many
specialists outside of the managed care service area and outside of the State.

Behavioral Health

Unlike most managed care plans that must rely on outside, non-integrated and non-local
business partners to provide behavioral health services, Home State offers behavioral
health services that are truly integrated into the care delivery model. Cenpatico
Behavioral Health is a fully owned division of Centene (Home State’s parent company)
and provides behavioral health expertise in both clinical and non-clinical areas within the
Home State care coordination process. Having a blended approach to care allows Home
State to have an intimate knowledge of the needs of both the providers and the members
and can address challenges that are unique to the various regions of Missouri.

Home State has over 2,500 qualified and dedicated behavioral health providers
throughout Missouri. This includes a broad range of education and specialties including
board certified psychiatrists, psychologists, masters level counselors, as well as inpatient
and outpatient behavioral health and substance abuse providers spread across a broad
geographic area.

Dental Care

DentaQuest provided the dental care and had administered the dental benefit for Home
State members. In 2014 Home State held quarterly Joint Operating Committee (JOC)
meetings with DentaQuest. Regular JOC topics included authorizations, metrics,
providers, care gaps, and claims. DentaQuest credentials its providers, pays claims, and
handles appeals and denials of its services.

Geographic Access of Provider Network

Home State has successfully developed and continues to enhance a robust network that
meets all of the unique needs of our members. In March of 2014, Home State submitted
its annual HMO Access Plan to the Department of Insurance, Financial Institutions &
Professional Registration per 20 CSR 400-7.09. The Department analyzed Home State’s
geographic access plan and provided the results in the table below. Home State exhibited
100% compliance in all three regions for primary and specialty care as well as child
psychiatry — an important behavioral health access measure for the MO HealthNet
population. Additionally, dental care and facility services were demonstrated to be 100%
in compliance in two regions, with no less than 98% compliance in the third region.
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Home State 2014 HMO Access Plan Filing Results

PCP Specialist | Child Psych | Psychology Dental
Central Region 100% 100% 100% 100% 100%
Eastern Region 100% 100% 100% 100% 98%
Western Region 100% 100% 100% 99% 100%

Home State monitors and audits network adequacy and capacity on a quarterly basis through
GEOAccess maps and verifying network capacity standards in accordance with MO
HealthNet requirements. Monitoring examples:

Geographic access using travel distance standards

Provider capacity using appointments availability, 24/7 access, experience to serve
special needs populations, appointment wait times, open and closed panels, PCP to
member ratios, and specialist to member ratios

Tertiary care availability using travel distance time standards of hospitals, availability of
trauma centers, availability of burn centers, availability of high risk nurses, availability of
rehab facilities, and availability of medical sub-specialties

Community based provider availability using access to FQHCs, RHCs, CMHCs, safety
net hospitals, LPHDs, and family planning/STD providers.

All of these efforts have led to a comprehensive network of providers in compliance with
geographic accessibility standards that has continued to grow since inception in 2012. For
example:

35% growth in primary care network

42% growth in specialist network

11% growth in hospital network

68% growth in Federally Qualified Health Centers (FQHCSs)
19% growth in Rural health Clinics (RHCs)

24% growth in Community Mental Health Centers (CMHCs)

24 Hour Access/Availability

Home State Monitoring of 24/7 Availability: Home State’s Provider Relations
department routinely conducts secret shopper calls of its network, auditing and
monitoring provider offices to ensure clear instructions are provided for after-hours care,
for example answering machine or service directs member to contact 911 or go to nearest
ER if the patient feels their situation is too emergent to wait for doctor to call them.

Table 1 lists the primary care and specialists physician standards, measurement method,
and measurement frequency for each aspect of performance that is monitored.
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specialists after hours
care

after-hours access mechanism
that meets health plan

afterhours

Appointment Type Standard and Performance Measurement Measurement
Goal Method Frequency
Primary care and 100% of PCP offices have an Calls to PCP offices Bi-Annually

standards

Table 2 lists the primary care and specialists physician standards, measurement method,
and results against the standard performance measurement that is monitored.

T
Table 2: Standards and Measurement Methods by 24/7 Availability

Appointment Type Standard Results Goal Met (YN}

100% of PCP offices have an
after-hours access mechanism

Primary care and BO% (169/210) of N
PCP and specialists
offices contacted met

standard

specialists after hours
care that meets health plan

standards

Analysis: The survey of a sample of PCPs and specialists for accessibility of routine,
non-symptomatic and routine, symptomatic appointments found that 95% of the PCPs
and 87% of the specialists reached during the survey met the Home State standard for
these types of appointments.

CAHPS survey results showed that urgent appointment access met the performance goal,
while routine appointment access did not. 89.8% of CAHPS respondents reported
satisfaction with getting an appointment for routine care for their child, which is slightly
lower than the Quality Compass 75th percentile benchmark of 91.4% for this measure.
Member complaints related to ability to obtain timely appointments was well within the
Home State goal.

Twenty percent of PCP and specialists offices did not have an acceptable method of
providing after-hours access for members. The table below details the areas in which PCP
offices did not meet health plan standards.
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Table 3 After Hours Access Detailed Results

Criteria # & % Compliant

Live person answering service with offer to have doctor 86.1% (181/210)
call member back

Answering machine provides instructions on how to 13.8% (29/210)
contact doctor if urgent

The presented results are a baseline assessment of access to PCPs for appointments and
after hour care, so no trending is available. However, these results demonstrate that
opportunities exist for improvement in access to urgent care. In addition, some PCPs are
not meeting the Home State standard for after-hours access for members. These results
will be further reviewed by internal staff to identify barriers to improved performance
and member satisfaction with access. In addition, an analysis at the practitioner level for
non- compliance with after-hours accessibility will be performed to identify causes and
determine appropriate interventions.

Corrective Action Plan:

Provider offices found not to be compliant with the after-hours or Appointment Standards
are appropriately coached and placed on a corrective action plan (CAP) which is tracked
through the Quality Department in accordance with the specific CAP timeline until the
issue is remedied. Once remedied, the provider office is re-audited to ensure continued
compliance.

After-Hours Triage

NurseWise provides the 24-hour triage service to our members for medical issues.
Additionally, a 24-hour line is available for acute behavioral health issues via Cenpatico
Behavioral Health (CBH), the behavioral health vendor.

NurseWise and CBH work together when needed to ensure the needs of the member are
met. Both vendors provide reporting at JOC meetings and work with medical
management staff to communicate and collaborate on cases. Home State holds JOC
meetings with NurseWise on a quarterly basis.

Member Grievances and Appeals
Member Grievances

Home State uses the term “grievance” synonymously with “complaint”. Home State
defines a grievance as an expression of dissatisfaction about any matter other than an
action. An action is the denial or limited authorization of a requested service. Upon
receipt of verbal or written grievances, each one is assigned a category code based upon
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the main issue in the grievance. Some grievances relate to multiple issues. Due to
information system limitations, only one grievance category code is assigned to each
grievance. Therefore, the final data reflects the number of grievances received from
members, but may understate the exact number of grievance issues raised by members.

Member Appeals

Home State defines an appeal as a request for review of an action. An action is the denial
or limited authorization of a requested service

The QIC monitors appeal data on a quarterly basis.
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Missouri Care
Accessibility of Services
Average Speed of Answer (ASA) / Call Abandonment Rate (AR)

Goals:
e Achieve Average Speed of Answer (ASA) of less than 30 seconds.
e Achieve Call Abandonment Rate (AR) of 5% or less.
e Achieve Average Hold Time of 2 minutes or less.
e Achieve Call blockage rate of less than 1%.
e  Monitor number of calls received.
e  Monitor top 5 Member/Provider call reasons.
Monitor number of member calls requiring the use of translation services.

e Achieve call monitoring quality score of 92%.
e  Monitor number of member welcome calls attempted and successful contacts.
e  Achieve first call resolution score of (93% Provider, 94% Member).
Findings:
2014 Health Plan Call Stats
Metric Provider Calls Member Calls Behavioral Health Calls
IstQ | yndq | 3rdQ | pthq | 1stQ | gndq | 3rdQ | fthy [1stQ | gndq [3rd Q| pthq
% calls 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100% | 100%
answered by
4"'ring
AR % 2% 2% | 2.80% | 1.4%% 2% 2% 1.40% | 1.9% | 4% 2% 0% 0%
ASAin 20 16 15 12 10 10 6 7 24 14 2 0
seconds/
Average Hold
Time
# calls received | 14,152 (13,861 (14,977 | 13,655 | 14,695 (13,799| 15,104 |13,325| 299 | 1284 | 775 8
Blocked call 0 0 0 0 0 0 0 0 0 0 0 0
rate
% calls 86% 85% 91% 92% 95% 88% 98% 96% | 85% | 86% | 99% | 100%
answered by
staff w/in 30
sec
Average call 455 475 514 454 540 520 459 410 309 403 290 134
length in
seconds
First Call 93.4% |93.7% (93.00% | 94% 96% [96.5% |96.30% |96.8% | N/A N/A N/A N/A
Resolution %
Quality Score %(92.57% |83.8% [89.63% [84.45% [90.61% [91.8% [91.56% | 93% | N/A N/A N/A N/A
# calls N/A N/A N/A N/A 302 268 453 303 * * * *
requiring
translation
service

* Rolled up in the Member Services call stats.
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2013 Call Stats Customer Provider Member Be hawvioral

2014 Health Plan Call Stats

Service Calls Calls Health Calls
Averoge Speed of Answer =27 Average Speed of Answer 16 5econds g Seconds 24 Seconds
seconds
Average Abandonment Rate =2.8% Average Abaondonment Rate 2.15% 1.02% 3 B3N

Analysis: Missouri Care has dedicated staff committed to delivering the highest level of service.
In 2014, Top 5 Call Drivers were phone number changes, address change within service area,
PCP change due to auto assignment, eligibility-active, and eligibility-terminated. There were 823
Care Gap messages offered with 6 appointments scheduled. There were 3,436 Welcome Calls
attempted with 1,082 successful welcome calls.

For Providers, Top 5 Call Drivers were claim status-provider satisfied with information given,
PRT Review, claim status-claim not in any claims system, eligibility-active, rejected claim-
Administep/Legacy Inquiry.

The Average Speed of Answer for member calls during 2014 was 8 seconds, which was an
improvement from 2013. The Average Abandonment Rate for member calls during 2014 was
1.92%, which was an improvement from 2013.

Accomplishments/Actions Taken: In 2014, the average answer times for all call types were
below the industry standard of 30 seconds. The average abandonment rate was below the
industry standard of 5 percent.

Barriers/Issues: No barriers were noted

Recommended Interventions for 2015: Missouri Care will continue to deliver the highest level
of customer service and monitor the effectivities of it customer service program.

Appointment Accessibility

Objective: Ensure members have adequate appointment access to/availability of providers and
services.

Goals: Achieve 90% adherence to appointment availability standards:

Medical Urgent care, within 24 hours
Medical Routine care, with symptoms, within 5 business days
Medical Routine care, without symptoms, within 30 calendar days
Behavioral Health — Non life-threatening emergency, within 6 hours
Behavioral Health — Urgent care, within 48 hours
Behavioral Health — Routine care within 10 business days
First Trimester, initial visit within 7 calendar days
Second Trimester, initial visit within 7 calendar days
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e  Third Trimester, initial visit within 3 calendar days

e High-Risk Pregnancies, initial visit within 3 calendar days of identification of high risk.

e For mental health and substance abuse services, aftercare appointments within 7 calendar
days after hospital discharge

e For all providers — average wait time for appointments should not exceed one hour from
scheduled appointment time

Findings: 2014 survey results for compliance with medical and behavioral health appointment
standards:

PCP and Pediatridan Medical Specialist Appointment
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Analysis: 505 PCPs, 159 Pediatricians, 126 OBGYNs, 480 High Volume Specialists and 495
Behavioral Health providers were surveyed for medical and behavioral health appointment
standards with results noted above.

Accomplishments/Actions Taken: To monitor appointment availability within the provider
network, Missouri Care conducts telephonic surveys of PCPs, Pediatricians, OBGYNs and
behavioral health professionals. Corrective action letters are sent to non-compliant providers to
address the problem areas. Providers who fail the survey are also contacted by PR Representative
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and educated on the measure. In 2014, Missouri Care took several steps to emphasize the
appointment requirements with our provider network:

e Moved from an annual to quarterly survey process to keep a year-round focus on
compliance levels

e Added High Volume Specialists to the appointment audit process

e Included an article on appointment requirements in the 2nd Quarter 2014 provider
newsletter

e Developed appointment requirement postcards for provider education. The postcards
were distributed at statewide provider conferences, as part of outreach to providers who
failed the survey, and included in new provider orientations. The postcard doubles as a
handy reference document- something a provider’s staff can keep near the phone when
taking appointment requests.

Barriers/Issues: Barriers to achieving a higher level of compliance include:
e Providers unaware of appointment requirements
e Survey tool was not accurately capturing compliance rate for two items:
o Not reflecting “would refer to ER” as a passing response to meeting the Behavioral
Health six (6) hour emergency appointment
o The Specialist survey did not frame questions so the provider understood they related
to their existing patients who had symptoms related to the condition they were being
treated for by the specialist. This led to Specialists saying they only took cases by
referral.

Recommended Interventions for 2015:
e Resurvey providers along with corrective action plans to ensure compliance in 2015
e Continue provider education regarding appointment requirements
e Use of updated BH and Specialty survey instruments to obtain more accurate compliance
measurements.

Network Adequacy - Provider/Enrollee Ratios
Objectives: Ensure members have adequate access to/availability of providers and services.

Goals: Meet or exceed the following standards:

e  GeoAccess result of 90% for PCPs within 10 miles in urban counties, 20 miles in basic
counties and 30 miles in rural counties

e PCP : Member ratio 1:250

e GeoAccess result of 90% for Behavioral Health providers within 10/15/22 miles for
urban counties, 20/40/45 miles for basic counties, and 40/80/90 miles for rural counties

e BH Provider : Member ratio of 1:3000

e  GeoAccess result of 90% for high volume Specialists within 25 miles in urban counties,
50 miles in basic counties, and 100 miles in rural counties.

e  Specialist Provider : member ratio of 1:3000 (1:1000 for ObGyn)
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e  GeoAccess result of 90% or more for Hospitals

Findings: Compliance is measured on a quarterly basis, by provider type, at the region and
county level. For 2014, Missouri Care consistently met or exceeded a 90% GeoAccess result for
PCPs, behavioral health providers, and high volume specialists. Our existing contracted provider
network is well positioned to continue successful, adequate service operations that adhere to and,
more often than not, exceed contract requirements. This can be clearly seen by our compliance
rates (shown below) by region and by specialty as provided in our 2014 DIFP filing.

Compliance Rates by Specialty & Region from 2014 DIFP Filing:

Primary Care Physicians 100% 100% 100% 90%
Allergy 100% 100% 100%| 90%
Dermatology 96% 100% 99% 90%
Endocrinology 100% 100% 100% 90%
Gastroenterology 100% 100% 100% 90%
Infectious Disease 96% 100% 100% 90%
Nephrology 100% 100% 100% 90%
Neurology 100% 100% 100% 90%
Obstetrics Gynecology 100% 100% 99% 90%
Ophthalmology 99% 100% 100% 90%
Pediatric 100% 100% 100%| 90%
Physical Medicine/Rehab 100% 100% 100% 90%
Psychiatrist - Adult/General 100% 100% 100% 90%
Psychiatrist - 100% 100% 100%| 90%
Pulmonary Disease 100% 100% 100% 90%
Rheumatology 100% 100% 100%| 90%
General Surgery 100% 100% 100% 90%
Otolaryngology 99% 100% 100% 90%
Cardiology 100% 100% 100%| 90%
Hematology/Oncology 99% 100% 100% 90%
Urology 100% 100% 100%|  90%
Podiatry 100% 100% 100%|  90%
Vision Care/Primary Eye 100% 100% 100% 90%
Orthopedics 100% 100% 100%|  90%
Psychologists/Other Therapy 100% 100% 100%|  90%

As of 2014 year-end, Missouri Care’s irovider/member ratios:

PCPs overall 2,408 102,288 1:42 1:250
Pediatricians 575 86,045 1:150 1:250
Behavioral Health 2,438 102,288 1: 42 1:3000
High-Volume Specialists

Obstetrics Gynecology 816 20,737 1:25 1:1000
Orthopedics 346 102,288 1:295 1:3000
General Surgeon 382 102,288 1:268 1:3000
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Cardiology 782 102,288 1:131 1:3000
Ear, Nose Throat 122 102,288 1:838 1:3000

Missouri Care’s PCP provider-enrollee ratios over time:

Members: 106,886 Members: 98,061 Members: 102,288
PCPs: 2,028 PCPs: 2,326 * PCPs: 2,408

*Data restated from prior year due to change in methodology

Analysis: In 2014, Missouri Care exceeded provider/member ratios. The provider network grew
nearly 7% during 2014. The growth is primarily attributable to a continued increase in the
number of contracted PCPS in support of the additional membership acquired during 2014. At
the end of 2014, the network had 2,408 PCPs, 8,378 specialists, and 2,438 behavioral health
professionals.

Accomplishments/Actions Taken: Missouri Care regularly monitors network accessibility and
outreaches as needed to address any deficiencies. It is important for all members to have access
to a network provider within 30 and no more than 60 miles. As an example of our commitment
in this area, we have recently signed a Letter Of Intent (LOI) with BJC to enter into a contract.
Though we meet network and provider adequacy in the Eastern Region currently without BJC,
our single case agreement volume with them led to discussions to include them in our network.

Barriers/Issues: Despite the high penetration of provider availability, there will be, from time
to time, a request from a member or non-contracted provider to treat a member. Missouri Care
believes that access to care is important and we will authorize a single case payment arrangement
for these services. Currently, the majority of our single case agreements occur due to ER visit
follow-ups and member requests. When this situation occurs, Missouri Care will also follow up
with the referenced provider or group and engage in discussions for future contractual
arrangements.

Recommended Interventions for 2015: Continue to monitor and identify additional providers
for possible network expansion, especially those providers where we have executed multiple
single case agreements for care.

24 Hour Access/After Hours Availability

Objective: Ensure members have adequate after-hours phone access to PCPs

Goal: Related provider survey result of 90%.

Findings: The survey results for After-Hour Compliance for 2014 are shown below.
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PCP and Pediatrician After-Hours Access
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Analysis: As part of the annual appointment availability survey, Missouri Care also monitors
the availability of providers after normal business hours. Of the 984 providers sampled, 80% of
had made arrangements for after- hours availability of a health professional. The majority of
providers utilized answering machines that directed callers to an alternate number providing
access to the provider or a covering provider. Some utilized answering services or call
forwarding to allow after-hours access to the provider or a covering provider, while others
referred members to a contracted 24-hour nurse triage and advice line.

Accomplishments/Actions Taken:
e Corrective action letters were sent to the non-compliant providers to address the problem
areas.
e To ensure evening and weekend access, Missouri Care contracts with a network of urgent
care facilities to ensure urgent appointment access.

e Members may access urgent care centers without referral or prior authorization
requirement.

Barriers/Issues: Providers may not be aware of the requirement

Recommended Interventions for 2015:
e Continued provider education on this requirement
e Resurvey providers along with corrective action plans to ensure compliance in 2015
e Educate members on alternatives/steps to take when issues after hours issues arise:
o To ensure evening and weekend access, Missouri care contracts with a network of
urgent care facilities to ensure urgent appointment access.
o Members may access urgent care centers without referral or prior authorization
requirement.
o Use of 24 hour nurse line for consultation

Open/Closed Panels

Missouri Care monitors the status of PCP panels on a monthly basis. In 2014, the proportion of
PCPs with open panels was stable, with an overall average of 92%.

Member Grievance and Appeal Management
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Objectives:
e To monitor/identify areas of member dissatisfaction and implement action to improve
satisfaction

e To monitor/identify areas of member appeals and implement action to improve member
satisfaction

e Report the number, type, and resolution of member grievances and appeals.
e Resolve 95% of appeals and grievances within compliance and accreditation timeframes

e Identify trends or problem areas and implement activities to improve member
satisfaction.

Findings:
Top Three Member Grievances
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Compliance with Appeal Processing Timelines

[

100% =

80% 1100%  [OOKENN
60% -
40%
200 -
0% T T ]

1st Qtr 2014 EHdQ:LLZBM- 3rd Qtr 2014  4th Qtr 2014

Percentage

Analysis: During 2014, Missouri Care received 564 appeals and grievances from members. All
grievances were timely resolved. Missouri Care upheld its original decision in 37.68% of
reviewed appeal cases.

What appears to be a significant increase in Billing, Claims, and Finance issues in the third
quarter of the year is due to formalizing a previously informal process for tracking balance
billing complaints for improved tracking purposes. This change in process also impacted
resolution timelines as evidenced in the second chart above. There was a backlog of balance
billing complaints that were already past the 30 day limit when the improved tracking process
was implemented. Missouri Care anticipates these percentages will return to near 100% in the
next quarter.

Accomplishments/Actions Taken: Missouri Care maintained records of grievances and appeals
for all members, whether received verbally or in writing in 2014. These records included a short,
dated summary of the problems, name of the grievant or appellant, date of the grievance or
appeal, date of the decision, and the disposition.

The Service Improvement Committee (SIC) conducted a monthly review of the number of
complaints, grievances, and appeals filed by members and providers to determine if any trends
existed. Any identified trends were referred to the appropriate department for review and any
necessary education, training or corrective action. Identified trends were submitted quarterly to
the Quality Improvement Committee (QIC) and the Utilization Management Advisory
Committee (UMAC) for review. Complaints, grievances, and appeals were logged, tracked, and
trended.

Provider Complaint, Grievance and Appeal Management

Objectives:

e To identify areas of provider dissatisfaction and implement action as necessary to
improve satisfaction

e To identify areas of provider appeals and implement action as necessary to improve
provider satisfaction

Goals:
e Report the number, type, and resolution of provider complaints and appeals
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e Resolve 95% of complaints and appeals within compliance and accreditation timeframes
e Identify trends or problem areas and implement activities to improve provider satisfaction

Findings:
Top Three Provider Complaints
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Compliance with Appeal Processing Timelines
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Analysis: During 2014, 2,904 provider complaints and appeals were filed with Missouri Care.
Of these, 101 were medical, 65 were behavioral health and 2,717 were non-medical (dental,
claim issues, timely filing, etc.). Missouri Care upheld approximately 60.1% of its original
decisions.

Accomplishments/Actions Taken: During 2014, Providers received information packets at the
time of contracting with Missouri Care. The packets contained the complaint, grievance, and
appeal policies and procedures with specific instructions regarding how to contact the Provider
Relations Department and identified the grievance supervisor of the department who receives
and processes complaints, grievances, and appeals. Missouri Care held a provider summit where
information was disseminated and dialogue occurred with providers regarding customer service
issues including complaints, grievances, and appeals processes. To improve quality and customer
service for our providers, an internal audit tool was developed for reviewing timeliness of
resolution, and completeness of the complaints, grievances, and appeals files.

Barriers/Issues: The Complaints, Grievance and Appeals department experienced staff
turnover in 2014 including the hiring of a new Appeals Coordinator and a new Supervisor. In
addition, the department was moved from Operations to Health Services. The new staff and
leadership created opportunities for process improvement and renewed focus on excellent
customer service.

Complaints, grievances and appeals were processed within the required timeframes in 2014.
However, our overturn rate was high at 60.1%. One issue impacting our high overturn rate was
the delegation of certain prior authorization functions to CareCore National. Phase | of the
CareCore National Implementation effective 4/1/14 included delegation of prior authorization for
Cardiology, Radiology, Sleep Management and Pain Management.

Unfortunately, there was some provider confusion regarding the prior authorization requirements
for OB ultrasounds. As a result, we experienced a high volume of provider appeals related to this
issue. Missouri Care made a decision to overturn appeals related to the confusion surrounding
OB ultrasounds until providers received additional education and clarification.

To improve the overall quality and customer service for Missouri Care members and providers,
two interventions were put in place:

e Aninternal audit tool was developed for reviewing timeliness of resolution, and
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completeness of the complaints, grievances, and appeals files. The internal audit process
will be implemented in January 2015.

e  Member balance billing tracking/resolution changed from an informal process to a formal
grievance process

Barriers/Issues: For the benchmark for processing member appeals is resolution within 30 days
at least 95% of the time, the goal was not met in the fourth quarter. This accounted for 2
untimely resolutions.

Barriers for these 2 appeals included:

e Process Change: Member billing issues were previously tracked as informal grievances.
A change was made to log and track member balance billing issues as formal grievances.
One issue was already outside the 30 day timeframe when this change was made.

e Appeals sent to wrong location: Legal Services submitted a request to WellCare
corporate instead of the Missouri Care office. Legal Aid was able to provide a copy of the
fax submission report which we honored as the date of request. However, this placed the
request outside of the 30 day timeframe. The correct fax number was provided to Legal
Services to prevent this from occurring in the future. Missouri Care anticipates returning
to 100% timely with this resolution.

Recommended Interventions for 2015: An internal audit process will be implemented in 2015.
It will include a monthly review of 10 records for the intake coordinator and 5 records for the
appeals coordinator. Results will be shared with staff during individual meetings and reported
out at the Utilization Management Advisory Committee (UMAC) and the Quality Improvement
Committee (QIC).

Missouri Care will continue to track and trend volume of appeals, overturn rate and top reasons
for appeal in 2015. Missouri Care is developing a more stringent letter to providers who
consistently continue to balance bill the member despite education. In addition, the department
will continue to work closely with claims, configuration and provider relations to identify and
resolve problems before they escalate.
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Strategy: Utilization Review

Sources: HEDIS 2015 (data year 2014); Health Plans 2014 Annual Evaluation Reports;
provider data submitted by the MCQ's to the Missouri Department of Insurance,
Financial Institutions, and Professional Registration (DIFP) (Provider networks as of
January 1, 2014); Maternal and Child Health Indicators and Trends Report 2014,
Missouri Departments of Mental Health and Social Services; Mental Health Subgroup
of the Quality Assessment and Improvement Advisory Group for the MO HealthNet
Managed Care Program, 2013; and MHD Health Plan Monthly Lead & Special Needs
Case Management Reports SFY2014/SFY2015.

Confirmation it was conducted as described:
X Yes
No. Please explain:

Summary of results:

Health Care USA

HCUSA Enrollment Data

HCUSA'’s membership for month end December 31, 2014 was 241,688. The membership
declined by 1.9% compared to the membership in December 2013 and a 4.9% declined since
2012. The declining membership was attributed to the State’s transition from Family Assistance
Management Information System (FAMIS) for eligibility to the new Missouri Eligibility
Determination and Enrollment System (MEDES) system and to the delays in eligibility
determinations related to the Federally Facilitated Marketplace (Marketplace).

HCUSA Membership 2012 2013 2014
254,004 246.603 241,688

Utilization Management

The Utilization Management (UM) program monitors the delivery of health care services
provided to all HCUSA members. The scope of the UM program is to ensure the health care
services provide are medical necessary, effectively, and efficiently available while ensuring
quality care is provided. The program identifies and resolves inefficiencies for improved
resource utilization while continually assessing the effect of cost containment without impacting
the quality of care being delivered. Additionally, the management of quality of care issues or
trend will be coordinated with the Quality Improvement program.
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Inpatient Utilization

The table below details the inpatient utilization for 2014 compared to prior years.

2012 2013 2014
Membership 253,419 242,763 240,537
Days 70,990 67,714 62,795
Days/1000 398 365 364
Admits 20,241 23,696 20,724
Admits/1000 113 128 124
ALOS 3.5 2.9 2.9
Inpatient Visits/ 1000
HealthCare USA Bed Day Analysis
Admits/1000
o 0 All Regions
(=]
= 120 B ] —
'g;: 100 4 — — ey = . —
o 80 - — — = — — = —
= 60 - — — = — — = —
(] 40 S— | - e - Ee—
. 20 — B - [ - [
0 “4TH QTR 15T QTR 2MD QTR 3RD QTR 4TH QTR
2013 14 14 14 2014
OADMITS/M000 131 126 125 131 117
NICU ADMITS/M000 7 8 7 7 6
NOMN MICU ADMITS/1000 124 118 117 124 110
Source Data Claims from Coventry Data Warehouse

Analysis: Admits per thousand decreased from the 3rd quarter (131) to the 4th quarter (117) of
2014. The NICU admits per thousand slightly decreased from the 3rd quarter (7) to 4th quarter
(6) of 2014. The non-NICU admits per thousand decreased from the 3rd quarter (124) to 4th
quarter (110) of 2014.
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Outpatient Utilization

Outpatient Visits/ 1000
Visits/1000 Visits/1000
AGE MEMBER | Visits 2013 | member months | Visits 2014 | member months
Months 2013 2014
<1 164012 131130 791.96 133,090 811.47
1-9 1377903 341.627 278.64 396,579 287.81
10-19 1029210 208130 228.47 238,459 231.69
20-44 385,981 142025 390.75 145,167 376.10
45-64 26,795 10.538 437.13 11,513 429.67
65-74 2 0 0 1 500.00
75-84 4 0 0 1 250.00
85+ 0 0 0 ] ]
Unknown 0 0 0 0 ]
Total 2.983907 833450 309.81 924,810 309.93

Source of data; IDDS 2014

Analysis: In 2014, members age <1 outpatient services visits increased per/1000 members and
had the highest number of outpatient services visits in 2014. The second age group (45-64) had
429.67 visits per 1000 member but there was a decline in visits compared to 2013. In 2014, the
lowest outpatient services visits for the year was members’ age (10-19) with 231.69 visits per
1000 member. The average number of outpatient services visits per 1000/members total
outpatient services was 427.34 visits per 1000 members. The total outpatient visits per 1000
members was unchanged from 2013 to 2014.
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Home State

Home State Health membership, while remaining fairly constant in 2013, increased by 20,000
members by the end of 2014. This is a 20% increase year over year. The table below shows our
membership at the start of 2013, the end of 2013 and at the end of 2014, by operating region
(Eastern Missouri = EMO; Central Missouri = CMO; Western Missouri = WMO).

Membership Calendar Year (CY) 2013 and (CY) 2014

Region 1/1/2013 | 12/31/2013 | 12/31/2014
EMO 36,130 32,051 39,225
CMO 5,042 7.122 9,226
WMO 18,426 20,058 22,572
Total 59,598 59,231 71,023

Review of the age and gender distribution of the membership indicates that members 0-20 years
of age comprise approximately 80% of the population. The next largest population group is
female adults 21-44 years of age. Many of these members are pregnant. Consequently, quality
improvement activities are best directed towards improving the health of the pediatric and
female/ maternity populations. Other frequent diagnoses for Home State members include:
asthma, sickle cell, diabetes (including gestational), upper respiratory conditions, and abdominal
pain. Home State uses analysis of diagnoses and service utilization for the development of
interventions and programs to impact the health outcomes of our members.

Utilization Management

The scope of the Utilization Management Program (UM Program) is comprehensive and applies
to all eligible members across all product types, age categories and range of diagnoses. The UM
Program incorporates all care settings including preventive care, emergency care, primary care,

specialty care, acute care, short-term care, long term care and ancillary care services.

The goal in utilization management is to help guide best practice medicine in the most efficient
and economical manner while addressing patient-specific needs. To that end, the clinical
decision criteria utilized aligns the interests of the health plan, the practitioner, and the member.

Utilization management decisions are made in a timely manner to accommodate the clinical
urgency of the situation and to minimize any disruption in the provision of health care.
Established timelines are in place for practitioners to notify the plan of a service request and for
the health plan to make authorization determinations and subsequent notifications to the member
and practitioner.
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For all pre-scheduled services requiring authorization, the provider must notify the Plan within
five (5) days prior to the requested service date. Home State understands that there will be
occasions when this timeframe is not possible and will allow providers to submit a request for
pre-service authorization up to the date of service without penalty. Prior authorization is never
required for emergent or urgent care services. Facilities are required to notify the Plan of all
inpatient admissions within one (1) business day following the admission. Home State
understands that there will be occasions when this timeframe is not possible and will allow
providers to submit a request for inpatient authorization of exceptional cases. Once the member’s
emergency medical condition is stabilized, notification of hospital admission or authorization for
follow-up care is required.

The Plan will make medical necessity decisions as expeditiously as the member’s condition
requires and not to exceed the timeframes as noted in the table below.

Type of Request Timeframe
Standard /Routine Within 2 business day of obtaining all clinical
Services information; not to exceed 14 calendar days
from receipt of request.
Urgent Within 24 hours of request for services
determined to beurgent by the provider.
Initial Inpatient Within 2 business days of obtainingall
Admissions necessary information, not to exceed 14
calendar days from receipt of request.
Concurrent Within 1 business day of obtaining all
Inpatient Review necessary information, not to exceed 14
calendar days from receipt of request.
Retrospective Within 30 business days of receipt of
Review request.
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Missouri Care
Enrollment and Population Characteristics
Missouri Care Enrollment for 1915b & CHIP
Total

Enrollment
102,288

Western
Enrollment

31,328

Central
Enrollment Enrollment
40,543 30,417

Source: Weelly Enrollment Report —12/15/2014
Enroliment totals does not include enrollees with a future start date.

Eastern

Race/ 2013 2014
Ethnicity Membership Membership
Caucasian 62,246 63,124
African American 27,285 27,807
Native American 1,212
/Hispanic 1,084

Other 7,474 9,967
None Reported 0 178
Total 98,489 102,288

Utilization Management

The Plan monitors and evaluates the UM program on an ongoing basis to identify opportunities
for improvement. This includes the use of performance metrics; monitoring over, under, and
inappropriate utilization; inter-rater review; and reviewing data and reports, including
information from our data systems, member and provider satisfaction, member and provider
grievances related to UM processes, and appeals; development of a work plan; and an annual
evaluation.

The Plan uses metrics to highlight, trend, and verify activities at various stages of the UM
process. Metrics are conducted on a daily, weekly, and monthly schedule and distributed to UM
staff and senior management. The most common metrics include inventory and aging of prior
authorization requests by service category, production and turnaround time for standard and
expedited requests.

Top objectives in 2014

1. Implementation of Children’s Pediatric Care Network
2. Implementation of Care Core National Program
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Monitor utilization patterns including admit, bed day and readmission rates.

4. Evaluate clinical staff documentation, metrics and use of review criteria on monthly
basis.

5. Continue to enhance discharge planning to improve provider and member experience.

Accomplishments in 2014

»  Clinical staff trained and tested on Interqual review criteria.

»  Successful integration with Children’s Mercy Pediatric Care Network

«  Successful collaboration with Care Core National to provide prior authorization for
certain outpatient diagnostic services

*  Monitor medical inpatient admits.
*  Monitor medical inpatient average length of stay.
»  Monitor medical readmissions within 30 days.

Findings:
Discharges per Year/ Inpatient Visits (per 1,000 members)
Admissions per Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 2014

1,000 2014 2014 2014 2014 2014 2014 2014 2014 2014 2014 2014 2014
Birth 53 52 50 52 45 40 47 44 43 44 43 a7 a7
Inpatient Rehab 5 .6 3 3 .5 .5 3 0 .5 2 il B A
Med Surg 38 41 45 41 45 43 38 47 45 41 33 42 42
NICU 6.9 8.3 5.8 8.2 6.7 6.9 9.2 7.7 6.8 7.2 7.5 7.5 7.4
Observation 39.3| 3B.6| 42.3| 40.5| 40.7| 354 38.3| 39.3| 447 43| 35.6| 422 39.9

Analysis: 2013 monthly average for births was 55 as compared to 2014’s average of 47. NICU
average for 2013 was 11 as compared to 7.4 for 2014. Med/surgical rates remained stable year
over year.

Accomplishments/Actions Taken: Enhanced discharge planning program includes automatic
referrals to case management and better coordination with CM and UM while the member is
inpatient. The concurrent review nurses are anticipatory, proactive and interactive with our
facilities surrounding the discharge plan. The concurrent review clinicians play a crucial role in
not only collecting information, but also interpreting and finding information for interventional
purposes. The clinicians interact with the facility to ensure the authorizations related to discharge
needs are in place prior to discharge to ensure positive outcomes for our members and
subsequently reduce readmissions. The health plan also works to identify through
monthly/quarterly reports the most frequent diagnosis’ that result in readmission. Members
admitted with the top diagnosis were discussed in inpatient rounds to ensure we are anticipatory
of needs and that services were in place prior to discharge to ultimately reduce readmissions and
bed days.

Barriers/Issues: Lack of member compliance with their health care needs.
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Recommended Interventions for 2015: Enhanced discharge planning program and review of
members admitted with the top diagnosis to anticipate needs and ensure services are in place
prior to discharge to reduce readmissions and bed days.

Ambulatory Outpatient Visits (per 1,000 members)

Central = HEDIS 2014 rate of 416.92 decreased from the prior year and is above the
NCQA 50th%ile rate.

East = HEDIS 2014 rate of 284.85 increased from the prior year and is below the
NCQA 50th%ile rate.

West = HEDIS 2014 rate of 382.29 increased from the prior year. It is above the
NCQA 50th%ile rate.

Accomplishments/Actions Taken:

Missouri Care recognizes the importance of getting follow-up care quickly after
treatment for mental health disorder. A Follow-Up after Hospitalization (FUH) PIP
was developed in 2005. In 2014, Missouri Care revised the FUH member incentive
flyer clarifying the FUH criteria and added a fax number so it could be faxed during
provider visits or mailed.

To help track follow-up appointments, Case Management developed a new tool to
record FUH appointments. This spreadsheet includes the discharging facility,
appointment date, provider, if appointment was kept and the attempts to follow up
with the provider/member

Mailed flyer that includes member incentive for members who keep their appointment
within one week of discharge for mental health diagnosis can earn a $25 gift card.

Missouri Care’s behavioral health utilization manager and case manager worked
together with the hospital discharge planner to arrange the member’s outpatient
appointment within 7 days post discharge.

Each member discharged from an inpatient psychiatric hospitalization was outreached
from case management services within two business days following discharge. The
case manager ensures that the member is aware of his or her appointment and has
available transportation.

Inpatient members were referred for home health visits at the time of discharge if there
is no in home therapy appointment arranged.

If the member’s appointment did not meet expectations, the case manager worked with
the member and the outpatient provider to have the member seen within 7 days of
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discharge.

e |f the member failed to keep his or her appointment the case manager attempted to
contact the member by phone and letter to emphasize the importance of compliance
and to reschedule the appointment within 30 days of discharge.

e Distributed HEDIS toolkits to providers that contain information on the measure
specifications and what is needed for compliance.

Barriers/Issues:
e Member leaves the hospital against medical advice
e Member lacks a means of communication; e.g., no phone, incorrect number
e Member does not show for appointments, refuses aftercare, or doesn’t value
importance; e.g., feels fine
e Members’ fear or hesitation about the appointment or provider

Recommended Interventions for 2015: Missouri Care will develop a Super-Utilizer Program
to coordinate and manage care for identified super-utilizers of avoidable emergency department
visits. It will initiate a Super-Utilizer Workgroup that will be a standing a sub- committee of the
UMAC. This multidisciplinary workgroup will oversee the Super-Utilizer Program. The group
will meet monthly beginning in 2015 and quarterly reports will be prepared and discussed at
Missouri Care’s UMAC and ultimately reviewed during the QIC. A standard report package will
be developed that includes all relevant reports and analysis. A key component of the reporting
will be stratification by region. Region specific reporting allows us to take into consideration the
uniqueness of each geographic area and develop targeted interventions that can best improve
outcomes, encourage our members to seek the right care, at the right time and the right place.

Dental Service Utilization

Under their contracts to provide health services to Managed Care enrollees, MCOs are required
to provide dental services. The Managed Care Policy Statement for Dental Services outlines the
MCOs’ responsibilities for these services. The policy states that “MCOs must conduct EPSDT
screens on enrollees under the age of 21 to identify health and developmental problems. Itis
recommended that preventive dental services and oral treatment for children begin at age 6 to 12
months and be repeated every six months or as medically indicated”. Although an oral screening
may be part of a physical examination, the DHHS and the CMS state that an oral screening does
not substitute for an examination through direct referral to a dentist (Source: MO HealthNet
Managed Care Policy Statements, Dental, 2015).

In the Managed Care Program, the MCOs currently delegate dental services to Dental Benefit
Management Organizations (BMO’s), and they are responsible for ensuring that State
requirements and health care needs for MO HealthNet Managed Care enrollees are met.
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MCO Dental Benefit Management Organizations

MCO - Eastern, Central and Western Regions Dental Plan
HealthCare USA DentaQuest
Missouri Care DentaQuest
Home State Health Plan DentaQuest

Several sources of data were reviewed to examine the access and use of dental services among
MO HealthNet Managed Care enrollees. First, a State mandated reporting indicator for annual
dental visits was examined (HEDIS 2015; for data year 2014). Second, the adequacy of MCO
dental provider networks was examined.

Annual Dental Visit Rates

The MCOs must report annual dental examination rates to the Department of Health and Senior
Services (DHSS) on an annual basis. Rates are based on HEDIS calculations of the proportion
of MO HealthNet Managed Care enrollees who were 4 to 20 years of age, continuously enrolled
during the measurement year, and who had at least one dental visit during the measurement year.

The 2015 HEDIS (CY2014) MCO rates for annual dental visits ranged from 40.3% to 53.5%,
with an average of 46.8% compared to previously reported average rate of 43.7% in CY2012.
DHSS categorized these rates as “Low/Needs Improvement, Average, or High/Good” based on
how each MCO compared to the average of all the MCOs. Using these ratings, five MCOs
(HealthCare USA — Al three Regions and MO Care — Central and Western Regions) received a
“high” rating; MO Care — Eastern Region and Home State — Western Region received an
“average” rating, while the other Home State — Central and Eastern Regions received a “low”
rating. The chart below illustrates the annual dental visit/ examination rates for each of the
MCOs from CY2010 to CY2014.
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HEDIS Quality Indicator Rates: Annual Dental Visits, CY2010 - CY2014
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44.7%
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49.4%
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2013

52.1%

47.6%

55.0%

42.1%

41.5%

43.8%

36.8%

25.3%

32.9%

W 2014

51.1%

47.9%

53.5%

40.3%

41.3%

43.1%

50.0%

42.6%

45.0%

Note: “blank” indicates data is not available/ or inactive health plan.
Source: Missouri Department of Health, Center for Health Information Management & Evaluation, 2010, 2011,
2012, 2013 and 2014. HEDIS Quality Indicator Rates. Retrieved from http://health.mo.gov/datalmanagedcare

Health Care USA

DentaQuest served as the Health Care USA’s delegate for dental services in Eastern, Central, and

Western Missouri for 2014.

DentaQuest is the third largest dental benefits administrator in the United States, serving more
than 17 million members across the United States, over 15 million of which are in state Medicaid
and CHIP programs. DentaQuest administers full dental benefits for eligible HealthCare USA
members under the age of 21 and covered services to eligible adults, as well as basic dental care
for pregnant women over age 21.

DentaQuest’s overall access for 2014 was as follows:

Dentist per 1500 members:
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EMO -2.19
CMO -2.92
WMO - 3.12
Performance Improvement Project Summary: 2008 — Present

Regions: Central (CMO), Eastern (EMO), Western (WMO)

Goal: MO Health Net requires all Medicaid MCO’s establish a 3% increase in the Annual Dental
Visit (ADV) total rates both as an aggregate.

Outcome:
HEDIS YEARS MO Growth gsﬁ;ent
Region Healthiet Goal of Base m'gge
2008 | 2000 | 2010 | 2011 | 2012 | 2013 | 2014 Goals for | Vanance | Yearin | 5
CY 2013 Points

Year

EMO 3461% 537.16% | 4054% | 41.72% | 44904% | 4544% | 47356% 46.80% 1295% | 3742%

CMO 35.08% 4033% | 4744% | 4826% | 4907% | 51.80% | 52.07% 33535% 16.99% [ 48.43%

WMO 3020% 3342% | 4191% | 43.62% | 48.13% | 4940% | 3497% 50.88%

S]I;I'“ S'Lfs 36.93% | 41.87% | 43.10% | 46.29% | 47.37% | 50.67% 48.79%%

2468% | 81.48%

15.82% | 4539%

The EMO region increased the ADV rate from the base year in 2008 of 34.61% to 47.56% in
2014 (HEDIS years), a growth from the baseline year of 12.95 points or 37.42%. The EMO
region exceeded the MO HealthNet goal of 46.80% by 0.75 percentage points.

In 2014, the CMO region ADV rate increased from 35.08% in 2008 to 52.07%, a growth from
the baseline year of 16.72 points or 47.66%. The CMO Region missed the MO HealthNet goal
of 53.35% by 1.28 percentage points.

From 2008 to 2014, the WMO region ADV rate increased 30.29% to 54.94%, a growth of
24.98 points or 81.48%. The WMO region exceeded the MO HealthNet Goal of 50.88% by
4.9 percentage points. This is the first year that the WMO region has lead the three regions in

ADV rate. This is most probably due to the acquisition of the Family Health Partners (FHP)
Health Plan in 2012.

The Statewide data shows an increase in the ADV rate from 34.85% in 2008 to 50.67% in 2014,
a growth of 15.82 points and an increase over the base year of 45.39%. The Statewide ADV Rate
was exceeded the MO HealthNet goal of 48.79% by 1.88 percentage points.

Member Barriers:

« Members/parents lack knowledge about the need and importance of a dental exam every
six months.

» Members/parents lack the knowledge of when dental visits should start.
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Members/parents are unaware of local dental providers who accept HealthCare USA.
Members/parents lack the financial resources to supply toothpaste, tooth brush and dental
floss at home.

Members/parents lack the time or transportation to get to a dental provider’s office.
Members/parents are not available to go to an appointment during working hours.

Provider Barriers:

Some providers do not accept Medicaid reimbursement.
Some providers have limited, and full panels for Medicaid recipients.

Interventions in 2014

Birthday reminders are mailed to all age-qualified members on an annual basis.

Missed appointment reminders are mailed to all members.

Quarterly newsletters are mailed to members, and through the course of the year those
newsletters will contain dental appointment messages.

A targeted postcard is mailed to certain non-compliant populations.

HealthCare USA participates in public functions such as health fairs and back to school
fairs to directly address the membership with dental care messaging.

HealthCare USA conducts direct, dental provider-based interventions by filling scheduled
appointments for the provider with non-compliant members.

HealthCare USA added a dental reminder message to the wait/hold messaging service.
HealthCare USA added functionality to the HealthCare USA website to locate a local
dental provider.

Dental related articles are cited in Provider newsletters and Fax blasts.
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Home State

Home State provides Early, Periodic Screening Diagnostic and Treatment services (EPSDT) for
members. These are, in general, well child checks, immunizations, and dental visits. The
quarterly participation ratio is reviewed at each QIC meeting. The plan target is 80%. The table
below shows the quarterly results for participation ratio in 2014.

2014 EPSDT Participation Ratio by Quarter

TARGET

80% 74% 74% 70% 71% 70% 70% NR NR

Q3 and Q4 2014 participation ratios were not reported dueto data integrity issues.

Barriers noted in analysis include:

Member knowledge of requirements, availability of providers of these services including
dentists, availability of transportation.

Member knowledge of well-child requirements and components of EPSDT.

Member difficulty of finding a dentist near them.

Access to dentists who have available appointments for Medicaid members.

Member knowledge of need for dental care to prevent dental and medical issues.

Interventions to improve rates include:

Reminder mailings to members.

Provider “Rx Pads” to give members, reminding of need for dental visit.

Newsletter article on EPSDT.

Webpage contains Well Care and Immunization schedules.

Calls to members with care gaps.

Provider Tip Sheet on reinforcing need for and importance of well-care.

Onsite FQHC visits with Provider Networking and Director of Medical Management to
provide education on these requirements along with determining methods to work
together to achieve EPSDT goals.

Incorporation of Care Gap identification, education, documentation and support to fill in
every case management interaction with members.

Care Gap letters being mailed weekly in conjunction with verbal reminders during
member services calls and following completion of all Health Risk Screenings. The letter
informs the member of the services reflected in our systems as not having been
performed and also includes a letter to the physician for the member to take to their next
appointment.

Enterprise Wide Centene EPSDT Peer Group to share best practices.
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Missouri Care
Improving Oral Health:
Interventions for Improving Oral Health Include:

» Engaging members through periodic letters, dental education mailings, Dental Day at
Community Health Centers and Boys and Girls Club on dental hygiene.

» Dental vans/mobile units at outreach events to provide needed dental services on the spot.

» Healthy Smiles teaches members good dental hygiene.

» Prenatal Graduation classes on good oral health for pregnant moms.

« Outreach for members who visited ER with a dental diagnosis and encouraging visit to
dentist (active in 2014).

« Collaboration with Urban and Rural Schools to promote dental health.

» Centralized Telephonic Outreach —-members are transferred to DentaQuest to schedule a
dental visit.

» Dental Home Pilot Project (under development)

By increasing annual dental visits, Missouri Care’s members experience an improvement in their
oral health. In addition, developing a new Dental Home Pilot Project will address multifaceted
needs within the MO HealthNet population by promoting improvements in both oral and
physical health. This pilot program will enhance members’ health care status in multiple ways,
including scheduling appointments, identifying barriers, referring to specialists, coordinating
care, and outreaching members who are in need of dental services.

Problems Identified: No problems were identified.
Corrective Action (MCO/provider level): Not applicable.
Program Change (system-wide level): Not applicable.

Case Management

The State of Missouri defines case management as services focusing on enhancing and
coordinating an enrollee’s care across an episode or continuum of care; negotiating, procuring,
and coordinating services and resources needed by members/families with complex issues;
insuring and facilitating the achievement of quality, clinical, and cost outcomes; intervening at
key points for individual members; addressing and resolving patterns of issues that have negative
quality cost impact; and creating opportunities and systems to enhance outcomes.

MCOs receive guidance from the Managed Care contract and the Federal Medicaid Managed
Care rules to assist them in developing case management services for Managed Care enrollees.
The emphasis of this guidance is to improve health status through coordination of individual
Managed Care enrollee healthcare needs. All of the MCOs monitor high risk Managed Care
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enrollees by employing specialized nurses who have regular contact with Managed Care
enrollees to perform case management. The MCOs are required by contract to notify members
via the member handbook that they may request case management services at any time.

MHD provides the MCOs with a monthly list of members from the Missouri Department of
Health and Senior Services lead testing database. The MCOs then evaluate the data to determine
the need for lead case management.

In CY2014, HealthCare USA, Home State and Missouri Care reviewed 937 members with
readings above 5 micrograms of lead per deciliter (ug/dL) for need of lead case management.
The following represents the case management review activity for these members.

HEALTHCARE USA # Members
Blood Lead Level Indicates Case Management Not Needed 35
Discharged from Case Management/Care Coordination 1
Entered Case Management/Care Coordination Notes into Report

System 337
Not Enrolled With Health Plan 3
Other 139
TOTAL 518
HOME STATE # Members
Blood Lead Level Indicates Case Management Not Needed 35
Discharged from Case Management/Care Coordination 8
Entered Case Management/Care Coordination Notes into Report

System 103
Not Enrolled With Health Plan 3
Other 26
TOTAL 181
MISSOURI CARE # Members
Blood Lead Level Indicates Case Management Not Needed 79
Discharged from Case Management/Care Coordination 7
Entered Case Management/Care Coordination Notes into Report

System 146
Not Enrolled With Health Plan 1
Other 5
TOTAL 238
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The MCOs are required to perform an assessment for case management for new members who
present with special health care needs. The following groups of individuals are at high risk of
having a special health care need and are sent to the MCOs on a monthly basis:

Individuals with Autism Spectrum Disorder;

Individuals eligible for Supplemental Security Income (SSI);

Individuals in foster care or other out-of-home placement;

Individuals receiving foster care or adoption subsidy; and,

Individuals receiving services through a family-centered community-based coordinated care
system that receives grant funds under Section 501(a)(1)(D) of Title V, as defined by the
State agency in terms of either program participant or special health care needs.

In CY2014 the assessment of 12,339 members with special health care needs was performed by
HealthCare USA (6,098), Home State (2,857) and Missouri Care (3,384).

Source: Monthly Lead and Special Needs reports from MCOs
Problems Identified: No problems were identified.
Corrective Action (MCO/provider level): Not applicable.

Program Change (system-wide level): Not applicable.
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Section D — Cost-Effectiveness

Please follow the Instructions for Cost-Effectiveness (in the separate Instructions
document) when filling out this section. Cost-effectiveness is one of the three elements
required of a 1915(b) waiver. States must demonstrate that their waiver cost projections are
reasonable and consistent with statute, regulation and guidance. The State must project waiver
expenditures for the upcoming two-year waiver period, called Prospective Year 1 (P1) and
Prospective Year 2 (P2). The State must then spend under that projection for the duration of the
waiver. In order for CMS to renew a 1915(b) waiver, a State must demonstrate that the waiver
was less than the projection during the retrospective two-year period.

A complete application includes the State completing the seven Appendices and the Section D.
State Completion Section of the Preprint:

Appendix D1. Member Months

Appendix D2.S Services in the Actual Waiver Cost

Appendix D2.A Administration in the Actual Waiver Cost

Appendix D3.  Actual Waiver Cost

Appendix D4.  Adjustments in Projection

Appendix D5. Waiver Cost Projection

Appendix D6. RO Targets

Appendix D7. Summary Sheet

States should complete the Appendices first and then describe the Appendices in the State
Completion Section of the Preprint. Each State should modify the spreadsheets to reflect their
own program structure. Technical assistance is available through each State’s CMS Regional

Office.

Part I. State Completion Section

A. Assurances
a. [Required] Through the submission of this waiver, the State assures CMS:
. The fiscal staff in the Medicaid agency has reviewed these calculations for
accuracy and attests to their correctness.
. The State assures CMS that the actual waiver costs will be less than or

equal to or the State’s waiver cost projection.

. Capitated rates will be set following the requirements of 42 CFR 438.6(c)
and will be submitted to the CMS Regional Office for approval.

o Capitated 1915(b)(3) services will be set in an actuarially sound manner
based only on approved 1915(b)(3) services and their administration
subject to CMS RO prior approval.

o The State will monitor, on a regular basis, the cost-effectiveness of the
waiver (for example, the State may compare the PMPM Actual Waiver
Cost from the CMS 64 to the approved Waiver Cost Projections). If
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changes are needed, the State will submit a prospective amendment

modifying the Waiver Cost Projections.

o The State will submit quarterly actual member month enrollment statistics
by MEG in conjunction with the State’s submitted CMS-64 forms.
b. Name of Medicaid Financial Officer making these assurances: Andrew

Bond.

C. Telephone Number:_(573)751-1092

E-mail:_Andrew.J.Bond@dss.mo.gov

e. The State is choosing to report waiver expenditures based on
_X_date of payment.

__date of service within date of payment. The State understands the
additional reporting requirements in the CMS-64 and has used the cost
effectiveness spreadsheets designed specifically for reporting by date
of service within day of payment. The State will submit an initial test
upon the first renewal and then an initial and final test (for the
preceding 4 years) upon the second renewal and thereafter.

o

B. For Renewal Waivers only (not conversion)- Expedited or Comprehensive Test—To
provide information on the waiver program to determine whether the waiver will be
subject to the Expedited or Comprehensive cost effectiveness test. Note: All waivers,
even those eligible for the Expedited test, are subject to further review at the discretion of

CMS and OMB.

a.____ The State provides additional services under 1915(b)(3) authority.

b.__ The State makes enhanced payments to contractors or providers.

C.___ The State uses a sole-source procurement process to procure State Plan services
under this waiver.

d.___ Enrollees in this waiver receive services under another 1915(b) waiver program

that includes additional waiver services under 1915(b)(3) authority; enhanced
payments to contractors or providers; or sole-source procurement processes to
procure State Plan services. Note: do not mark this box if this is a waiver for
transportation services and dental pre-paid ambulatory health plans (PAHPS)
that has overlapping populations with another waiver meeting one of these three
criteria. For transportation and dental waivers alone, States do not need to
consider an overlapping population with another waiver containing additional
services, enhanced payments, or sole source procurement as a trigger for the
comprehensive waiver test. However, if the transportation services or dental
PAHP waiver meets the criteria in a, b, or c for additional services, enhanced
payments, or sole source procurement then the State should mark the appropriate
box and process the waiver using the Comprehensive Test.

If you marked any of the above, you must complete the entire preprint and your renewal waiver
is subject to the Comprehensive Test. If you did not mark any of the above, your renewal waiver
(not conversion or initial waiver) is subject to the Expedited Test:

e Do not complete Appendix D3
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e Attach the most recent waiver Schedule D, and the corresponding completed quarters of
CMS-64.9 waiver and CMS-64.21U Waiver and CMS 64.10 Waiver forms, and
e Your waiver will not be reviewed by OMB at the discretion of CMS and OMB.

The following questions are to be completed in conjunction with the Worksheet Appendices.
All narrative explanations should be included in the preprint. Where further clarification was
needed, we have included additional information in the preprint.

C. Capitated portion of the waiver only: Type of Capitated Contract
The response to this question should be the same as in A.l.b.

a. X MCO
b.  PIHP
c.___ PAHP

d._X Other (please explain): NCM is included in the MCO Meg (MHD)

D. PCCM portion of the waiver only: Reimbursement of PCCM Providers
Under this waiver, providers are reimbursed on a fee-for-service basis. PCCMs are reimbursed
for patient management in the following manner (please check and describe):

a.___ Management fees are expected to be paid under this waiver. The management
fees were calculated as follows.

1. First Year: $ per member per month fee
2. Second Year: $ per member per month fee
3. Third Year: $ per member per month fee
4. Fourth Year: $ per member per month fee

b. Enhanced fee for primary care services. Please explain which services will be
affected by enhanced fees and how the amount of the enhancement was
determined.

C. Bonus payments from savings generated under the program are paid to case
managers who control beneficiary utilization. Under D.I1.H.d., please describe the
criteria the State will use for awarding the incentive payments, the method for
calculating incentives/bonuses, and the monitoring the State will have in place to
ensure that total payments to the providers do not exceed the Waiver Cost
Projections (Appendix D5). Bonus payments and incentives for reducing
utilization are limited to savings of State Plan service costs under the waiver.
Please also describe how the State will ensure that utilization is not adversely
affected due to incentives inherent in the bonus payments. The costs associated
with any bonus arrangements must be accounted for in Appendix D3. Actual
Waiver Cost. d.___ Other reimbursement method/amount. $ Please
explain the State's rationale for determining this method or amount.
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E. Appendix D1 — Member Months

Please mark all that apply.

For Initial Waivers only:

a.

b

C.

d.

e.

f.

9____

Population in the base year data

1. Base year data is from the same population as to be included in the waiver.

2. Base year data is from a comparable population to the individuals to be
included in the waiver. (Include a statement from an actuary or other
explanation, which supports the conclusion that the populations are
comparable.)

For an initial waiver, if the State estimates that not all eligible individuals will be

enrolled in managed care (i.e., a percentage of individuals will not be enrolled

because of changes in eligibility status and the length of the enrollment process)

please note the adjustment here.

[Required] Explain the reason for any increase or decrease in member months

projections from the base year or over time:

[Required] Explain any other variance in eligible member months from BY to P2:

[Required] List the year(s) being used by the State as a base year: Cf

multiple years are being used, please
explain:
[Required] Specify whether the base year is a State fiscal year (SFY), Federal
fiscal year (FFY), or other period .

[Required] Explain if any base year data is not derived directly from the State's
MMIS fee-for-service claims data:

For Conversion or Renewal Waivers:
a._X [Required] Population in the base year and R1 and R2 data is the population under

the waiver.

b._ X  For arenewal waiver, because of the timing of the waiver renewal submittal, the

State did not have a complete R2 to submit. Please ensure that the formulas
correctly calculated the annualized trend rates. Note: it is no longer acceptable
to estimate enrollment or cost data for R2 of the previous waiver period.

RESPONSE:

Due to the timing of the waiver, only three months of actual enrollment data is
reported in R2. Actual member months are reported for the time period July 1,
2015 through September 30, 2015. The State is not including an estimate for the
remaining nine months, therefore, only 3 months of enrollment data is reported
for R2.
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c._X [Required] Explain the reason for any increase or decrease in member months
projections from the base year or over time:

RESPONSE:

Based on a review of the historical actual enrollment, the State expects member
months to grow approximately 2.00% annually from R2 to P1 and also from P1 to
P2 for general membership growth.

The R2 to P2 MHD MEG growth also reflects an additional 520 members each
month for additional enrollment under the Show Me Healthy Babies (SMHB)
program effective January 1, 2016.

d. X [Required] Explain any other variance in eligible member months from BY/R1 to
P2:

RESPONSE:

The member months reported for R1 and the first 3 months of R2 are actuals.
There is a gap of 9 months between R2 and P1 since CMS prefers that states do
not include estimates in R2. This gap was considered when applying trend to the
R2 member months to arrive at P1 — Q1.

e._ X [Required] Specify whether the BY/R1/R2 is a State fiscal year (SFY), Federal
fiscal year (FFY), or other period:

RESPONSE:

The State’s R1 and R2 are on a State Fiscal Year (SFY) basis (July — June),
however, R2 is only for three months.

- R1=July1, 2014 through June 30, 2015

- R2=July 1, 2015 through September 30, 2015

F. Appendix D2.S - Services in Actual Waiver Cost
For Initial Waivers:
a.___ [Required] Explain the exclusion of any services from the cost-effectiveness
analysis. For States with multiple waivers serving a single beneficiary, please
document how all costs for waiver covered individuals taken into account.

For Conversion or Renewal Waivers:

a._X _[Required] Explain if different services are included in the Actual Waiver Cost
from the previous period in Appendix D3 than for the upcoming waiver period in
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Appendix D5. Explain the differences here and how the adjustments were made
on Appendix D5:

RESPONSE:

The expected service offerings during the P1 and P2 time period include the
following additional benefits not offered during the R2 time period, and are
reflected as programmatic change adjustment(s) in the waiver cost projections.
- Adult Dental

b._X [Required] Explain the exclusion of any services from the cost-effectiveness
analysis. For States with multiple waivers serving a single beneficiary, please
document how all costs for waiver covered individuals taken into account:

RESPONSE:
No services were excluded

G. Appendix D2.A - Administration in Actual Waiver Cost
[Required] The State allocated administrative costs between the Fee-for-service and
managed care program depending upon the program structure. Note: initial programs
will enter only FFS costs in the BY. Renewal and Conversion waivers will enter all
waiver and FFS administrative costs in the R1 and R2 or BY.

For Initial Waivers:

a. For an initial waiver, please document the amount of savings that will be accrued
in the State Plan services. Savings under the waiver must be great enough to pay
for the waiver administration costs in addition to those costs in FFS. Please state
the aggregate budgeted amount projected to be spent on each additional service in
the upcoming waiver period in the chart below. Appendix D5 should reflect any
savings to be accrued as well as any additional administration expected. The
savings should at least offset the administration.

Additional Administration Savings Inflation Amount projected to be
Expense projected in projected spent in Prospective
State Plan Period
Services
(Service Example: Actuary, $54,264 savings 9.97%or | $59,675 or .03 PMPM P1
Independent Assessment, EQRO, or .03 PMPM $5,411
Enrollment Broker- See attached $62,488 or .03 PMPM P2
documentation for justification of
savings.)
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Total

Appendix D5 Appendix D5 should reflect
should reflect this.

| this.

H.

The allocation method for either initial or renewal waivers is explained below:
a._ X The State allocates the administrative costs to the managed care program based

C.

upon the number of waiver enrollees as a percentage of total Medicaid enrollees.
Note: this is appropriate for MCO/PCCM programs.

RESPONSE:

MHD Meg
The State allocates administrative costs to the managed care program based upon

the number of waiver eligibles as a percentage of total Medicaid enrollees as
follows:

R1:  48% of total Medicaid eligibles are in managed care. Of those in managed
care, 90% are 1915b MHD eligibles.

R2:  48% of total Medicaid eligibles are in managed care. Of those in managed
care, 90% are 1915b MHD eligibles.

CHIP2 MEG
No administrative costs have been reported for the CHIP2 MEG because all
CHIP2 administrative costs are reported on the CMS 21, Line 33.

The State allocates administrative costs based upon the program cost as a
percentage of the total Medicaid budget. It would not be appropriate to allocate
the administrative cost of a mental health program based upon the percentage of
enrollees enrolled. Note: this is appropriate for statewide PIHP/PAHP programs.
Other (Please explain).

Appendix D3 — Actual Waiver Cost

a.

The State is requesting a 1915(b)(3) waiver in Section A.l.A.1.c and will be
providing non-state plan medical services. The State will be spending a portion of
its waiver savings for additional services under the waiver.

For an initial waiver, in the chart below, please document the amount of savings
that will be accrued in the State Plan services. The amount of savings that will be
spent on 1915(b)(3) services must be reflected on Column T of Appendix D5 in
the initial spreadsheet Appendices. Please include a justification of the amount of
savings expected and the cost of the 1915(b)(3) services. Please state the
aggregate budgeted amount projected to be spent on each additional service in the

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
239




upcoming waiver period in the chart below. This amount should be reflected in
the State’s Waiver Cost Projection for P1 and P2 on Column W in Appendix D5.

Chart: Initial Waiver State Specific 1915(b)(3) Service Expenses and Projections

1915(b)(3) Service Savings Inflation Amount projected to be
projected in projected spent in Prospective
State Plan Period
Services
(Service Example: 1915(b)(3) $54,264 savings 9.97%or | $59,675 or .03 PMPM P1
step-down nursing care services or .03 PMPM $5,411
financed from savings from $62,488 or .03 PMPM P2

inpatient hospital care. See
attached documentation for
justification of savings.)

Total
(PMPM in (PMPM in Appendix D5
Appendix D5 Column W x projected
Column T x member months should
projected correspond)
member months
should
correspond)

For a renewal or conversion waiver, in the chart below, please state the actual
amount spent on each 1915(b)(3) service in the retrospective waiver period. This
amount must be built into the State’s Actual Waiver Cost for R1 and R2 (BY for
Conversion) on Column H in Appendix D3. Please state the aggregate amount
of 1915(b)(3) savings budgeted for each additional service in the upcoming
waiver period in the chart below. This amount must be built into the State’s
Waiver Cost Projection for P1 and P2 on Column W in Appendix D5.

Chart: Renewal/Conversion Waiver State Specific 1915(b)(3) Service Expenses and
Projections

1915(b)(3) Service Amount Spent in Inflation Amount
Retrospective Period projected projected to be
spent in
Prospective
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Period

(Service Example:
1915(b)(3) step-down
nursing care services
financed from savings
from inpatient hospital
care. See attached
documentation for
justification of savings.)

$1,751,500 or
$.97 PMPM R1

$1,959,150 or
$1.04 PMPM R2 or BY
in Conversion

8.6% or
$169,245

$2,128,395 or
1.07 PMPM in P1

$2,291,216 or
1.10 PMPM in P2

Total

(PMPM in Appendix (PMPM in

D3 Column H x Appendix D5

member months Column W x

should correspond) projected
member months
should
correspond)

The State is including voluntary populations in the waiver. Describe below how
the issue of selection bias has been addressed in the Actual Waiver Cost
calculations:

Capitated portion of the waiver only -- Reinsurance or Stop/Loss Coverage:
Please note how the State will be providing or requiring reinsurance or stop/loss
coverage as required under the regulation. States may require
MCOs/PIHPs/PAHPs to purchase reinsurance. Similarly, States may provide
stop-loss coverage to MCOs/PIHPs/PAHPs when MCOs/PIHPs/PAHPs exceed
certain payment thresholds for individual enrollees. Stop loss provisions usually
set limits on maximum days of coverage or number of services for which the
MCO/PIHP/PAHP will be responsible. If the State plans to provide stop/loss
coverage, a description is required. The State must document the probability of
incurring costs in excess of the stop/loss level and the frequency of such
occurrence based on FFS experience. The expenses per capita (also known as the
stoploss premium amount) should be deducted from the capitation year projected
costs. In the initial application, the effect should be neutral. In the renewal
report, the actual reinsurance cost and claims cost should be reported in Actual
Waiver Cost.

Basis and Method:
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1. X The State does not provide stop/loss protection for MCOs/PIHPs/PAHPs,
but requires MCOs/PIHPs/PAHPs to purchase reinsurance coverage
privately. No adjustment was necessary.

2. The State provides stop/loss protection (please describe):

d.___ Incentive/bonus/enhanced Payments for both Capitated and fee-for-service
Programs:

1. [For the capitated portion of the waiver] the total payments under a
capitated contract include any incentives the State provides in addition to
capitated payments under the waiver program. The costs associated with
any bonus arrangements must be accounted for in the capitated costs
(Column D of Appendix D3 Actual Waiver Cost). Regular State Plan
service capitated adjustments would apply.

i.Document the criteria for awarding the incentive payments.
ii.Document the method for calculating incentives/bonuses, and
ili.Document the monitoring the State will have in place to ensure that total
payments to the MCOs/PIHPs/PAHPs do not exceed the Waiver Cost
Projection.

2. For the fee-for-service portion of the waiver, all fee-for-service must be
accounted for in the fee-for-service incentive costs (Column G of
Appendix D3 Actual Waiver Cost). For PCCM providers, the amount
listed should match information provided in D.1.D Reimbursement of
Providers. Any adjustments applied would need to meet the special
criteria for fee-for-service incentives if the State elects to provide
incentive payments in addition to management fees under the waiver
program (See D.l.l.e and D.1.J.e)

i. Document the criteria for awarding the incentive payments.
ii. Document the method for calculating incentives/bonuses, and
iii. Document the monitoring the State will have in place to ensure that total
payments to the MCOs/PIHPs/PAHPs/PCCMs do not exceed the Waiver
Cost Projection.

Current Initial Waiver Adjustments in the preprint
I Appendix D4 — Initial Waiver — Adjustments in the Projection OR Conversion
Waiver for DOS within DOP

Initial Waiver Cost Projection & Adjustments (If this is a Conversion or Renewal waiver for
DOP, skip to J. Conversion or Renewal Waiver Cost Projection and Adjustments): States may
need to make certain adjustments to the Base Year in order to accurately reflect the waiver
program in P1 and P2. If the State has made an adjustment to its Base Year, the State should
note the adjustment and its location in Appendix D4, and include information on the basis and
method used in this section of the preprint. Where noted, certain adjustments should be
mathematically accounted for in Appendix D5.
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The following adjustments are appropriate for initial waivers. Any adjustments that are required
are indicated as such.

a.

State Plan Services Trend Adjustment — the State must trend the data forward to reflect
cost and utilization increases. The BY data already includes the actual Medicaid cost
changes to date for the population enrolled in the program. This adjustment reflects the
expected cost and utilization increases in the managed care program from BY to the end
of the waiver (P2). Trend adjustments may be service-specific. The adjustments may be
expressed as percentage factors. Some states calculate utilization and cost increases
separately, while other states calculate a single trend rate encompassing both utilization
and cost increases. The State must document the method used and how utilization and
cost increases are not duplicative if they are calculated separately. This adjustment
must be mutually exclusive of programmatic/policy/pricing changes and CANNOT
be taken twice. The State must document how it ensures there is no duplication
with programmatic/policy/pricing changes.

1. [Required, if the State’s BY is more than 3 months prior to the beginning of P1]
The State is using actual State cost increases to trend past data to the current time
period (i.e., trending from 1999 to present) The actual trend rate used is:

. Please document how that trend was calculated:

2. [Required, to trend BY to P1 and P2 in the future] When cost increases are
unknown and in the future, the State is using a predictive trend of either State
historical cost increases or national or regional factors that are predictive of future
costs (same requirement as capitated ratesetting regulations) (i.e., trending from
present into the future).

I.___ State historical cost increases. Please indicate the years on which the rates
are based: base years In addition, please indicate the
mathematical method used (multiple regression, linear regression, chi-
square, least squares, exponential smoothing, etc.). Finally, please note
and explain if the State’s cost increase calculation includes more factors
than a price increase such as changes in technology, practice patterns,
and/or units of service PMPM.

ii.___ National or regional factors that are predictive of this waiver’s future
costs. Please indicate the services and indicators used .
Please indicate how this factor was determined to be predictive of this
waiver’s future costs. Finally, please note and explain if the State’s cost
increase calculation includes more factors than a price increase such as
changes in technology, practice patterns, and/or units of service PMPM.

3. The State estimated the PMPM cost changes in units of service, technology and/or
practice patterns that would occur in the waiver separate from cost increase.
Utilization adjustments made were service-specific and expressed as percentage
factors. The State has documented how utilization and cost increases were not
duplicated. This adjustment reflects the changes in utilization between the BY and
the beginning of the P1 and between years P1 and P2.
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I Please indicate the years on which the utilization rate was based (if
calculated separately only).

ii. Please document how the utilization did not duplicate separate cost
increase trends.

State Plan Services Programmatic/Policy/Pricing Change Adjustment: This
adjustment should account for any programmatic changes that are not cost neutral and
that affect the Waiver Cost Projection. Adjustments to the BY data are typically for
changes that occur after the BY (or after the collection of the BY data) and/or during P1
and P2 that affect the overall Medicaid program. For example, changes in rates, changes
brought about by legal action, or changes brought about by legislation. For example,
Federal mandates, changes in hospital payment from per diem rates to Diagnostic Related
Group (DRG) rates or changes in the benefit coverage of the FFS program. This
adjustment must be mutually exclusive of trend and CANNOT be taken twice. The
State must document how it ensures there is no duplication with trend. If the State is
changing one of the aspects noted above in the FFS State Plan then the State needs to
estimate the impact of that adjustment. Note: FFP on rates cannot be claimed until CMS
approves the SPA per the 1/2/01 SMD letter. Prior approval of capitation rates is
contingent upon approval of the SPA.

Others:

o Additional State Plan Services (+)

e Reductions in State Plan Services (-)

o Legislative or Court Mandated Changes to the Program Structure or fee schedule
not accounted for in cost increases or pricing (+/-)

1. The State has chosen not to make an adjustment because there were no
programmatic or policy changes in the FFS program after the MMIS claims tape
was created. In addition, the State anticipates no programmatic or policy changes
during the waiver period.

2. Anadjustment was necessary. The adjustment(s) is(are) listed and described
below:

i The State projects an externally driven State Medicaid managed care rate
increases/decreases between the base and rate periods.
For each change, please report the following:
A.___ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment
B._ The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment
C.___ Determine adjustment based on currently approved SPA. PMPM
size of adjustment
D.__ Determine adjustment for Medicare Part D dual eligibles.
E.  Other (please describe):
ii. The State has projected no externally driven managed care rate
increases/decreases in the managed care rates.
iii. Changes brought about by legal action (please describe):
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For each change, please report the following:

A.__ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B._ The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment

C.___ Determine adjustment based on currently approved SPA. PMPM
size of adjustment

D.__ Other (please describe):

iv. Changes in legislation (please describe):

For each change, please report the following:

A.___ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.__ The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment

C.___ Determine adjustment based on currently approved SPA. PMPM
size of adjustment

D.__ Other (please describe):

V. Other (please describe):

A.___ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.__ The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment

C.___ Determine adjustment based on currently approved SPA. PMPM
size of adjustment

D.__ Other (please describe):

Administrative Cost Adjustment*: The administrative expense factor in the initial
waiver is based on the administrative costs for the eligible population participating in the
waiver for fee-for-service. Examples of these costs include per claim claims processing
costs, per record PRO review costs, and Surveillance and Utilization Review System
(SURS) costs. Note: one-time administration costs should not be built into the cost-
effectiveness test on a long-term basis. States should use all relevant Medicaid
administration claiming rules for administration costs they attribute to the managed care
program. If the State is changing the administration in the fee-for-service program then
the State needs to estimate the impact of that adjustment.
1. No adjustment was necessary and no change is anticipated.
2. Anadministrative adjustment was made.
i.__ FFS administrative functions will change in the period between the
beginning of P1 and the end of P2. Please describe:

A. Determine administration adjustment based upon an approved
contract or cost allocation plan amendment (CAP).
B. Determine administration adjustment based on pending contract or

cost allocation plan amendment (CAP).
C. Other (please describe):
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il. FES cost increases were accounted for.

A. Determine administration adjustment based upon an approved
contract or cost allocation plan amendment (CAP).
B. Determine administration adjustment based on pending contract or

cost allocation plan amendment (CAP).

C.___ Other (please describe):

iii.___ [Required, when State Plan services were purchased through a sole source
procurement with a governmental entity. No other State administrative
adjustment is allowed.] If cost increase trends are unknown and in the
future, the State must use the lower of: Actual State administration costs
trended forward at the State historical administration trend rate or Actual
State administration costs trended forward at the State Plan services trend
rate. Please document both trend rates and indicate which trend rate was
used.

A.  Actual State Administration costs trended forward at the State
historical administration trend rate. Please indicate the years on
which the rates are based: base years In
addition, please indicate the mathematical method used (multiple
regression, linear regression, chi-square, least squares, exponential
smoothing, etc.). Finally, please note and explain if the State’s
cost increase calculation includes more factors than a price
increase.

B. Actual State Administration costs trended forward at the State Plan
Service Trend rate. Please indicate the State Plan Service trend rate
from Section D.l.1.a. above

* For Combination Capitated and PCCM Waivers: If the capitated rates are adjusted by
the amount of administration payments, then the PCCM Actual Waiver Cost must be
calculated less the administration amount. For additional information, please see Special
Note at end of this section.

1915(b)(3) Adjustment: The State must document the amount of State Plan Savings that

will be used to provide additional 1915(b)(3) services in Section D.I.H.a above. The

Base Year already includes the actual trend for the State Plan services in the program.

This adjustment reflects the expected trend in the 1915(b)(3) services between the Base

Year and P1 of the waiver and the trend between the beginning of the program (P1) and

the end of the program (P2). Trend adjustments may be service-specific and expressed as

percentage factors.

1. [Required, if the State’s BY is more than 3 months prior to the beginning of P1 to
trend BY to P1] The State is using the actual State historical trend to project past
data to the current time period (i.e., trending from 1999 to present). The actual
documented trend is: . Please provide documentation.
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2. [Required, when the State’s BY is trended to P2. No other 1915(b)(3) adjustment
is allowed] If trends are unknown and in the future (i.e., trending from present
into the future), the State must use the State’s trend for State Plan Services.

I. State Plan Service trend
A. Please indicate the State Plan Service trend rate from Section
D.l.1.a. above

Incentives (not in capitated payment) Trend Adjustment: If the State marked Section
D.I.H.d, then this adjustment reports trend for that factor. Trend is limited to the rate for
State Plan services.

1. List the State Plan trend rate by MEG from Section D.I.1.a.
2. List the Incentive trend rate by MEG if different from Section D.l.l.a

3. Explain any differences:

Graduate Medical Education (GME) Adjustment: 42 CFR 438.6(c)(5) specifies that
States can include or exclude GME payments for managed care participant utilization in
the capitation rates. However, GME payments on behalf of managed care waiver
participants must be included in cost-effectiveness calculations.

1. We assure CMS that GME payments are included from base year data.

2. We assure CMS that GME payments are included from the base year data

using an adjustment. (Please describe adjustment.)
3. Other (please describe):

If GME rates or the GME payment method has changed since the Base Year data was
completed, the Base Year data should be adjusted to reflect this change and the State
needs to estimate the impact of that adjustment and account for it in Appendix D5.
1. GME adjustment was made.
i.___ GME rates or payment method changed in the period between the end of
the BY and the beginning of P1 (please describe).
ii.___ GME rates or payment method is projected to change in the period
between the beginning of P1 and the end of P2 (please describe).

2. No adjustment was necessary and no change is anticipated.

Method:

1. Determine GME adjustment based upon a newly approved State Plan
Amendment (SPA).

2. Determine GME adjustment based on a pending SPA.

3. Determine GME adjustment based on currently approved GME SPA.

4. Other (please describe):
Payments / Recoupments not Processed through MMIS Adjustment: Any payments
or recoupments for covered Medicaid State Plan services included in the waiver but
processed outside of the MMIS system should be included in the Waiver Cost Projection.
Any adjustments that would appear on the CMS-64.9 Waiver form should be reported
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and adjusted here. Any adjustments that would appear on the CMS summary form (line
9) would not be put into the waiver cost-effectiveness (e.g., TPL, probate, fraud and
abuse). Any payments or recoupments made should be accounted for in Appendix D5.

1. Payments outside of the MMIS were made. Those payments include (please
describe):
2. Recoupments outside of the MMIS were made. Those recoupments include

(please describe):
3. The State had no recoupments/payments outside of the MMIS.

Copayments Adjustment: This adjustment accounts for any copayments that are
collected under the FFS program but will not be collected in the waiver program. States
must ensure that these copayments are included in the Waiver Cost Projection if not to be
collected in the capitated program.

Basis and Method:

1. Claims data used for Waiver Cost Projection development already included
copayments and no adjustment was necessary.

2. State added estimated amounts of copayments for these services in FFS that were
not in the capitated program. Please account for this adjustment in Appendix D5.

3.___ The State has not to made an adjustment because the same copayments are

collected in managed care and FFS.
4. Other (please describe):

If the State’s FFS copayment structure has changed in the period between the end of the
BY and the beginning of P1, the State needs to estimate the impact of this change

adjustment.
1. No adjustment was necessary and no change is anticipated.
2 The copayment structure changed in the period between the end of the BY and the

beginning of P1. Please account for this adjustment in Appendix D5.

Method:

1. Determine copayment adjustment based upon a newly approved State Plan
Amendment (SPA).

2. Determine copayment adjustment based on pending SPA.

3. Determine copayment adjustment based on currently approved copayment SPA.

4. Other (please describe):

Third Party Liability (TPL) Adjustment: This adjustment should be used only if the
State is converting from fee-for-service to capitated managed care, and will delegate the
collection and retention of TPL payments for post-pay recoveries to the
MCO/PIHP/PAHP. If the MCO/PIHP/PAHP will collect and keep TPL, then the Base
Year costs should be reduced by the amount to be collected.

Basis and method:

1. No adjustment was necessary
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2. Base Year costs were cut with post-pay recoveries already deducted from the
database.

3. State collects TPL on behalf of MCO/PIHP/PAHP enrollees

4. The State made this adjustment:*

I.___ Post-pay recoveries were estimated and the base year costs were reduced
by the amount of TPL to be collected by MCOs/PIHPs/PAHPs. Please
account for this adjustment in Appendix D5.

ii.___ Other (please describe):

Pharmacy Rebate Factor Adjustment : Rebates that States receive from drug
manufacturers should be deducted from Base Year costs if pharmacy services are
included in the fee-for-service or capitated base. If the base year costs are not reduced by
the rebate factor, an inflated BY would result. Pharmacy rebates should also be deducted
from FFS costs if pharmacy services are impacted by the waiver but not capitated.

Basis and Method:

1. Determine the percentage of Medicaid pharmacy costs that the rebates represent
and adjust the base year costs by this percentage. States may want to make
separate adjustments for prescription versus over the counter drugs and for
different rebate percentages by population. States may assume that the rebates
for the targeted population occur in the same proportion as the rebates for the total
Medicaid population which includes accounting for Part D dual eligibles. Please
account for this adjustment in Appendix D5.

2. The State has not made this adjustment because pharmacy is not an included
capitation service and the capitated contractor’s providers do not prescribe drugs
that are paid for by the State in FFS or Part D for the dual eligibles.

3. Other (please describe):

Disproportionate Share Hospital (DSH) Adjustment: Section 4721 of the BBA

specifies that DSH payments must be made solely to hospitals and not to

MCOs/PIHPs/PAHPs. Section 4721(c) permits an exemption to the direct DSH payment

for a limited number of States. If this exemption applies to the State, please identify and

describe under “Other” including the supporting documentation. Unless the exemption in

Section 4721(c) applies or the State has a FFS-only waiver (e.g., selective contracting

waiver for hospital services where DSH is specifically included), DSH payments are not

to be included in cost-effectiveness calculations.
1. We assure CMS that DSH payments are excluded from base year data.
2. We assure CMS that DSH payments are excluded from the base year data
using an adjustment.
3. Other (please describe):

Population Biased Selection Adjustment (Required for programs with VVoluntary
Enrollment): Cost-effectiveness calculations for waiver programs with voluntary
populations must include an analysis of the population that can be expected to enroll in
the waiver. If the State finds that the population most likely to enroll in the waiver differs
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significantly from the population that will voluntarily remain in FFS, the Base Year costs
must be adjusted to reflect this.

1. This adjustment is not necessary as there are no voluntary populations in the
waiver program.
2. This adjustment was made:

a. ___ Potential Selection bias was measured in the following manner:
b.___ The base year costs were adjusted in the following manner:

m. FQHC and RHC Cost-Settlement Adjustment: Base Year costs should not include
cost-settlement or supplemental payments made to FQHCs/RHCs. The Base Year costs
should reflect fee-for-service payments for services provided at these sites, which will be
built into the capitated rates.

1. We assure CMS that FQHC/RHC cost-settlement and supplemental payments are
excluded from the Base Year costs. Payments for services provided at
FQHCSs/RHCs are reflected in the following manner:

2. We assure CMS that FQHC/RHC cost-settlement and supplemental payments are
excluded from the base year data using an adjustment.

3. We assure CMS that Medicare Part D coverage has been accounted for in the
FQHC/RHC adjustment.

4. Other (please describe):

Special Note section:

Waiver Cost Projection Reporting: Special note for new capitated programs:

The State is implementing the first year of a new capitated program (converting from fee-for-
service reimbursement). The first year that the State implements a capitated program, the State
will be making capitated payments for future services while it is reimbursing FFS claims from
retrospective periods. This will cause State expenditures in the initial period to be much higher
than usual. In order to adjust for this double payment, the State should not use the first quarter of
costs (immediately following implementation) from the CMS-64 to calculate future Waiver Cost
Projections, unless the State can distinguish and exclude dates of services prior to the
implementation of the capitated program.

a.___ The State has excluded the first quarter of costs of the CMS-64 from the cost-
effectiveness calculations and is basing the cost-effectiveness projections on the
remaining quarters of data.

b. The State has included the first quarter of costs in the CMS-64 and excluded
claims for dates of services prior to the implementation of the capitated program.

Special Note for initial combined waivers (Capitated and PCCM) only:

Adjustments Unique to the Combined Capitated and PCCM Cost-effectiveness
Calculations -- Some adjustments to the Waiver Cost Projection are applicable only to the
capitated program. When these adjustments are taken, there will need to be an offsetting
adjustment to the PCCM Base year Costs in order to make the PCCM costs comparable to the
Waiver Cost Projection. In other words, because we are creating a single combined Waiver
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Cost Projection applicable to the PCCM and capitated waiver portions of the waiver,
offsetting adjustments (positive and/or negative) need to be made to the PCCM Actual
Waiver Cost for certain capitated-only adjustments. When an offsetting adjustment is made,
please note and include an explanation and your calculations. The most common offsetting
adjustment is noted in the chart below and indicated with an asterisk (*) in the preprint.

Adjustment Capitated Program PCCM Program
Administrative The Capitated Waiver Cost The PCCM Actual Waiver Cost
Adjustment Projection includes an must include an exact offsetting

administrative cost adjustment. | addition of the amount of the

That adjustment is added into | PMPM Waiver Cost Projection
the combined Waiver Cost adjustment. (While this may seem
Projection adjustment. (This counter-intuitive, adding the exact
in effect adds an amount for amount to the PCCM PMPM
administration to the Waiver Actual Waiver Cost will subtract

Cost Projection for both the out of the equation:
PCCM and Capitated program. | PMPM Waiver Cost Projection —
You must now remove the PMPM Actual Waiver Cost =
impermissible costs from the PMPM Cost-effectiveness).
PCCM With Waiver
Calculations -- See the next
column)

n. Incomplete Data Adjustment (DOS within DOP only)- The State must adjust base

period data to account for incomplete data. When fee-for-service data is summarized by
date of service (DOS), data for a particular period of time is usually incomplete until a
year or more after the end of the period. In order to use recent DOS data, the State must
calculate an estimate of the services ultimate value after all claims have been reported.
Such incomplete data adjustments are referred to in different ways, including “lag
factors,” “incurred but not reported (IBNR) factors,” or incurring factors. If date of
payment (DOP) data is used, completion factors are not needed, but projections are
complicated by the fact that payments are related to services performed in various former
periods. Documentation of assumptions and estimates is required for this adjustment.
1. Using the special DOS spreadsheets, the State is estimating DOS within DOP.
Incomplete data adjustments are reflected in the following manner on Appendix
D5 for services to be complete and on Appendix D7 to create a 12-month DOS
within DOP projection:
2. The State is using Date of Payment only for cost-effectiveness — no adjustment is
necessary.
3.___ Other (please describe):
0. PCCM Case Management Fees (Initial PCCM waivers only) — The State must add the
case management fees that will be claimed by the State under new PCCM waivers. There
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should be sufficient savings under the waiver to offset these fees. The new PCCM case
management fees will be accounted for with an adjustment on Appendix D5.

1. This adjustment is not necessary as this is not an initial PCCM waiver in the
waiver program.
2. This adjustment was made in the following manner:

Other adjustments: Federal law, regulation, or policy change: If the federal government
changes policy affecting Medicaid reimbursement, the State must adjust P1 and P2 to
reflect all changes.
e Once the State’s FFS institutional excess UPL is phased out, CMS will no longer
match excess institutional UPL payments.

. Excess payments addressed through transition periods should not be
included in the 1915(b) cost-effectiveness process. Any State with excess
payments should exclude the excess amount and only include the
supplemental amount under 100% of the institutional UPL in the cost
effectiveness process.

. For all other payments made under the UPL, including supplemental
payments, the costs should be included in the cost effectiveness
calculations. This would apply to PCCM enrollees and to PAHP, PIHP or
MCO enrollees if the institutional services were provided as FFS
wrap-around. The recipient of the supplemental payment does not matter
for the purposes of this analysis.

No adjustment was made.
2. This adjustment was made (Please describe) This adjustment must be
mathematically accounted for in Appendix D5.

=

Appendix D4 -- Conversion or Renewal Waiver Cost Projection and Adjustments.
If this is an Initial waiver submission, skip this section: States may need to make certain
adjustments to the Waiver Cost Projection in order to accurately reflect the waiver
program. If the State has made an adjustment to its Waiver Cost Projection, the State
should note the adjustment and its location in Appendix D4, and include information on
the basis and method, and mathematically account for the adjustment in Appendix D5.

CMS should examine the Actual Waiver Costs to ensure that if the State did not
implement a programmatic adjustment built into the previous Waiver Cost Projection,
that the State did not expend funds associated with the adjustment that was not
implemented.

If the State implements a one-time only provision in its managed care program (typically
administrative costs), the State should not reflect the adjustment in a permanent manner.
CMS should examine future Waiver Cost Projections to ensure one-time-only
adjustments are not permanently incorporated into the projections.

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
252



State Plan Services Trend Adjustment — the State must trend the data forward to reflect
cost and utilization increases. The R1 and R2 (BY for conversion) data already include
the actual Medicaid cost changes for the population enrolled in the program. This
adjustment reflects the expected cost and utilization increases in the managed care
program from R2 (BY for conversion) to the end of the waiver (P2). Trend adjustments
may be service-specific and expressed as percentage factors. Some states calculate
utilization and cost separately, while other states calculate a single trend rate. The State
must document the method used and how utilization and cost increases are not
duplicative if they are calculated separately. This adjustment must be mutually
exclusive of programmatic/policy/pricing changes and CANNOT be taken twice.
The State must document how it ensures there is no duplication with
programmatic/policy/pricing changes.

- 1. X [Required, if the State’s BY or R2 is more than 3 months prior to
the beginning of P1] The State is using actual State cost increases to trend past
data to the current time period (i.e., trending from 1999 to present) The actual
trend rate used is: _

- MHD Meg =11.16% P1 and 8.00% P2

- CHIP2 Meg = 11.16% P1 and 8.00% P2

Please document how that trend was calculated:
RESPONSE:

The 11.16% P1 and 8.0% P2 trend rates were developed independent from any

impact for programmatic changes. P1 and P2 costs are projected from the three

months of data for R2. The following represents the impacts for the P1 and P2

time period:

- Since there is a nine month gap between R2 and P1, the trend in P1 covers
16.5 months, not 12 months (11.16% = (1 + 8.00%)"(16.5/12) — 1).

- To develop P2 costs, the P1 values were trended an additional 12 months
utilizing the 8.00% trend factor.

See response below (J. Appendix D4 — a.2) for specifics regarding development
of the annual trend factor.

2._ X [Required, to trend BY/R2 to P1 and P2 in the future] When cost increases are
unknown and in the future, the State is using a predictive trend of either State
historical cost increases or national or regional factors that are predictive of future
costs (same requirement as capitated ratesetting regulations) (i.e., trending from
present into the future).

i. X State historical cost increases. Please indicate the years on which the rates
are based: base years 2011, 2012, 2013 and 2014. In addition, please
indicate the mathematical method used (multiple regression, linear
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regression, chi-square, least squares, exponential smoothing, etc.).
Finally, please note and explain if the State’s cost increase calculation
includes more factors than a price increase such as changes in technology,
practice patterns, and/or units of service PMPM.

RESPONSE:

Trend rates were developed independent from any impact for
programmatic changes and were developed on a PMPM basis, including
consideration for unit cost and utilization changes. Trends for the capitated
services are consistent with those used in rate development.

In developing the trend assumptions, Mercer reviewed and utilized
multiple sources of data and information including:

- Historic data specific to the Missouri Medicaid Managed Care
Program (encounter data and health plan-reported financial data)

- Health plan-specific trend estimates provided by the plan actuaries
- CMS reported information specific to non-capitated costs

No one, or combination of, data and information source(s), is utilized
within a prescribed formula. Note that the trend assumptions used for rate
development were further summarized across all managed care regions
and rate cells to arrive at the annual trend factor used for waiver
projections.

National or regional factors that are predictive of this waiver’s future
costs. Please indicate the services and indicators used CPI, DRI, and
regional Medicaid experience from other programs. In addition, please
indicate how this factor was determined to be predictive of this waiver’s
future costs. Finally, please note and explain if the State’s cost increase
calculation includes more factors than a price increase such as changes in
technology, practice patterns, and/or units of service PMPM.

RESPONSE:

Trends are based primarily on the State’s experience; however the
development of trend rates is supplemented by national and regional
indicators for broad categories of service including Inpatient, Outpatient,
Physician Services, and Other.

The actuary reviewed the managed care trends, by category of service, and
population, for the MO HealthNet Managed Care program and for other
state Medicaid programs when developing trend for the MO HealthNet
Managed Care program. Based on this information, National Indices, and

MO 1915(b) Waiver Renewal (10™)
Eastern, Central, and Western Regions
Submitted 03/2016
254



utilization and cost trends experienced in the MO HealthNet Managed
Care program, an annualized trend of 8.00% was used to project the R2
waiver cost to P1 and P2.

3.___ The State estimated the PMPM cost changes in units of service, technology and/or
practice patterns that would occur in the waiver separate from cost increase.
Utilization adjustments made were service-specific and expressed as percentage
factors. The State has documented how utilization and cost increases were not
duplicated. This adjustment reflects the changes in utilization between R2 and P1
and between years P1 and P2.

I Please indicate the years on which the utilization rate was based (if
calculated separately only).

ii. Please document how the utilization did not duplicate separate cost
increase trends.

b. X State Plan Services Programmatic/Policy/Pricing Change Adjustment: These
adjustments should account for any programmatic changes that are not cost neutral and
that affect the Waiver Cost Projection. For example, changes in rates, changes brought
about by legal action, or changes brought about by legislation. For example, Federal
mandates, changes in hospital payment from per diem rates to Diagnostic Related Group
(DRG) rates or changes in the benefit coverage of the FFS program. This adjustment
must be mutually exclusive of trend and CANNOT be taken twice. The State must
document how it ensures there is no duplication with trend. If the State is changing
one of the aspects noted above in the FFS State Plan then the State needs to estimate the
impact of that adjustment. Note: FFP on rates cannot be claimed until CMS approves the
SPA per the 1/2/01 SMD letter. Prior approval of capitation rates is contingent upon
approval of the SPA. The R2 data was adjusted for changes that will occur after the R2
(BY for conversion) and during P1 and P2 that affect the overall Medicaid program.
Others:

o Additional State Plan Services (+)

e Reductions in State Plan Services (-)

o Legislative or Court Mandated Changes to the Program Structure or fee schedule
not accounted for in Cost increase or pricing (+/-)

e Graduate Medical Education (GME) Changes - This adjustment accounts for
changes in any GME payments in the program. 42 CFR 438.6(c)(5) specifies that
States can include or exclude GME payments from the capitation rates. However,
GME payments must be included in cost-effectiveness calculations.

o Copayment Changes - This adjustment accounts for changes from R2 to P1 in
any copayments that are collected under the FFS program, but not collected in the
MCO/PIHP/PAHP capitated program. States must ensure that these copayments
are included in the Waiver Cost Projection if not to be collected in the capitated
program. If the State is changing the copayments in the FFS program then the
State needs to estimate the impact of that adjustment.
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1.

The State has chosen not to make an adjustment because there were no
programmatic or policy changes in the FFS program after the MMIS claims tape
was created. In addition, the State anticipates no programmatic or policy changes
during the waiver period.

An adjustment was necessary and is listed and described below:

The State projects an externally driven State Medicaid managed care rate

increases/decreases between the base and rate periods.

For each change, please report the following:

A.___ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.__ The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment

C.__ Determine adjustment based on currently approved SPA. PMPM
size of adjustment

D.__ Determine adjustment for Medicare Part D dual eligibles.

E.  Other (please describe):

The State has projected no externally driven managed care rate

increases/decreases in the managed care rates.

The adjustment is a one-time only adjustment that should be deducted out

of subsequent waiver renewal projections (i.e., start-up costs). Please

explain:

Changes brought about by legal action (please describe):

For each change, please report the following:

A.___ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B._ The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment

C.___ Determine adjustment based on currently approved SPA. PMPM
size of adjustment

D.__ Other (please describe):

Changes in legislation (please describe):

For each change, please report the following:

A.___ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B.__ The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment

C.___ Determine adjustment based on currently approved SPA. PMPM
size of adjustment

D.__ Other (please describe):

vi._X_ Other (please describe):

A.___ The size of the adjustment was based upon a newly approved State
Plan Amendment (SPA). PMPM size of adjustment

B. X _The size of the adjustment was based on pending SPA.
Approximate PMPM size of adjustment
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RESPONSE:

Adult Dental Coverage

The State has added an adult dental benefit for non-pregnant
women eligibles effective during the projection time periods.
Historically, non-pregnant adults have not received dental benefits
above and beyond a limited disease and trauma benefit. This new
adult dental benefit includes services as defined by the State as
Tier 1 through 6 benefits. Provider reimbursement levels for these
new dental services for non-pregnant adults are consistent with the
other populations currently receiving a full dental benefit.

PMPM impact built into the waiver projections:
- MHD MEG: $1.89 for P1 and $0.00 for P2.
- CHIP2 MEG: Not applicable.

C. Determine adjustment based on currently approved SPA. PMPM
size of adjustment
D._X_ Other (please describe):

RESPONSE:

Base Data Gross Adjustment

The capitation rates effective July 1, 2015 were not approved prior

to submitting the renewal waiver application. The R2 period

reflects the continued payment of January — June 2014 rates

approved by CMS. In addition to annual trending, there are a

number of programmatic adjustments incorporated after the

January — June 2014 rate development (see list below).

- Ambulatory reimbursement changes effective July 1, 2014

- Routine circumcision policy change effective June 14, 2014

- Removal of enhanced reimbursement for primary care
providers effective January 1, 2015

- FQHC/RHC reimbursement requirement effective July 1, 2015

- CMHC reimbursement requirement effective July 1, 2015

A gross adjustment was made to the base data to reflect the
applicable trend and programmatic changes for the July 1, 2015 —
September 30, 2015 time period. Note that this adjustment also
included any additional programmatic changes included in the
rates effective July 1, 2015.
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PMPM impact built into the waiver projections:
- MHD MEG: $9.74 for P1 and $0.00 for P2.
- CHIP2 MEG: $11.77 for P1 and $0.00 for P2.

Health Insurer Provider Fee (HIPF) Consideration

ACA places an $8 billion annual fee on the health insurance
industry starting in 2014. The HIPF grows to $14.3 billion in 2018
and is indexed to the rate of premium growth thereafter. The HIPF
is considered an excise tax and is nondeductible for income tax
purposes. The fee will be allocated to qualifying health insurers
based on their respective market share of premium revenue in the
previous year (for example, the 2014 HIPF will be based on 2013
premium revenue). This HIPF is a legitimate cost of doing
business in the State of Missouri for Medicaid MCOs, and
reasonable to include in the consideration of capitation rates and
the waiver.

CMS has imposed a one-year moratorium on the HIPF assessment
in 2017 on 2016 revenues. Since the projection period in the
waiver covers the SFY 2017 and SFY 2018 time periods and the
capitation rates reflect the anticipated cost of the HIPF in the
assessment year, the moratorium will dampen the effect of the
HIPF during this waiver period. Based on historical assessment
levels and the moratorium, Mercer does not anticipate any
impactful change in the HIPF throughout the projection periods.

PMPM impact built into the waiver projections:
- MHD MEG: $0.00 for P1 and $0.00 for P2.
- CHIP2 MEG: $0.00 for P1 and $0.00 for P2.

Legislative Rate Changes effective January 1, 2016

e Hospice — CMS issued a final rule, CMS-1629-F, which
created two routine home care daily payment rates. For hospice
patients who are discharged and readmitted to hospice within
60 days of that discharge, the patient’s prior hospice days will
continue to count toward his or her first 60 days of hospice
care. Effective for dates of service on or after January 1, 2016,
the federal rule also established a new payment rate called the
Service Intensity Add-on (SIA). This payment will be made for
a visit by a social worker or a registered nurse (RN) when
provided during routine home care in the last seven days of a
patient’s life. Mercer reviewed the impact of these changes in
the fee-for-service (FFS) claims for managed-care like
individuals.
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e General - There will be a one percent rate increase for health
providers who care for Medicaid beneficiaries per House Bill
11.

PMPM impact to the waiver projections:
- MHD MEG: $3.55 for P1 and $0.00 for P2.
- CHIP2 MEG: $2.41 for P1 and $0.00 for P2.

Show Me Healthy Babies Coverage

Effective January 1, 2016, Section 208.662 of the Revised Statutes
of Missouri (RSMo) established Show Me Healthy Babies
(SMHB) as a new program under the authority provided by CHIP
and SCHIP. The SMHB program offers coverage for low-income
pregnant women, and unborn children, with household income up
to 300% of the federal poverty level (FPL).

Pregnant women eligible under the SMHB initiative will receive a
benefit package of essential, medically necessary health services
identical to the benefit package offered to pregnant women
currently eligible under MO HealthNet. SMHB pregnant women
and unborn children are covered through the Separate Child Health
Program, entitled the MO HealthNet For Kids Program. Since
these participants are not granted authority under this waiver,
Mercer has assumed no impact to the MHD MEG for these
individuals.

For the children born under the SMHB program, the State will
reassess eligibility and assign the child to the appropriate eligibility
group. Newborns could be eligible under the MHD or CHIP
program. Mercer relied on State provided data along with census
information to determine the number of eligible newborns and
their corresponding aid category.

For the additional MHD newborns, Mercer adjusted the case mix
under the MHD MEG to represent a larger proportion of newborns.

Newborns assessed as CHIP will be granted authority under the
MO HealthNet For Kids Program. During the SFY 2017 and SFY
2018 time period, Mercer would expect the State to realize the full
impact of the additional newborns after the initial January — June
2016 ramp-up period. Since these children are granted authority
under the MO HealthNet For Kids Program, Mercer did not adjust
the membership counts in the CHIP2 MEG. However, since all
CHIP individuals are paid the same COA 5 capitation rate, the
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waiver PMPM was adjusted to account for these additional
newborns.

PMPM impact built into the waiver projections:
- MHD MEG: $1.70 for P1 and $0.00 for P2.
- CHIP2 MEG: $25.42 for P1 and $0.00 for P2.

c._X_ Administrative Cost Adjustment: This adjustment accounts for changes in the
managed care program. The administrative expense factor in the renewal is based on the
administrative costs for the eligible population participating in the waiver for managed
care. Examples of these costs include per claim claims processing costs, additional per
record PRO review costs, and additional Surveillance and Utilization Review System
(SURS) costs; as well as actuarial contracts, consulting, encounter data processing,
independent assessments, EQRO reviews, etc. Note: one-time administration costs should
not be built into the cost-effectiveness test on a long-term basis. States should use all
relevant Medicaid administration claiming rules for administration costs they attribute to
the managed care program. If the State is changing the administration in the managed
care program then the State needs to estimate the impact of that adjustment.

1. No adjustment was necessary and no change is anticipated.
2._ X Anadministrative adjustment was made.

Administrative functions will change in the period between the beginning
of P1 and the end of P2. Please describe:

Cost increases were accounted for.

A.___ Determine administration adjustment based upon an approved

contract or cost allocation plan amendment (CAP).

B. Determine administration adjustment based on pending contract or

cost allocation plan amendment (CAP).

C. X State Historical State Administrative Inflation. The actual trend

rate used is: 3.5% annual trend. Please document how that trend
was calculated:

RESPONSE:

MHD MEG

The administrative trends were developed from state historical
experience and were used to project P1 and P2. One-time
administrative costs that were included in the historical experience
were excluded and were not considered when calculating the 3.5%
annual trend projection.

R2 includes costs for only three months which reflects actual
administrative expenditures paid July 1, 2015 through September
30, 2015. Since there is a nine month gap between R2 and P1, the
trend in P1 covers 16.5 months, not 12 months.
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D.

The State expects the administrative PMPM in R2 to increase from

the $2.45 PMPM reported for the first three months to $5.77

PMPM for the entire 12 months of SFY 2017 (P1), or an increase

of 136%. This factor is made up of two components:

1. 4.84% represents the 16.5 month trend factor based off of the
3.5% annual trend assumption.

2. 125.09% factor incorporates an adjustment for the large lag in
the State's administrative invoicing during the first quarter of
R2 (i.e., July - September 2015).

CHIP2 MEG

No administrative costs have been reported for the CHIP2 MEG
because all CHIP2 administrative costs are reported under the 1115
Waiver on the CMS 21, Line 33.

Other (please describe):

iii.___ [Required, when State Plan services were purchased through a sole source
procurement with a governmental entity. No other State administrative
adjustment is allowed.] If cost increase trends are unknown and in the
future, the State must use the lower of: Actual
State administration costs trended forward at the State historical
administration trend rate or Actual State administration costs trended
forward at the State Plan services trend rate. Please document both trend
rates and indicate which trend rate was used.

A

Actual State Administration costs trended forward at the State
historical administration trend rate. Please indicate the years on
which the rates are based: base years In
addition, please indicate the mathematical method used (multiple
regression, linear regression, chi-square, least squares, exponential
smoothing, etc.). Finally, please note and explain if the State’s
cost increase calculation includes more factors than a price
increase.

Actual State Administration costs trended forward at the State Plan
Service Trend rate. Please indicate the State Plan Service trend rate
from Section D.l.J.a. above

1915(b)(3) Trend Adjustment: The State must document the amount of 1915(b)(3)
services in the R1/R2/BY Section D.l.H.a above. The R1/R2/BY already includes the
actual trend for the 1915(b)(3) services in the program. This adjustment reflects the
expected trend in the 1915(b)(3) services between the R2/BY and P1 of the waiver and
the trend between the beginning of the program (P1) and the end of the program (P2).
Trend adjustments may be service-specific and expressed as percentage factors.
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1.

[Required, if the State’s BY or R2 is more than 3 months prior to the beginning of
P1 to trend BY or R2 to P1] The State is using the actual State historical trend to
project past data to the current time period (i.e., trending from 1999 to present).
The actual documented trend is: . Please provide documentation.
[Required, when the State’s BY or R2 is trended to P2. No other 1915(b)(3)
adjustment is allowed] If trends are unknown and in the future (i.e., trending from
present into the future), the State must use the lower of State historical 1915(b)(3)
trend or the State’s trend for State Plan Services. Please document both trend
rates and indicate which trend rate was used.
i State historical 1915(b)(3) trend rates
1. Please indicate the years on which the rates are based: base
years
2. Please indicate the mathematical method used (multiple regression,
linear regression, chi-square, least squares, exponential smoothing,

etc.):
ii. State Plan Service Trend
1. Please indicate the State Plan Service trend rate from Section

D.1.J.a. above

Incentives (not in capitated payment) Trend Adjustment: Trend is limited to the rate for
State Plan services.

1. List the State Plan trend rate by MEG from Section D.l.J.a

2. List the Incentive trend rate by MEG if different from Section D.1.J.a.

3. Explain any differences:
Other Adjustments including but not limited to federal government changes. (Please

describe):

If the federal government changes policy affecting Medicaid reimbursement, the

State must adjust P1 and P2 to reflect all changes.

Once the State’s FFS institutional excess UPL is phased out, CMS will no longer

match excess institutional UPL payments.

. Excess payments addressed through transition periods should not be
included in the 1915(b) cost-effectiveness process. Any State with excess
payments should exclude the excess amount and only include the
supplemental amount under 100% of the institutional UPL in the cost
effectiveness process.

. For all other payments made under the UPL, including supplemental
payments, the costs should be included in the cost effectiveness
calculations. This would apply to PCCM enrollees and to PAHP, PIHP or
MCO enrollees if the institutional services were provided as FFS
wrap-around. The recipient of the supplemental payment does not matter
for the purposes of this analysis.
¢ Pharmacy Rebate Factor Adjustment (Conversion Waivers
Only)*: Rebates that States receive from drug manufacturers should be
deducted from Base Year costs if pharmacy services are included in the
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capitated base. If the base year costs are not reduced by the rebate factor,
an inflated BY would result. Pharmacy rebates should also be deducted
from FFS costs if pharmacy services are impacted by the waiver but not
capitated.

Basis and Method:

1. Determine the percentage of Medicaid pharmacy costs that the rebates represent
and adjust the base year costs by this percentage. States may want to make
separate adjustments for prescription versus over the counter drugs and for
different rebate percentages by population. States may assume that the rebates
for the targeted population occur in the same proportion as the rebates for the total
Medicaid population which includes accounting for Part D dual eligibles. Please
account for this adjustment in Appendix D5.

2. The State has not made this adjustment because pharmacy is not an included
capitation service and the capitated contractor’s providers do not prescribe drugs
that are paid for by the State in FFS or Part D for the dual eligibles.

3._X_ Other (please describe):

1. X No adjustment was made.
RESPONSE:

No adjustment was necessary for the pharmacy rebate factor as the FFS pharmacy
costs reported in the base period were net of rebates.

2. This adjustment was made (Please describe). This adjustment must be
mathematically accounted for in Appendix D5.

K. Appendix D5 — Waiver Cost Projection
The State should complete these appendices and include explanations of all adjustments in
Section D.1.1 and D.1.J above.

L. Appendix D6 — RO Targets
The State should complete these appendices and include explanations of all trends in enroliment
in Section D.1.E. above.

M.  Appendix D7 - Summary
a. Please explain any variance in the overall percentage change in spending from BY/R1
to P2.
1. Please explain caseload changes contributing to the overall annualized rate of
change in Appendix D7 Column 1. This response should be consistent with or
the same as the answer given by the State in Section D.1.E.c & d:

RESPONSE:
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There is a nine month gap between R2 and P1. The member months reported for
R2 are for the first three months of SFY 2016 (July 1, 2015 through September
30, 2015). This gap was considered when estimating membership growth for P1.

Based on a review of the historical actual enrollment, the State expects member
months to grow approximately 2.00% annually from R2 to P1 and also from P1 to
P2 for general membership growth.

The R2 to P2 MHD MEG growth also reflects an additional 520 members each
month for additional enrollment under the Show Me Healthy Babies (SMHB)
program effective January 1, 2016.

Please explain unit cost changes contributing to the overall annualized rate of
change in Appendix D7 Column 1. This response should be consistent with or
the same as the answer given by the State in the State’s explanation of cost
increase given in Section D.I.1 and D.1.J:

Please explain utilization changes contributing to the overall annualized rate of
change in Appendix D7 Column I. This response should be consistent with or
the same as the answer given by the State in the State’s explanation of utilization
given in Section D.I.1 and D.1.J:

RESPONSE for M.a.2 and M.a.3:

Trend

Trends were developed on a PMPM basis and include consideration for unit cost
and utilization changes. Trends for the capitated services are consistent with
those used in rate development.

Trends are based primarily on the State’s experience and are supplemented by
national and regional indicators for broad categories of service including
Inpatient, Outpatient, Physician Services, and Other.

The actuary reviewed the managed care trends, by category of service, and
population, for the MO HealthNet Managed Care program and for other state
Medicaid programs when developing trend for the MO HealthNet Managed Care
program. Based on this information, national indices, and utilization and cost
trends experienced in the MO HealthNet Managed Care program, an annualized
trend of 8.0%, or 11.16% for the 16.5 month trending period, was used to project
the R2 waiver cost to P1 and a trend of 8.0% was used to project P1 to P2.

Programmatic Changes
Please refer to section J.b (Appendix D4 — State Plan Services Programmatic /
Policy / Pricing Change Adjustment) of the waiver narrative (above) for specifics
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regarding descriptions of the programmatic changes incorporated into the waiver
projections. Please see below for a list of all adjustments along with the PMPM

impacts.
MHD MEG CHIP2 MEG

P1 PMPM P2 PMPM P1 PMPM P2 PMPM
Program Change Impact Impact Impact Impact
Base Data Gross Adjustment $9.74 $0.00 $11.77 $0.00
HIPF Consideration $0.00 $0.00 $0.00 $0.00
Legislative Rate Changes effective $3.55 $0.00 $2.41 $0.00
January 1, 2016
Show Me Healthy Babies Coverage $1.70 $0.00 $25.42 $0.00
Adult Dental Coverage $1.89 $0.00 N/A N/A

Please note any other principal factors contributing to the overall annualized rate of change in

Appendix D7 Column I.

Part I1: Appendices D.1-7

Please see attached Excel spreadsheets.
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Glossary

ACA — Affordable Care Act

ACD - Automatic Call Distribution

AIDS - Auto Immune Deficiency Syndrome

AFDC- Aid to Families with Dependent Children

ARCHS - Area Resources for Community and Human Services
ASA - Average Speed of Answer

BCCCP - Breast and Cervical Cancer Control Project

BHC - Behavioral Health Concepts

BMO - Benefit Management Organization

CAC - MO HealthNet Consumer Advisory Committee

CAHPS - Consumer Assessment Health Plan Survey

CMHC HCH — Community Mental Health Center Healthcare Home
CMS - Centers for Medicare and Medicaid Services

COC - Cornerstones of Care

CPS — Comprehensive Psychiatric Services

CSHCN - Children with Special Health Care Needs

CSMT — Comprehensive System Management Team

CSO — Customer Service Organization

C-STAR - Comprehensive Substance Treatment Abuse and Rehabilitation
CY - Calendar Year

DD - Developmentally Disabled
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DESE - Department of Elementary and Secondary Education
DHSS - Department of Health and Senior Services

DIFP — Department of Insurance, Financial Institutions, and Professional Registration
DM — Disease Management

DMH - Department of Mental Health

DYS — Division of Youth Services

ECCS — Early Childhood Comprehensive System

EHR — Electronic Health Record

EPSDT - Early Periodic Screening, Diagnosis, and Treatment
EQRO - External Quality Review Organization

FFS — Fee-for-Service

FSD — Family Support Division

FQHC - Federally Qualified Health Centers

HB - House Bill

HCUSA - HealthCare USA

HEDIS - Health Employer and Data Information Set

HIPAA - Health Insurance Portability and Accountability Act
HIT — Health information Technology

HSHP — Home State Health Plan

IEP - Individualized Education Plan

ISCA — Information System Capabilities Assessment

JCAHO - Joint Commission for Accreditation of Health Care
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LBW - Low Birth Weight

LINC - Local Investment Commission

MBHOs — Managed Behavioral Health Organizations

MCO - Managed Care Organization
MHD — MO HealthNet Division
MHF — MO HealthNet for Families
MHK — MO HealthNet for Kids

MO Care — Missouri Care

MOHSAIC - Missouri Health Strategic Architectures and Information Cooperative

NCM — Nurse Case Management

NCQA - National Committee for Quality Assurance

NEMT - Non-Emergency Medical Transportation
OPI — Opioid Prescription Intervention

PA - Prior Authorization

PCHH — Primary Care Health Home

PCP - Primary Care Provider

PIP — Performance Improvement Project

PMPM - Per Member Per Month

QA&I - Quality Assessment and Improvement
RAE — Risk-Adjusted Efficiency

RAR — Risk-Adjusted Rates

RFP - Request for Proposal
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RHC - Rural Health Clinic

SAC — Statewide Advisory Council
SAG - Stakeholders Advisory Group
SFY - State Fiscal Year

SHCN - Special Health Care Needs
SMBF — Show Me Bright Futures

SOC — System of Care

SOC WG — System of Care Work Group
SPA — State Plan Amendment

SSI - Supplemental Security Income
TANF - Temporary Assistance for Needy Families
UM - Utilization Management

UPL - Upper Payment Limit

VBAC — Vaginal Birth After Caesarian
WIC - Women, Infants, and Children

WY - Waiver Year
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