State of Indiana

RFP 15-036
Attachment D – Scope of Work

1. Overview 

The Contractor will serve the Medicaid managed care programs, which include Hoosier Healthwise, the Healthy Indiana Plan (HIP), and Hoosier Care Connect. The Contractor shall establish a positive and collaborative working relationship with other State contractors associated with the Indiana Health Coverage Programs (IHCP), i.e., the Managed Care Entities (MCEs), the Fiscal Agent, the Eligibility Vendor, and the monitoring contractor. The Contractor must coordinate with these contractors when necessary. 

1.1. Programs Covered Under This Contract 
1.1.1. Hoosier Healthwise and the Healthy Indiana Plan (HIP) 

Hoosier Healthwise is a health care program for low-income families, pregnant women, and children in the state of Indiana. Hoosier Healthwise is a federally-approved program administered by the Indiana Family and Social Services Administration (FSSA) to provide reimbursement for reasonable and necessary medical care for persons meeting financial eligibility requirements. 

HIP is a program created to provide health care coverage to low-income, uninsured adults without access to employer sponsored health insurance. HIP Link is a new program component targeted for April 1, 2015, that will provide assistance to members in paying for Employer Sponsored Insurance (ESI). Indiana offers HIP members a comprehensive benefit package through a deductible health plan paired with a personal health care account called a POWER (Personal Wellness and Responsibility) Account.  Unlike Hoosier Healthwise, HIP is not an entitlement program.  Enrollment may be capped based on availability of state and federal funds.  
The design and goals of these programs are to ensure access to primary and preventive health care services, improve access to care, and encourage quality and continuity of care. Individuals will be able to select a Managed Care Entity (MCE) on the application for both Hoosier Healthwise and HIP. Also, members will be linked to a Primary Medical Provider (PMP) by their selected MCE. The contracted MCEs within Hoosier Healthwise and HIP are currently Anthem, Managed Health Services, and MDwise. The MCE will be responsible for coordinating the health care service needs of their members. 
1.1.2. Hoosier Care Connect

The Hoosier Care Connect program is a coordinated care program for Indiana’s Medicaid enrollees in the aged, blind and disabled categories. Enrollees will select an MCE responsible for coordinating care with the member’s medical providers. Hoosier Care Connect members will receive all Medicaid covered benefits in addition to care coordination services.  Care coordination services will be individualized based on the member’s assessed level of need determined through a health screening conducted by the MCE.

The design will support the goals of the program which include improved quality outcomes and consistency of care across the delivery system, enrollee choice, protections and access, coordination of care across the delivery system and care continuum and flexible person-centered care.

Members will have the opportunity to select a health plan on the application for health care coverage.  Once determined eligible, this selection will be transmitted from DFR to the Medicaid Management Information System (MMIS).  Members not choosing a plan on the application will receive a letter/brochure from the Contractor explaining their eligibility and the need to choose a health plan.  Those members that do not choose a plan within thirty (30) calendar days will receive outreach from the Contractor to provide education and enrollment assistance.  Those members not making a selection within sixty (60) calendar days will be auto-assigned to a health plan. Those members that do not select an MCE within sixty (60) calendar days of the enrollment mailing will be auto-assigned. If the MCE decides to use a PMP model, they will assign the member to a PMP within the plan.
1.2. Description of Enrollment Broker Tasks 

1.2.1. Helpline Systems 

The telephone Helplines will serve as a central point of information for the Medicaid managed care programs. The Contractor shall maintain and manage the existing Helplines for the Hoosier Healthwise, HIP, and Hoosier Care Connect programs to address problems and answer questions that members and potential members have about the programs. The Contractor shall also conduct member education, and shall track, monitor, and report on various performance measures. 

1.2.2. Educational Materials 

As deemed appropriate by the State, the Contractor must develop and distribute various educational materials. The Contractor must work with FSSA and other State contractors in the development and distribution of member education materials developed by the Contractor. Materials must be distributed within a timeframe that enables the potential enrollee to use the information in choosing among available options. 

1.2.3. Data Entry & Correspondence 

Contractor Representatives shall enter all relevant information into the Contractor database and MMIS, as well as perform extensive data entry, tracking, accuracy monitoring, and database correction functions. The data entered by the Helpline Representatives is used for monitoring and tracking purposes and reporting on the operations of the managed care programs overall as well as the individual MCEs. 

1.2.4. Information/Database Systems 

The Contractor shall develop and maintain a database that assists staff with processing member enrollment, PMP and/or health plan selection, changes, and disenrollment; tracking complaints and grievances, PMP and plan change reasons, disenrollment reasons; and reporting of performance measures and program statistics. 

The Contractor must have the capacity to interface with, and enter relevant information into MMIS. All data provided to the Contractor, including the data contained in the Contractor database, is the property of the State and may not me marketed or sold by the Contractor. All transactions must be compliant with the Health Insurance Portability and Accountability Act (HIPAA). 

Contractor must also have the capacity to prepare accurate and thorough written responses to various inquires. 

1.2.5. Administrative Tasks 

The Contractor shall assist the State with ongoing program operation, policy and procedures development and review; participate in various meetings, such as monthly status meetings with FSSA and related contractors, the monthly Managed Care Policy/Operations meeting, and the monthly Quality Improvement Committee. The Contractor shall adhere to reporting requirements included in this contract. 

The Contractor shall maintain an office within fifteen (15) miles of the State Capitol in Indianapolis. In general, the Contractor staff shall have: 

• 
Knowledge of the health care needs of the various IHCP populations and the skills for working with these populations 

•
Knowledge and experience in managed health care delivery systems 

• 
The ability to develop, maintain, and use both an interactive, automated data system and a telephone helpline system 

• 
Exceptional interpersonal skills and the ability to work closely with physicians and county caseworkers on member and provider issues and to educate both members and providers effectively
• 
Excellent conflict resolution and customer service skills 

The Contractor shall be knowledgeable about all of the Indiana Health Coverage Programs. It is essential for the Contractor to understand the differences and the unique characteristics of each of the populations served under the Indiana Health Coverage Programs. 

1.2.6. Quality Improvement 

The Contractor shall track and resolve quality issues, participate in meetings such as the Quality Improvement Committee (QIC) and other aspects of the State’s quality strategy, as appropriate. 

1.3. State and Federal Requirements 

The Contractor is required to comply with all applicable state and federal laws and regulations, including the American with Disabilities Act (ADA), the Balanced Budget Act (BBA) of 1997 Subtitle H, and the Medicaid Managed Care rules, 42 CFR 438. The Contractor must be compliant with HIPAA. In addition to these federal regulations and statutes, federal civil rights laws will also govern the principles of this procurement. 

In accordance with 42 CFR 438.810 and SSA1903 (b)(4), the Contractor and its subcontractors must meet the following criteria: 

1) Independence - The Contractor and its subcontractors are independent of any MCE or other health care provider in the State in which they provide enrollment activities.  A broker or subcontractor is not considered “independent” if it— 

• 
Is an MCE, PCCM or other health care provider in the State; 

• 
Is owned or controlled by an MCE, PCCM, or other health care provider in the State; or 

•
Owns or controls an MCE, PCCM or other health care provider in the State.
2) Freedom from conflict of interest - No person who is an owner, employee, consultant, or has a contract with the broker either has any direct or indirect financial interest with such an entity or health care provider or has been excluded from participation in the program under title XVIII or title XIX, debarred by any Federal agency, or subject to a civil money penalty under this Act. 
3) Approval by CMS - In accordance with 42 CFR 439.6 (d)(1), (3), and (4), SSA 1903(m)(2)(A)(v), and SMM 2090.4, the Contractor will carry out its choice counseling and enrollment activities in a way that does not promote enrollment discrimination consistent with the regulation requirements listed below: 

• 
The Contractor will ensure that the MCE, PCCM or other health care provider accepts individuals in the order in which they apply without restriction, (unless authorized by the Regional Administrator), up to the limits set under their contract. 

• 
The Contractor will not discriminate against individuals eligible to be covered under contract on the basis of health status or need for health services. 

• 
The Contractor will not allow the MCE, PCCM or other health care provider to discriminate against individuals eligible to enroll on the basis of race, color, or national origin, and will not use any policy or practice that has the effect of discriminating on the basis of race, color, or national origin. 

2. Hoosier Healthwise and HIP-Specific Contractor Tasks 

2.1. Enrollment Broker Helpline Services 

2.1.1. Helpline Maintenance and Management 

The Contractor shall maintain and manage the existing toll-free Hoosier Healthwise Helpline and the appropriate prompts feeding from the state’s toll-free number for HIP.  The Contractor will staff the Hoosier Healthwise and HIP Helplines that serve as the central point of information on all aspects of the two programs. The Contractor must have an appropriate system in place to allow receipt of incoming call traffic, sophistication to route calls to designated resources, management software for monitoring and oversight of the staff and system, and robust reporting capabilities. The Contractor shall provide adequate staffing for the Enrollment Broker Helplines to ensure that member inquiries and complaints are resolved in a timely manner and that vital program functions such as education and enrollment are provided efficiently and effectively. The Contractor must staff the Helplines to provide sufficient “live voice” access to its members during, at a minimum, fifty-five (55) hours a week, Monday through Friday 8:00 AM to 7:00 PM Eastern Time zone. The general public, members and potential members, physicians including both PMPs and non-PMPs, ancillary providers, MCEs, and community agencies all use the current Helpline as their basic source of information regarding the Indiana Medicaid managed care programs. The Contractor must have the ability to transfer callers to other IHCP contractors including MCEs, the Eligibility Vendor, and the Fiscal Agent when necessary and appropriate. Helpline services are subject to performance standards listed in Section 6.1.1 of this document. 
2.1.2. Tracking and Reporting 

The Contractor shall enter all relevant information into the Contractor database and perform extensive data entry, tracking, and database correction functions. Member issues, complaints, grievances, referrals and follow-ups are entered and tracked via the database. The data entered by the Helpline Representatives is used for monitoring and tracking purposes and reporting on the operations of the managed care programs overall as well as the individual MCEs. The Contractor shall evaluate the adequacy and effectiveness of the Helpline coverage on a daily basis by gathering statistics related to the operation of the Helpline and preparing regular reports to the State as defined in Section 6.2 and submitting those reports at the times required per each report definition. 

2.2. Member Education 

2.2.1. Enrollment Education 

The Helpline staff will provide potential members with information on the managed care programs over the phone. All enrollee education must be developed by the Contractor and approved by FSSA. In accordance with 42 CFR 438.10(e)(1) and (2), enrollment education must include, but not necessarily be limited to the items noted below: 

• 
Basic features of managed care 

• 
How to access the Medicaid health care system appropriately (i.e., keeping appointments, appropriate use of the emergency room, prior authorization requirements, understanding MCE rules, how to file a grievance, etc.) 

• 
The importance of primary and preventive care and other health promotion services 

• 
Detailed, unbiased information about the MCEs (to be developed in concert with the MCEs and FSSA) 

• 
Where applicable, how to access the transportation benefits within the MCEs rules

In the telephone interview with potential enrollees, the enrollee shall have the opportunity to ask questions and must be given the Helpline number and shall be encouraged to call again if they have further questions. The Contractor is not required to maintain a provider list, but must be able to direct the member to such information when necessary. The Contractor must develop and maintain a MCE Summary sheet which must be available for the member to easily compare the MCEs. The Contractor shall make oral interpretation services available to the visually-impaired and to enrollees in languages other than English (Spanish is the current prevalent second language). The Contractor must notify current and potential enrollees of availability of oral interpretation of written materials, as well as information in alternative formats and languages, and how to access those services. All information must meet the requirements of 42 CFR 438.10 as amended from time to time. 

Participation in the national efforts to ensure that Medicaid-eligible children enroll in the program will also be required. 

2.2.2. Choice Counseling 

The Contractor shall provide each member with unbiased information to assist them in the selection of an MCE. The Contractor shall, at a minimum, supply the member with the following three items of information: 

• 
Detail on each of the MCEs available in the member’s county via the MCE summary 

• 
Detail on providers and PMPs available in the member’s county. Members shall be directed to information containing a provider listing and PMPs available in the member’s county if they so choose. 
• 
That once they are determined eligible for Hoosier Healthwise they have only fourteen (14) calendar days during which to make their selection. If they do not make a selection in that timeframe, members must understand that a MCE will be chosen for them by the program via auto-assignment.
The Contractor may propose other methods to effectively educate current and potential managed care members and implement these methods as approved by the State. 

The Contractor will review the table listing potential managed care enrollees via the MMIS, also known as the Potential Table. The Contractor must attempt, via outbound phone calls and other methods, to encourage the member to make a self-selection of a MCE prior to auto-assignment. 

2.2.3. Member Materials 

The Contractor must update/revise existing materials, develop new materials when necessary, and distribute those materials as appropriate, to be used in conjunction with the Contractor's member education and enrollment facilitation responsibilities. All materials are the property of the State and must be sent to FSSA for review and approval. Member materials must be written at an appropriate reading level (i.e., fifth grade). Alternative formats that take into account the special needs of those who, for example, may be visually limited or have limited English proficiency, shall be made available. Materials must be translated into Spanish. The Contractor must have policies and procedures in place to ensure that materials are accurate in content, accurate in translation relevant to language or alternate formats and do not defraud, mislead or confuse the member. The Contractor must develop and include a Contractor-designated inventory control number on all member promotional, education, training or outreach materials with a date issued or date revised clearly marked. The purpose of this inventory control number is to facilitate FSSA’s review and approval of member materials and document its receipt and approval of original and revised documents. Annually, as part of its Quality Management and Improvement Plan Summary Report, the Contractor must submit a list of all member education and outreach materials it has used during the previous year and anticipates using in the upcoming year. 

The Contractor shall notify its enrollees:  

· That oral interpretation is available for any language, including Spanish;
· That written information is available in prevalent languages (currently Spanish); and 

• 
How to access the interpretation services and written information 
Upon request by the member, the Contractor shall send out electronic brochures and educational information to current and potential members via e-mail to reduce the volume of mailings. 

The minimum member materials required are detailed below: 

2.2.3.1. Member Brochures 
The member brochures include general information that facilitates the member’s understanding of the Hoosier Healthwise program and must be updated, revised, and distributed as needed. The brochures must be written at the fifth grade reading level. The Contractor is required to produce and distribute brochures containing information requested by the State and brochures that may contain the following information: 

• 
How to enroll 

• 
How to choose an MCE 

• 
How to use the Helpline 

• 
How to obtain services appropriately
The State may request that the Contractor produce other brochures that may contain the following information: 

• 
The basic features of managed care;

• 
Which populations are excluded from enrollment, subject to mandatory enrollment, or free to enroll voluntarily in the program; and
• 
MCE responsibilities for coordination of enrollee care. 

2.2.3.2. MCE Summaries 
The Contractor shall collaborate with MCEs to create the MCE Summary sheets, update them as necessary, and print and distribute them. The MCE Summary sheets provide comparative MCE information for potential enrollees, as required by 42 CFR 438.10(e)(2)(ii). 
The Contractor must provide information specific to each MCE program operating in potential enrollee’s service area, such as: 

• 
Benefits covered 

• 
Cost sharing, if any 

• 
Service area 

• 
Benefits that are available under the State plan but are not covered under the contract, including how and where the enrollee may obtain those benefits, any cost sharing, and, if applicable, how transportation is provided. For a counseling or referral service that the MCE does not cover because of moral or religious objections, the State must provide information about where and how to obtain the service. 

2.2.3.3. Provider Lists 
The Contractor is not required to provide printed provider and PMP lists.  MCEs are required to develop provider directories and make printed copies available to members upon request.  The Contractor must have policies and procedures in place to refer members to the MCEs, when requested, to obtain provider directories and information to assist in an enrollee’s selection of an MCE.

2.2.3.4. Other Materials 
The Contractor shall also produce, update, print and distribute materials which provide information on specific topics, including, but not limited to, appropriate emergency room use, pharmacy use, the importance of keeping scheduled appointments, the importance of a medical home, and procedures for filing grievances. The topics and the distribution of the material will be developed at the direction of FSSA in conjunction with the MCEs. 

2.2.4. Correspondence 

Contractor must have the capacity to prepare accurate and thorough written responses to various inquires. The Contractor must respond to ninety-eight percent (98%) of all written provider and recipient correspondence (inquiries) within ten (10) business days of receipt of the written correspondence by the Contractor. The Contractor must respond to the remainder within fifteen (15) business days of receipt. This may involve coordination with other contractors. Written responses must be technically and grammatically accurate. The Contractor shall refer all questions from State and Federal legislators, the Governor, the FSSA Secretary, or news media inquiries to the Indiana Health Converge Program Operations Director or delegate. 

2.3. Member Enrollment and Disenrollment in Managed Care Programs 

The Contractor shall assist in member enrollment and disenrollment. 

2.3.1. Member Enrollment 

After the member has been educated by the Helpline Representative, the Contractor shall record the MCE selection and the results of the conversation in the Contractor database. The Contractor must then ensure that the selection is also recorded in MMIS.  In Hoosier Healthwise, MCE selections for newly eligible potential enrollees are effective on either the 1st or the 15th of each month, depending on when the selection is recorded in MMIS. Selections entered into MMIS between the 25th of one month and the 12th of the second month will be effective on the 15th of that second month. Selections entered between the 13th and the 24th of one month will be effective on the 1st of the next month. For example, selections entered between April 25th and May 12th will be effective on May 15th. Selections entered between May 13th and May 24th will be effective on June 1st. For HIP, MCE selections are always effective on the 1st. 
2.3.2. Presumptive Eligibility (PE) 
The Contractor shall accept calls from pregnant women determined presumptively eligible by a Qualified Provider (QP).  Upon selection of an MCE, the Contractor shall enter the presumptively eligible member’s MCE selection into the HP Web interchange system.  The presumptively eligible member must make an MCE selection in order for their PE application to be considered complete.  The member may also provide a PMP selection to the Contractor or the MCE will contact the member for a PMP selection. 
2.3.3. Open Enrollment Function 

The Contractor shall process enrollments for Hoosier Healthwise members, including presumptively eligible pregnant women, to remain enrolled with an MCE pursuant to the requirements of the Open Enrollment policies. 
2.3.4. MCE and PMP Changes 

In the managed care programs, disenrollment from a PMP or MCE is typically the result of a PMP or MCE change, not a disenrollment from the managed care programs altogether. The following seven circumstances are some of the events that may result in a PMP change but do not end managed care coverage: 

1) PMP disenrolls from the program or from a particular MCE 
2) Member moves and current PMP is not easily accessible [42 CFR 438.56 (d)(2)(i)] 
3) PMP’s scope of practice does not meet the member’s current health care needs [42 CFR 438.56 (d)(2)(iv)] 
4) Poor quality of care [42 CFR 438.56 (d)(2)(iv)] 
5) Lack of access to services covered in the contract [42 CFR 438.56 (d)(2)(iv)] 
6) The MCE does not, because of moral or religious objections, cover the service the member seeks [42 CFR 438.56 (d)(2)(ii)] 
7) The member needs related services (for example a cesarean section and a tubal ligation) to be performed at the same time; not all related services are available within the MCE; and the enrollee’s primary care provider or another provider determines that receiving the services separately would subject the member to unnecessary risk [42 CFR 438.56 (d)(2)(iii)] 
The MCE is responsible for conducting PMP changes for their members. In the case that a member contacts the Contractor for a PMP change, the Contractor shall re-direct the call to the MCE’s member services department. If a member wishes to change MCEs, the Contractor shall process this request subject to the limitations outlined in this section. After the request has been placed, the MCE that the member has switched to will process that member’s PMP assignment.
2.3.4.1. Hoosier Healthwise Member MCE Changes
Hoosier Healthwise members can only change MCEs at the following times:
• 
Anytime during their first ninety (90) calendar days enrolled with a new MCE; this is referred to as the free change period
• 
Annually during their Open Enrollment period

• 
Anytime there is “just cause.”  The Contractor must obtain FSSA approval before authorizing any “just cause” change.
Hoosier Healthwise Open Enrollment statuses include the following:

• 
No Status: Contractor may make the initial self-selection MCE assignments for a member.

• 
O - Open Status: Contractor may make an MCE assignment change.  A date segment will accompany this status indicating when the member is in his or her ninety (90) calendar day free change period.

• 
C - Closed Status: Contractor may not make an MCE assignment change without just cause or household member MCE assignment change.  A date segment will accompany the closed status indicating when the member became assigned to the MCE and when the assignment period ends with his or her chosen MCE at the close of their 12-month enrollment.  
With the closed status, the Contractor may take a future date assignment for the upcoming annual open enrollment period when the member is nearing sixty to ninety (60-90) calendar days to the end of their closed status. A date segment will accompany the status sent by the Contractor to assist with making this future date assignment.

2.3.4.2. HIP Member MCE Changes
An individual may change their HIP MCE selection at any time before making their first POWER Account contribution. Also, HIP members will have the opportunity to change MCEs during the redetermination process at the end of each 12-month coverage term.  Ninety (90) calendar days prior to the end of the coverage term, the State will send a notice to the member about redetermination and the member’s right to change MCEs during redetermination. If the member does not contact the Contractor to change MCEs, the member will be reassigned to their original MCE.  If the member contacts the Contractor and selects a new MCE, the Contractor must update MMIS according to established procedures. MMIS will process the MCE change effective the first day of the member’s new coverage term. 
2.3.4.3. MCE Changes for Just Cause
A member may request to change MCEs for cause at any time after exhausting their MCE’s internal grievance and appeals process. “For cause” is defined as receiving poor quality care coverage and includes the following:

•
Lack of access to medically necessary services covered under the MCE’s contract with the State

•
The MCE does not, for moral or religious objections, cover the service the member seeks

•
The member needs related services performed at the same time and not all related services are available within the MCE’s network. The member’s primary care provider or another provider determines that receiving the services separately would subject the member to unnecessary risk

•
Lack of access to providers experienced in dealing with the member’s healthcare needs

•
Poor quality of care, including failure to comply with established standards of medical care administration and significant language or cultural barriers

•
The member’s PMP disenrolls from the MCE and the MCE cannot provide a new PMP suitable for member’s needs

Before the member contacts the Contractor, the member must first contact his or her MCE so the MCE can attempt to resolve the concern. If the member remains dissatisfied with the outcome, the member can contact the Contractor to request disenrollment. The Contractor must review the request and make a disenrollment determination. 

The Contractor must request a copy of the member’s grievance and appeals record from the MCE. The MCE will be expected to respond to the Contractor’s request within three (3) business days.
After the Contractor receives a copy of the member’s grievance and appeals record from the MCE, it must review the record to confirm that the grievance and appeals process was exhausted. It must also review the record to make a preliminary recommendation to FSSA as to whether the member’s request should be approved or denied. The Contractor must make the recommendation within seven (7) business days of receiving the record.  FSSA then determines final approval. 

If the member’s request is approved, the Contractor must notify the State’s fiscal agent about the member’s disenrollment and new enrollment. 
2.3.5. Member Disenrollment from Managed Care Program 

There are a number of reasons why a member may be disenrolled from the managed care programs. Some of these disenrollments are processed by the MMIS system and some are processed by the Contractor. 

Disenrollments systematically processed by the MMIS system may include the following five reasons: 

1) Member loses eligibility in IHCP 
2) Change in aid category causes enrolled member to become ineligible
3) Member meets long-term level of care criteria as determined by the Indiana Pre-Admission Screening and the Federal Pre-Admission Screening (IPAS/PASRR) processes or the Home and Community Based Services (HCBS) Waiver program. Data entry of the level of care into MMIS automatically closes managed care segment 
4) Enrolled member becomes eligible for Medicare
5) Member was enrolled inappropriately or mistakenly enrolled, for example due to the result of a data entry error or a change in eligibility information
The above information will be passed to the Contractor from MMIS. The Contractor will manage disenrollments when the member elects to disenroll from the program or the member is determined to be ineligible for the program under the terms of the State of Indiana’s applicable waivers for reasons such as the following: 

1) Member is determined eligible for and enrolls in a HCBS waiver program. The Division of Disability and Rehabilitative Services (DDRS) waiver unit will notify the Contractor via email when a managed care-enrolled member has been approved for a waiver but has not had a level of care entered into MMIS. The email notification is system-generated and sent to an email address specifically designated by the Contactor for this purpose. These members are to be disenrolled from managed care and/or removed from the potential list. This action must be processed within one (1) business day of receipt of email notification. The Fiscal Agent and MCE must be notified if the deletion occurs outside of the deletion period. (Deletion period: the period of time when a PMP segment has been assigned in MMIS with a future effective date and the Contractor can delete it from the system before it generates a roster or any capitation payments).
2) Enrolled member becomes eligible for and enrolls in the IHCP Hospice program. The hospice analyst in the prior authorization department will notify the Contractor of a member’s election and eligibility for hospice services. The Contractor shall immediately disenroll the member. 
3) Disenrollments approved by FSSA due to circumstances which, in the judgment of FSSA, are justified and documented. An example of this may be when a MCE has a violent, unmanageable member and requests FSSA allow the MCEs to release the member into the IHCP fee-for-service program. 

The effective date of an approved disenrollment must be no later than the first day of the next month following the month in which the enrollee or the MCE files the request (42 CFR 438.56). Contractor must notify the requestor of a decision to deny a disenrollment request and the reason for the denial by phone. The call must be followed by a denial letter that gives the member his or her appeal rights. 

2.3.6. Data Entry 

The Contractor shall process MCE selection, change requests, and disenrollments for members enrolled in the managed care programs. This information shall be entered and maintained in the Contractor database and MMIS. The Contractor must have the capacity to interface with, and record relevant information in to MMIS. The data contained in the Contractor database is the property of the State. All transactions must be HIPAA-compliant. 
3. Hoosier Care Connect-Specific Contractor Tasks 

3.1. Enrollment Broker Helpline Services 

3.1.1. Helpline Maintenance and Management 

The Contractor must maintain and manage the existing statewide toll-free telephone Helpline to assist members with MCE selections or MCE change requests, questions, concerns or complaints. The Contractor’s Helpline staff must be prepared to respond to member and potential member concerns or issues including, but not limited to the following: 

• Access to health care services 

• Identification or explanation of covered services 

• Special health care needs 

• Disease management services 

• Behavioral health 

• Care management 

• Procedures for submitting a member grievance or appeal 

• Potential fraud or abuse 

• Changing MCEs 
• Moving into or out of the Hoosier Care Connect program 

The Contractor must staff the Helpline to provide sufficient “live voice” access to its members during, at a minimum, fifty-five (55) hours a week, Monday through Friday 8:00 AM to 7:00 PM and in the Eastern Time zone. The Helpline must offer language translation services for members whose primary language is not English and must offer automated telephone menu options in English and Spanish. A messaging option must be available after business hours in English and Spanish and member services staff must respond to all member messages by the end of the next business day. The Contractor must provide members oral interpreter services, either through interpreters or telephone services. For example, the Contractor must provide Telecommunications Device for the Deaf (TDD) services for hearing impaired members, oral interpreters and signers. 

The Contractor must maintain a system for tracking and reporting the number and type of members’ calls and inquiries it receives during business hours and non-business hours. The Contractor must monitor its Helpline service and report its telephone service level performance to FSSA each month. 

The Hoosier Care Connect Helpline services will be subject to performance standards listed in Section 6.1.1 of this document. 

3.1.2. Tracking and Reporting 

Hoosier Care Connect Helpline Representatives shall enter all relevant information into the Contractor database and perform extensive data entry, tracking, and database correction functions. Member issues, complaints, grievances, referrals and follow-ups are entered and tracked via the database. The data entered by the Hoosier Care Connect Helpline Representatives is used for monitoring and tracking purposes and reporting on the operations of the Hoosier Care Connect program overall. The Contractor shall evaluate the adequacy and effectiveness of the Hoosier Care Connect Helpline coverage on a daily basis by gathering statistics related to the operation of the Hoosier Care Connect Helpline and preparing regular reports to the State as defined in Section 6.2 and submitting those reports at the times required per each report definition. 

3.2. Member Education  

3.2.1. Enrollment Education 

The Contractor will provide Hoosier Care Connect members and potential members with information on Hoosier Care Connect. In accordance with 42 CFR 438.10(e)(1) and (2), enrollment education must include, but not necessarily be limited to the items noted below: 

• 
How to access the health care system appropriately (i.e., keeping appointments, use of the emergency room, which services need PMP approval, how to file a grievance, etc.) 

• 
The importance of primary and preventive care and other health promotion services 

• 
The importance of choosing a PMP and having a medical home 

• 
Detailed, unbiased information about the MCEs and PMPs 

• 
The differences between the traditional IHCP fee-for-service program they were previously in and the new Hoosier Care Connect disease management program 

The Contractor must attempt to conduct a telephone interview with enrollees, during which time the enrollee must have a chance to ask questions. During the interview, the Enrollee shall be given the Helpline number and shall be encouraged to call again if they have further questions.

The Contractor must make oral interpretation services available to enrollees in languages other than English. Oral interpretation/reading services must also be available for blind enrollees. The Contractor must notify enrollees and potential enrollees that oral interpretation and written information in other languages are available and how they can access those services. 

3.2.1.1. Program Enrollment 
Participation in the Hoosier Care Connect program is mandatory for all members in the following aid categories:

• Aged

• Blind

• Disabled

• MASI

• MED Works

Members may select an MCE on the application.  Those members who do not make a selection on the application will be targeted for outreach, education and assistance in choosing a health plan by the Contractor.

3.2.2. Choice Counseling 
When the member is identified in the MMIS as eligible for the program with no MCE selected, the member will be placed on the MMIS potential table and the Contractor will send the member a letter/brochure advising them of their participation in the program and need to call the Contractor to select an MCE. If the member does not call to select an MCE within the first thirty (30) calendar days, the Contractor will initiate outreach efforts to provide education and plan selection assistance.  If the Contractor is unable to reach the member to make a selection within the next thirty (30) calendar days, the member will be auto-assigned to one of the available MCEs. Individuals who do not select an MCE within sixty (60) calendar days of the enrollment mailing will be auto-assigned.
The Hoosier Care Connect program will allow members to select a specialist as a PMP. If an enrollee/member chooses a specialist to be their PMP but the specialist is not yet enrolled, the MCE will contact said specialist, give the specialist information on enrolling as a specialist PMP in the Hoosier Care Connect program, including the necessity of joining an MCE’s network, and complete the necessary enrollment process. If the specialist does not choose to enroll as a PMP, then the MCE will work with the enrollee/member to choose another PMP. Once the member has selected an MCE, the member will be sent a welcome letter to confirm the date of enrollment and MCE selection. 

3.2.3. Member Materials 

The Contractor must work with the MCEs to update/revise existing member materials, develop new materials when necessary, and distribute those materials as appropriate, to be used in conjunction with the Contractor's member education and enrollment facilitation responsibilities. All materials are the property of the State and are subject to FSSA’s review and approval. Member materials must be written at an appropriate reading level (i.e., fifth grade). Alternative formats must be available; these formats must take into account the requirements of the Americans with Disabilities Act and the special needs of those who, for example, may be visually limited or have limited English proficiency. Materials must be translated into Spanish. The Contractor must have policies and procedures in place to ensure that materials are accurate in content, accurate in translation relevant to language or alternate formats, and do not defraud, mislead or confuse the member. The Contractor must develop and include a Contractor-designated inventory control number on all member promotional, education, training or outreach materials with a date issued or date revised clearly marked. The purpose of this inventory control number is to facilitate FSSA’s review and approval of member materials and document its receipt and approval of original and revised documents. Annually, as part of its Quality Management and Improvement Plan Summary Report, the Contractor must submit a list of all member education and outreach materials it has used during the previous year and anticipates using in the upcoming year.
The Contractor shall notify its enrollees 

• 
That oral interpretation is available for any language, including Spanish; 

• 
That written information is available in prevalent languages (currently Spanish); and 

• 
How to access the interpretation services and written information 

Upon request by the member, the Contractor shall send out electronic brochures and educational information that have been developed by the Contractor to current and potential members via e-mail to reduce the volume of mailings. Member materials include the following: 

3.2.3.1. Member Brochures 
The member brochures include general information that facilitates the potential member’s understanding of the Hoosier Care Connect program and must be updated, revised, and distributed as needed. The brochures must be written at the fifth grade reading level. The Contractor is required to produce and distribute a brochure or brochures addressing the following: 

• 
How to enroll 

•
How to choose an MCE 

• 
How to use the Helpline 

• 
How to obtain services appropriately
The State may request that the Contractor produce other brochures containing information requested by the State or brochures that may contain the following information: 

• 
The basic features of managed care and Indiana Medicaid;  

• 
Which populations are excluded from enrollment, subject to mandatory enrollment, or free to enroll voluntarily in the program; and  

• 
MCE responsibilities for coordination of enrollee care.   

3.2.3.2. MCE Summaries 
The Contractor is responsible for creating the MCE Health Plan Summary sheets that compare the Hoosier Care Connect MCEs, updating them as necessary, printing and distributing them to members. The MCE Summary sheets provide comparative MCE information for the enrollees, as required by the 42 CFR 438.10(e)(2)(ii). 

The Contractor must provide information specific to each MCE program operating in potential enrollee’s service area, such as: 

• 
Benefits covered 

• 
Cost sharing, if any 

• 
Service area 

3.2.3.3. Provider Lists 
The Contractor must provide enrollees a listing of area PMPs to facilitate the enrollee’s selection of an MCE. The PMP listing must contain information about the PMP’s practice, including any formal relationship defined by a Memorandum of Collaboration (MOC) between a PMP and another practitioner. 

3.2.3.4. Other Materials 
The Contractor shall also be responsible to update, print and distribute materials that provide information on specific topics, as requested by the State.  

3.2.4. Correspondence 

Contractor must have the capacity to prepare accurate and thorough written responses to various inquires. The Contractor shall respond to ninety-eight percent (98%) of all written provider and recipient correspondence (inquiries) within ten (10) business days of receipt of the written correspondence by the Contractor. The Contractor must respond to the remainder within fifteen (15) business days of receipt. This may involve coordination with other contractors. Written responses must be technically and grammatically proficient. The Contractor shall refer all questions from State and Federal legislators, the Governor, the FSSA Secretary, or news media inquiries to the Indiana Health Converge Program Operations Director or delegate. 

3.3. Member Enrollment and Disenrollment 

3.3.1. Member Enrollment 

After the member has been educated by the Helpline Representative, the Contractor must record the MCE selection and the results of the conversation in the Contractor database. The MCE will then assist the member in PMP selection and report the result to the Contractor. The Contractor must then ensure that the PMP selection is recorded in MMIS. PMP selections for newly eligible enrollees entered into MMIS between the 25th of one month and the 12th of the second month will be effective on the 15th of that second month. PMP selections entered between the 13th and the 24th will be effective the 1st of the next month. For example, selections entered between April 25th and May 12th will be effective on May 15th. Selections entered between May 13th and May 24th will be effective on June 1st. 

3.3.2. PMP Changes or MCE Changes 

Hoosier Care Connect members can change PMPs within their MCE at any time. Indiana does not choose to limit PMP changes or lock members into a doctor or an MCE (42 CFR 438.56 (c)). This process may change in the future, depending on CMS rules and requirements. The Contractor shall encourage members to establish and maintain the PMP-member relationship and track reasons given for PMP/MCE changes. The MCE is responsible for conducting PMP changes for their members. In the case that a member contacts the Contractor for a PMP change, the Contractor shall re-direct the call to the MCE’s member services department. If a member chooses to change MCEs, the Contractor shall process this request. After the request has been placed, the MCE that the member has switched to will process that member’s PMP assignment. MCE changes are only effective on the first of the next month. MCE changes processed after the 24th of the month will not take effect until the 1st of the second month. PMP changes within the same MCE become effective one (1) calendar day after entry into MMIS. 
Hoosier Care Connect members may not be required to be linked to a PMP if the MCE decided on an open network.  Any requirements or requests to change providers within the MCE will be handled by the MCE. Members may change MCEs within the first ninety (90) calendar days of assignment to an MCE, during their open enrollment period or with a just cause.  Members will also be allowed to follow their PMP to a new MCE if that provider moves.

3.3.3. Member Disenrollment 

Members may be automatically disenrolled from the Hoosier Care Connect program. These automatic disenrollments are processed by the MMIS system. 

Disenrollments processed by the MMIS system may include the following reasons: 
1) 
Member loses eligibility in IHCP 

2) 
Change in aid category causes enrolled member to become ineligible for Hoosier Care Connect
3) 
Member was enrolled inappropriately or mistakenly enrolled, such as the result of a data entry error or a change in eligibility information. 

This information will be passed to the Contractor from MMIS. 
The Contractor will manage disenrollments when an enrolled member becomes eligible for and enrolls in the IHCP Hospice program. The hospice analyst in the prior authorization department will notify the Contractor of a member’s election and eligibility for hospice services. The Contractor shall immediately disenroll the member.
3.3.4. Member Manual Enrollments 
Members may be manually enrolled into the Hoosier Care Connect program.  The Contractor will accept fax referral forms from a member’s PMP.  The Contractor will maintain the referral form and ensure that necessary information is included on the form, such as the following:

• Member’s name, RID, and current telephone number or email
• Member’s PMP and MCE selection
• Member’s diagnosis and any co-morbidities
The Contractor will then enter the necessary information into MMIS within five (5) business days.  The member can then be enrolled into the program.  

3.3.5. Data Entry 

The Contractor shall process MCE selections and change requests for members enrolled in Hoosier Care Connect and enter relevant information in the Contractor database. The Contractor must be able to interface with and record relevant information in MMIS. The data contained in the Contractor database is the property of the State. 

The Contractor should make referrals to other FSSA contractors as necessary. 
4. Information System Requirements 

4.1. Enrollment Broker Database 

The Contractor must develop and maintain a database that identifies member and provider information in the following five areas: 

1. General information about each member, such as demographic data, member phone number, date of phone contact, and to which PMP he/she is assigned
2. Information for tracking and status updates of those members needing assistance with service delivery, such as members with access problems or special needs and/or choosing a PMP before the end of the thirty (30) calendar days
3. Information for tracking those members with complaints and grievances about the care they are receiving and the time required to resolve registered complaints and grievances that have been filed. See Section 6.3 of this document for additional details 
4. Information about PMPs necessary to generate the PMP lists, such as address, specialty, and hospital affiliation 
5. Ability to accept, store and send plan and PMP selections to the MMIS for processing
4.1.1. Right Choices Program Tracking 

One of the tools that the State has to ensure program integrity and to enforce appropriate use of Medicaid services is the Right Choices Program.  This program relies on utilization reviews conducted by IHCP contractors and provider reporting of member habits when they engage in the following behaviors: 
• Drug-seeking behavior
• Frequent, inappropriate utilization of the emergency room
• Duplication of services by multiple providers or practices, of the same specialty

• Frequent changes of primary care physicians

When the State confirms a member has used Medicaid inappropriately, that member is restricted to receive non-emergency services through one physician, one pharmacy, and one hospital.  These requirements promote continuity of medical care and medication management.  For a restricted member to receive treatment from providers other than the assigned providers requires a written referral.
The Contractor shall receive information on restricted members from FSSA and other IHCP contractors, including but not limited to the MCEs, track the members in its database, provide the mechanism for the information to be entered into MMIS and forward any member concern phone calls to the appropriate entity. The Contractor will not accept/process plan changes for members in the Right Choices Program unless directed to by the State.
4.2. Information System Requirements 
The Contractor is required to maintain an information systems security policy and conform to the State’s information systems security policy. In addition, the State’s Fiscal Agent will provide the Contractor with appropriate access to MMIS, the State’s claims processing system, to retrieve member eligibility and enrollment information and provider demographics. The Contractor shall enter member enrollment and PMP/health plan change information into MMIS and may receive ongoing file transfers from the Fiscal Agent to update the Contractor’s database. The data entered into and maintained in the Contractor’s database related to this contract remains the property of the State. The MMIS system currently runs in a UNIX/Oracle environment. It is a database system that is accessed through a Powerbuilder GUI front-end hosted through the State’s Citrix environment. The Powerbuilder application code is downloaded to the State’s Citrix servers as new releases are made available (currently on a monthly basis). Connectivity to MMIS may be provided by the State directly through its Citrix environment in order to facilitate required data transfers through secure method. 

Alternatively, if the Contractor prefers to manage the connectivity to the local Fiscal Agent site, all connectivity and access must meet the requirements of FSSA. The Contractor will be required to consult with the Fiscal Agent prior to making any local network, system, and/or workstation configuration changes. Changes made without the approval and consent of both FSSA and the Fiscal Agent could result in the loss of access and connectivity as a result of incompatibility of software applications. The Contractor must ensure that its system is in working order and is available ninety-nine percent (99%) of the hours of operation. Scheduled maintenance must occur only during non-operation hours. Acts of God and emergency maintenance will count against the ninety-nine percent (99%) requirement. The Contractor must have a disaster recovery plan that has been approved by FSSA, upon contract implementation. At a minimum, the disaster recovery plan shall show how the Contractor will continue business in the event of disaster. The disaster recovery plan must specify an off-site recovery location and must be regularly tested. 
Note, at all times the Contractor must meet the minimum requirements needed to interface with all necessary State systems and the systems of other State contractors as designated from time to time by the State.
5. Administrative Tasks 

5.1. Staffing Requirements 
Key Staff 

Contract Manager – The Contractor must employ a Contract Manager who is dedicated full-time to the contract. This individual shall be the primary liaison with the State (or its designees) to facilitate communications between FSSA, the State’s contractors and the Contractor’s executive leadership and staff. This individual must maintain a current knowledge of Federal and State legislation, legislative initiatives, and regulations that may impact Hoosier Healthwise, HIP or the Hoosier Care Connect program. The Contract Manager, in close coordination with other key staff, shall ensure all Contractor functions are in compliance with the terms of the contract. Contractor shall give FSSA the right to approve the candidate who will fill this position. 

Operations Manager – The Contractor shall employ an Operations Manager who is dedicated full-time to the contract. This Manager must, at a minimum, be responsible for directing the activities of the Contractor’s member services, Helpline telephone performance, member education and member materials development, approval and distribution and serve as the primary interface with FSSA, the State’s Fiscal Agent, and MCEs regarding such issues as member enrollment, disenrollment, and eligibility. This Manager must provide an orientation and on-going training for Contractor representatives, at a minimum, to support accurately informing members of how the program operates, availability of covered services, benefit limitations, emergency services, PMP assignment, specialty provider referrals, self-referral services, preventive and enhanced services, well-child services and member grievances and appeals procedures. The Operations Manager, in close coordination with other key staff, shall ensure all of the Contractor’s member services operations are in compliance with the terms of the Contractor’s contract with the State. Contractor shall give FSSA the right to approve the candidate who will fill this position. 

Information Systems Coordinator – The Contractor shall employ an Information Systems Coordinator who is dedicated full-time to the contract. This individual will oversee the Contractor’s database and phone systems and serve as a liaison between the Contractor and the State's other contractors regarding data transmission interface, phone connectivity, HIPAA requirements, reporting and data management issues. The Information Systems Coordinator, in close coordination with other key staff, shall ensure all program data transactions are in compliance with the terms of the Contractor’s contract with the State. Contractor shall give FSSA the right to approve the candidate who will fill this position. 

The Contractor shall provide written notification to FSSA’s Managed Care Director of anticipated vacancies of key staff within five (5) business days of receiving the key staff person’s notice to terminate employment or five (5) business days before the vacancy occurs, whichever occurs first. At that time, the Contractor must present FSSA’s Managed Care Director with an interim plan to cover the responsibilities created by the key staff vacancy. Likewise, the Contractor must notify FSSA’s Managed Care Director within five (5) business days after a candidate’s acceptance to fill a key staff position or five (5) business days prior to the candidate’s start date, whichever occurs first. All key staff must reside in the state of Indiana and maintain an office within fifteen (15) miles of the State Capitol. Key staff must also be accessible in-person at the State’s request. FSSA reserves the right to approve candidates who will fill vacant key staff positions. 

All key staff must be accessible to FSSA and its other program subcontractors via phone and electronic mail systems. As part of its annual Quality Management and Improvement Plan, the Contractor must submit to FSSA an updated organizational chart including email addresses and phone numbers for key staff. 

Other Staff Positions
Quality Coordinator – The Contractor shall employ a Quality Coordinator to investigate and coordinate responses to resolve member and provider grievances and appeals against the Contractor, and interface with FSSA Hearings and Appeals Office. The Quality Coordinator shall also lead the Contractor’s quality improvement efforts. 
The remaining staff positions listed in the section below are provided as a general guideline. FSSA expects the Contractor to employ the staff necessary to comply with the State’s performance requirements, which may include but not be limited to, the following: 

· Executive management to interface with FSSA leadership, to coordinate and confer with the State on matters related to the Contractor’s responsibilities and participation in the Medicaid managed care programs 

· Sufficient technical support services staff to ensure the timely and accurate processing of support services, reports and requests (including but not limited to telephone systems and information systems) 

· A sufficient number of customer services representatives to perform the Helpline functions 
The Contractor shall remove or reassign, upon written request from the State, any employee or subcontractor that the State deems unacceptable. 

5.2. Subcontractors 

The term "subcontract(s)" includes contractual agreements between the Contractor and any entity that performs delegated activities related to the State Enrollment Broker contract. 
FSSA will approve all subcontractors and any change in subcontractors or material change to subcontracting arrangements. All subcontracts will be approved by FSSA prior to being signed by the subcontractor and must include acceptable HIPAA language. The State encourages the Contractor to subcontract with entities that are located in the State of Indiana. 

The Contractor is responsible for the performance of any obligations that may result from this contract. Subcontractor agreements do not terminate the legal responsibility of the Contractor to the State to ensure that all activities under the contract are carried out. The Contractor must oversee subcontractor activities and submit an annual report on its subcontractors’ compliance, corrective actions and outcomes of the Contractor’s monitoring activities. The Contractor will be held accountable for any functions and responsibilities that it delegates. 

The Contractor must comply with 42 CFR 438.230 and the following subcontracting requirements: 

· The Contractor must obtain FSSA’s approval before subcontracting any portion of the project's requirements. This approval shall include detailed review of any subcontractor agreements. The Contractor must submit a written request and a draft subcontract to FSSA at least sixty (60) calendar days prior to the use of a subcontractor. The Contractor shall obtain FSSA’s approval of the subcontract before using it with any subcontractors. If the Contractor makes subsequent changes to the duties included in its subcontracts, it must notify FSSA sixty (60) calendar days prior to the revised contract effective date and submit the amendment for review and approval. FSSA must approve changes before the Contractor modifies any previously approved subcontracts. 

· The Contractor must evaluate prospective subcontractors’ abilities to perform delegated activities prior to contracting with the subcontractor to perform services associated with Hoosier Healthwise, HIP, and Hoosier Care Connect. 

· The Contractor must have a written agreement in place that specifies the subcontractor’s responsibilities and provides an option for revoking delegation or imposing other sanctions if performance is inadequate. The written agreement must be in compliance with all State of Indiana statutes, and will be subject to the provisions thereof. The subcontract cannot extend beyond the term of the State’s contract with the Contractor. 
· The Contractor must collect performance and financial data from its subcontractors and monitor delegated performance on an ongoing basis and conduct formal, periodic and random reviews, as directed by FSSA. The Contractor shall monitor subcontractor performance against the requirements of the False Claims Act. The Contractor must incorporate all subcontractors’ data into the Contractor’s performance and financial data for a comprehensive evaluation of the Contractor’s performance compliance and identify areas for its subcontractors’ improvement when appropriate. The Contractor must take corrective action if deficiencies are identified during the review. 

· All subcontractors must fulfill all State and Federal requirements appropriate to the services or activities delegated under the subcontract. In addition, all subcontractors must fulfill the requirements of the State’s contract with the Contractor (and any relevant amendments) that are appropriate to any service or activity delegated under the subcontract. 

· FSSA may waive its right to review subcontracts. Such waiver shall not constitute a waiver of any subcontract requirement. In accordance with IC 12-15-30-5(b), any subcontract agreements terminate when the Enrollment Broker’s contract with the State terminates. 
The Contractor must have policies and procedures addressing auditing and monitoring subcontractors’ data, data submissions and performance. The Contractor must integrate subcontractors’ financial and performance data (as appropriate) into the Contractor’s information system to accurately and completely report Contractor performance and confirm contract compliance. 
FSSA reserves the right to audit the Contractor’s subcontractors’ self-reported data and change reporting requirements at any time with reasonable notice. The Contractor is responsible for any additional costs associated with on-site audits or other oversight activities that result when required systems are located outside of the State.  

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

The Contractor is responsible for maintaining and keeping up to date the existing written policies and procedures for all of the Contractor functional areas. The Contractor shall also assist the State with ongoing program operation, policy and procedure development and review. The Contractor shall incorporate revised policies and procedures, as appropriate, into the revisions of all materials such as the member letters and brochures. The Contractor shall make available to FSSA copies of all policies and procedures in both electronic and hard copy format.
5.4. Administrative Plan Development and Execution 

The Contractor shall present a detailed administrative plan that describes the resources and supplies needed to complete the member education and enrollment, Helpline maintenance and management, database development and management, and quality improvement activities described in this contract. The plan shall include an organizational chart and contact information (i.e., phone numbers and email addresses) for key personnel. The Contractor must promptly provide written notification to FSSA of any vacancies of key positions and must make every effort to fill vacancies in all key positions with qualified persons approved by FSSA. 

5.5. Meetings Requirements 

Key personnel are required to actively participate in several regularly scheduled meetings each month, which are listed in this section of the Scope of Work. These meetings are necessary to coordinate with the other FSSA contractors and to ensure the smooth operation of the program. In addition, participation in ad hoc meetings with other FSSA contractors, state offices (e.g., DFR) or other entities may also be required. Most meetings are held at the Indiana Government Center, South Building (IGCS). 

5.5.1. Status Meetings 

Contractor status meetings will be held with FSSA to discuss program policies, provide updates on ongoing projects, resolve challenges, and discuss progress on work plans and action plans. The Contractor shall develop the agenda, and provide the agenda and status report to FSSA one (1) business day prior to the meeting. The Contractor shall record and prepare meeting minutes, and provide minutes to FSSA within two weeks after the meeting. The agenda and minutes are subject to FSSA review and approval. Monthly managed care status meetings will be held with FSSA and the Fiscal Agent to discuss program policies and operations, projects and challenges that involve other contractors. 

5.5.2. Managed Care Policy/Operations Meeting 

The Contractor shall attend and participate in the managed care policy/operations meetings with representatives from FSSA and the various contracted parties affiliated with the Hoosier Healthwise, HIP and Hoosier Care Connect programs. The Contractor must revise its policies and procedures to incorporate policy changes and clarifications, and new policies agreed upon in these meetings. 

5.5.3. Quality Improvement Committee 

The Contractor shall participate in the meetings of the Quality Improvement Committee. Participation includes meeting attendance and submission of requested data. 

5.6 Training Requirements 

The Contractor shall provide appropriate training to its staff including: program orientation and updates, cultural sensitivity, program policies and procedures, relevant information regarding all Health Plans available to potential enrollees and other topics as requested by the State. 

Training on enrollment broker functions shall be delivered to State staff upon request, at any time with reasonable advance notice. All training provided to State staff shall be at the Contractor’s sole expense. 
6. Quality Management 

6.1. Performance Standards 

The following performance standards apply to Hoosier Healthwise, HIP, and Hoosier Care Connect programs, unless otherwise indicated. 

6.1.1. Helpline Performance Standards 
The Contractor is encouraged to perform at a level exceeding the minimum performance standards listed below. The State reserves the right to amend or delete any of these standards or add additional standards without notice. For purposes of these standards, the Helpline means the Hoosier Healthwise, HIP, and Hoosier Care Connect Helplines and includes all calls received through that line from providers, members and the general public. With the exception of the holidays listed below, the staff must be available to provide sufficient “live voice” access to members during (at a minimum) fifty-five (55) hours a week, Monday through Friday 8:00 AM to 7:00 PM. Voice mail or an answering service must be available after hours. All after-hours calls must be returned the next business day. 
The member Helpline may be closed on the following holidays:
• 
New Year’s Day;
• 
Memorial Day;
• 
Independence Day (July 4th);
• 
Labor Day; 

• 
Thanksgiving; and 

• 
Christmas.  

The Contractor may request that additional days, such as the day before Thanksgiving, be authorized for limited staff attendance.  This request must be submitted to FSSA at least thirty (30) calendar days in advance of the date being requested for limited staff attendance and must be approved by FSSA. Call center closures, limited staffing or early closures shall not burden a member’s access to the Contractor’s services. 

The call center must be located within sixty miles of downtown Indianapolis. The call center must be staffed so that a capacity of at least 40,000 calls per month can be handled. However, when call volume exceeds capacity, the Contractor may use additional offsite call center capacity to maintain Helpline service standards. The offsite call center may be located within the continental United States. Non-compliance with standards (a) through (h) below shall be subject to non-compliance remedies, as described in Attachment I – Performance Standards: 

a) One hundred percent (100 %) of all calls shall reach the Helpline menu on or within three (3) rings or fewer. 

b) Average speed to answer calls shall not exceed 60 seconds. 

c) The busy rate shall not exceed zero percent (0%). 

d) The lost call (abandonment) rate shall not exceed seven percent (7%). 

e) An answering machine, voice mail or answering service must be available for after-hours calls. One hundred percent (100%) of after-hours calls must be returned within the next business day. 

f) The Helpline must be equipped with the appropriate technology to accept calls from all members. The Contractor is responsible for ensuring that people with limited English proficiency and those who are deaf, hearing impaired or have other special needs have access to communication services that enable all members to utilize the Helpline. 

g) Eighty-five percent (85%) of all issues from callers should be resolved on the call. If information cannot be provided to a caller in a timely manner, the Helpline representative should request a name, phone number and/or addresses (if necessary) and respond to the caller within one (1) business day from the time of contact. 

h) The Contractor must immediately report any failure of Helpline operations to FSSA. 

6.1.2. Member Education Performance Standards 

Non-compliance with standards below shall be subject to non-compliance remedies, as described in Attachment I – Performance Standards: 

a) Ninety percent (90%) of new managed care members (including those Hoosier Healthwise members that have not selected a MCE on their application) must be educated within fourteen (14) calendar days of being determined eligible for managed care. 

b) The Contractor shall ensure the default auto-assignment rate does not exceed fifteen percent (15%) for those Hoosier Healthwise members that have not selected a MCE on their application, or for the Hoosier Care Connect program. 

c) Relevant information must be entered into MMIS within three (3) business days with ninety-eight percent (98%) accuracy. 

d) The Contractor must respond to ninety-eight percent (98%) of all written provider and recipient correspondence (inquiries) within ten (10) business days of receipt of the provider’s correspondence by the Contractor. The Contractor must respond to the remainder within fifteen (15) business days of receipt. 

e) All written educational and outreach materials must be approved by FSSA prior to distribution. 

f) The Contractor will submit an annual work plan forty five (45) calendar days prior to the start of a calendar year. The plan will detail the education and outreach plan for the coming year. At this time the Contractor will also submit to FSSA an additional report documenting the results of the previous year’s work plan. 

6.2. Data Reporting and Monitoring 

The Contractor is responsible for monitoring of the Hoosier Healthwise, HIP, and Hoosier Care Connect Helplines for fraud prevention and data gathering purposes. The Contractor shall immediately report to FSSA any suspected fraud and abuse or misconduct associated with any service or function provided for by this Contract, or suspected abuse or misconduct by a potential enrollee, provider, Contractor staff, or subcontractor. In addition, the Contractor will collect data on a monthly basis and will use it to monitor the success of the Medicaid managed care programs. Contractor performance and quality improvement data will be submitted to FSSA. The data will be reviewed to determine what changes may be necessary to improve the quality of services to members and providers. A summary of the required reports are listed below.
6.2.1. Report Submission Requirements 

The Contractor shall provide FSSA with the reports listed below as well as any reports requested by the State: 

a) Monthly Status Report: The Contractor shall submit to FSSA an updated status report. This report contains the current status regarding the Contractor’s Hoosier Healthwise, HIP, and Hoosier Care Connect program operations and outstanding issues and action items. 

b) Monthly Program Data: The Contractor shall submit to FSSA monthly reports of program data and performance measures. These reports shall include any information deemed necessary by the State. Currently, these reports include the Contractor’s performance measures and statistics regarding its efficiency and overall operations. The Helpline call statistics, the number of member enrollments, disenrollments by reason, auto-assignment rate, and grievance data are examples of the types of data reports that the Contractor must submit to FSSA on a monthly basis. The Contractor must be able to stratify the data, for example, by county, and/or MCE. 

c) Monthly Usage Volume Report: The Contractor shall submit to FSSA a monthly usage volume report, which states the Contractor's actual usage volumes for items billed to the State for the preceding month and projected usage volumes for the following month. 

d) Monthly Report: Reports shall update the progress achieved relative to the annual work plan submitted for each functional area as well as selected program data, including complaint reports. 

e) Annual Report: These reports provide, for each functional area, the annual workplan proposed for the coming year and performance reviews from the past year. The annual reports are submitted with the fourth quarter reports. 

f) Quality Management and Improvement Work Plan Requirements: The quality improvement program shall be based on a written plan, which includes goals, structure, authority, responsibilities, scope, and methods of evaluation. The Contractor shall develop an annual Quality Improvement Plan, which is submitted to FSSA thirty (30) calendar days after the end of the calendar year. 

g) Quality Management and Improvement Progress Report: The progress reports must be submitted quarterly and shall update the progress achieved relative to the Quality Management and Improvement workplan. 

h) Business Continuity Plan: Thirty (30) calendar days prior to enrollment, the Contractor shall provide a business continuity plan that details the Contractor’s plan to maintain service standards in the event of an outage or failure in the Contractor’s communication or technical support systems. In addition, the Contractor will detail how it will guarantee the State full access to all of the Contractor’s information systems in order to guarantee the services of the contract in the event the Contractor is unable to provide the required contract services in the future. Subsequently, this business continuity plan shall be updated annually and submitted to the State within thirty (30) calendar days following each year of the contract.
6.2.2. Performance Standards for Report Submissions 

a) Provide status reports to FSSA at least one (1) business day prior to each status meeting, to allow for FSSA review before the meeting and to aid the discussion during the status meeting. 

b) Submit monthly program data reports to FSSA within ten (10) business days of the end of the previous month. 

c) Submit quarterly reports within thirty (30) calendar days after the end of each calendar quarter. 

d) Submit annual reports within thirty (30) calendar days after the end of the calendar year. 

6.3. Complaints and Grievances 

There are two types of grievances that may be received by the Contractor: grievance about an MCE, or grievances about the Contractor services. 

1) If the member is calling with a concern about his or her MCE, the Contractor should help him or her initiate the plan’s grievance process. If the member has not already done this, the Contractor should direct the member to call the health plan’s member services number.
2) The Contractor shall develop and maintain policies and procedures to manage complaints and grievances as required by the State. FSSA must approve these policies and procedures and may require updates or changes to them at its discretion. Grievance data reporting is required in the monthly program reports submitted to FSSA and in the quarterly reports. 

Grievances are received through the Enrollment Broker Helpline. This information is captured, tracked and reported through the Contractor's database. Grievance data reporting is required in the monthly program reports submitted to FSSA. 

7. Start Up and Transition Activities 

7.1. Incoming Transition Activities 

The Contractor shall be solely responsible for all costs related to incoming transition activities. Each non-incumbent Respondent shall submit in the proposal a plan for incoming transition activities that demonstrates the Respondent understands the scope and complexity of the incoming transition activities for the Scope of Work. The Contractor shall be able to make revisions to this transition plan, but any requests for revisions shall be submitted in writing to the State for approval. These revisions shall in no way negatively affect the quality of the transition services. The Respondent shall provide a high-level description of the plan for incoming transition activities for the Scope of Work which contains but is not limited to the following information:
• 
Explanation of the planned steps to transition activities from the incumbent vendor to the Respondent.
• 
Explanation of the planned approach to coordination between the incumbent and the Respondent.
• 
A description of staffing requirements for the incoming transition and how the staff will support the implementation of services.
• 
Respondent’s current staff knowledge, skills, and abilities that will enable a successful implementation of services including past experience with other States implementing these services.
• 
Identification of Respondent’s needs for new staff knowledge, skills, and abilities that will be required to successfully implement the incoming transition services. 

The State recognizes that the Respondent may not possess all the information needed for a complete and detailed plan for incoming transition activities, but the plan for incoming activities submitted with this RFP should be as accurate and comprehensive as possible.
7.1.1 Transition Period

The awarded Contractor shall be ultimately responsible for the successful transition of services. There will be a Transition Period beginning one hundred twenty (120) calendar days prior to the end of the incumbent vendor’s contract during which the awarded Contractor shall work in conjunction with the State and the incumbent vendor, to finalize a transition plan of services and support for the Scope of Work. The primary goal of this transition period is to ensure that there is no disruption to the performance of the required services. The transition to the awarded Contractor’s staff shall be as orderly and as transparent as possible to the State. 

7.1.2 Readiness Review 

The awarded Contractor shall participate in a readiness review at a mutually agreed upon time prior to assuming the responsibilities of the contract so that FSSA can confirm that the Contractor meets contract and operational requirements. The Contractor and its subcontractors, if any, shall submit documentation that demonstrates the Contractor’s readiness to serve members. This should include documentation showing that the project is fully staffed, staff are adequately trained, and the Contractor’s facilities are ready to begin operations.  FSSA may, at its discretion, also request additional documentation to verify the Contractor’s readiness to serve members and conduct on-site reviews of the Contractor and its sub-contractors, if any. The Contractor shall provide all necessary documentation related to the readiness review thirty (30) calendar days prior to scheduled member enrollment. 
If for any reason the Contractor does not pass the readiness review by the contract start date and there is a delay in the operational start date, the Contractor shall be subject to consequential damages and corrective actions as described in Attachment I – Performance Standards.
7.2 Outgoing Transition Activities 

The Contractor shall be reimbursed for Outgoing Transition Activity costs up to the not-to-exceed pricing agreed upon from the Cost Proposal. Each Respondent shall submit in the proposal a plan for outgoing transition activities that demonstrates the Respondent understands the scope and complexity of the outgoing transition activities for the Scope of Work. The Respondent shall provide a high-level description of the plan for outgoing transition activities for the Scope of Work which contains but is not limited to the following information:
• 
Explanation of the planned steps to transition activities from the Respondent to the incoming vendor.
• 
Explanation of the planned approach to coordination between the State, the incumbent, and the Respondent.
• 
A description of staffing requirements for the outgoing transition and how the staff will support the outgoing transition of services.
• 
Respondents’ skills and abilities that will enable a successful outgoing transition of services including past experience with other states transitioning out these services.
The State recognizes that the Respondent may not possess all the information needed for a complete and detailed plan for outgoing transition activities, but the plan for outgoing activities submitted with this RFP should be as accurate and comprehensive as possible.
Upon notice of the termination of the contract for any reason, the Contractor shall within five (5) business days submit a transition plan for FSSA’s review and approval. The transition plan will be implemented to ensure a smooth transition of activities and responsibilities to the succeeding contractor with the least amount of disruption possible. The transition plan should include: 
• 
The conveyance of documents and other materials to the succeeding contractor. These materials may contain, but are not limited to policies, standard operating procedures, training manuals, educational materials, promotional items, and all other materials associated with the contract.

• 
The coordination of activities to be ceased by the Contractor and commenced by the succeeding contractor, including Helpline management and MMIS access.

• 
Listing of key activities to be conducted during the transition, the staff responsible, and target dates for completion. This should also list the staff person who will lead the communication with the succeeding contractor. The Contractor must respond to all communication via voice, written, or electronic means from the succeeding contractor within twenty-four hours.

Transition at the end of the contract period will be managed the same as above, except that the transition plan will be submitted twelve (12) months in advance of the end of the contract period for FSSA’s review and approval. 

7.2.1 Transition Period
The Contractor is also required to participate in the Transition Period during the outgoing phase of the transition. The Transition Period begins one hundred twenty (120) calendar days prior to the end of the Contract, during which the Contractor shall work in conjunction with the State and the newly awarded Contractor, to finalize a transition plan of services and support for the Scope of Work. The primary goal of this Transition Period is to ensure that there is no disruption to the performance of the required services. The transition to the awarded Contractor’s staff shall be as orderly and as transparent as possible to the State.
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