State of Indiana

RFP 15-059
Attachment J –Bidder’s Library 
The following links and embedded documents are being provided for reference for potential respondents to RFP 15-059 for HIP 2.0 Program Evaluation. These documents are provided as an example only, and where applicable will be updated. Additionally, all IHCP manuals are updated twice per year and content is subject to change. 
1. HIP Annual Report (Example)

· Embedded as 2012_HIP_Annual_Report.pdf


[image: image1.emf]2012_HIP_Annual_R eport.pdf


2. HIP Reporting Manuals (Example)

· Embedded as 2015 HIP Reporting Manual.zip


[image: image2.emf]2015 HIP Reporting  Manual.zip


3. IHCP Bulletins

· Available online at www.indianamedicaid.com/ihcp/Publications/bulletin_results.asp 
4. Indiana Administrative Code 

· Available online at www.in.gov/legislative/iac/
5. Indiana Code
· Available online at www.in.gov/legislative/ic/code 

6. Indiana HIP 2.0 CMS-Approved STCs

· Embedded as IN HIP 2.0_CMS Approved STCs_1 27

[image: image3.emf]IN HIP 2.0_CMS  Approved STCs_1 27 15.pdf


7. Indiana Medicaid State Plan 
· Available online at www.indianamedicaid.com/ihcp/StatePlan/state_plan.asp 

8. Review and Approval Process for Section 1115 Demonstrations

· Embedded as 2012-Review and Approval for 1115 Demos


[image: image4.emf]2012- Review and  Approval for 1115 Demos.pdf
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CENTERS FOR MEDICARE AND MEDICAID SERVICES 


SPECIAL TERMS AND CONDITIONS 


 


NUMBER:   11-W- 00296/5 


 


TITLE:  Healthy Indiana Plan (HIP) 2.0 


 


AWARDEE:  Indiana Family and Social Services Administration 


 


I. PREFACE 


 


The following are the Special Terms and Conditions (STCs) for the Healthy Indiana Plan (HIP) 


2.0 section 1115(a) Medicaid demonstration (hereinafter “demonstration”) to enable Indiana to 


operate this demonstration.  The Centers for Medicare & Medicaid Services (CMS) has granted a 


waiver of requirements under section 1902(a) of the Social Security Act (the Act).  These STCs 


set forth in detail the nature, character, and extent of federal involvement in the demonstration 


and the state’s obligations to CMS during the life of the demonstration.  The demonstration will 


be statewide and is approved for a 3-year period, from February 1, 2015 through January 31, 


2018. 


 


The STCs have been arranged into the following subject areas: 


 


I. Preface 


II. Program Description and Objectives 


III. General Program Requirements 


IV. Populations Affected 


V. Benefits 


VI. Optional HIP Employer Benefit Link (HIP Link) Program  


VII. HIP 2.0 POWER Accounts  


VIII. HIP 2.0 Cost Sharing 


IX. Delivery System 


X. General Reporting Requirements  


XI. General Financial Requirements  


XII. Budget Neutrality Determination 


XIII. Evaluation 


XIV. Monitoring 


XV. Health Information Technology 


XVI. T-MSIS Requirements 


XVII. Schedule of Deliverables 


 


Additional attachments have been included to provide supplementary information and guidance 


for specific STCs. 


 


Attachment A: HIP Link Program Protocol (reserved) 


Attachment B: POWER Account Contributions and Copayments Infrastructure Operational 


Protocol (reserved)  
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Attachment C: POWER Account Contributions and Copayments Monitoring Protocol (reserved)  


Attachment D: Emergency Room Co-pay Protocol (reserved) 


Attachment E: POWER Account Debt Protocol (reserved) 


Attachment F: Evaluation Design (reserved) 


 


II. PROGRAM DESCRIPTION AND OBJECTIVES 


 


This section 1115(a) demonstration provides authority for the state to offer HIP 2.0, which 


provides health care coverage for adults through a managed care health plan and an account 


similar to a health savings account called a Personal Wellness and Responsibility (POWER) 


account.  Under HIP 2.0, Indiana is building on and changing its previous HIP program in 


multiple ways including the creation of new benefit packages and the establishment of a broader 


incentive structure for encouraging healthy behaviors.  Some of those changes, like the creation 


of Basic, Plus and HIP Link benefit packages are being implemented through the state plan.  


Other changes are effective through this demonstration, which provides authority for the 


charging of POWER account contributions, the implementation of healthy behavior incentives, 


and a premium assistance program for individuals with employer sponsored insurance (ESI).  


 


With this demonstration, Indiana expects to achieve the following to promote the objectives of 


title XIX: 


 


 Promoting increased access to health care services; 


 Encouraging healthy behaviors and appropriate care, including early intervention, 


prevention, and wellness; 


 Increasing quality of care and efficiency of the health care delivery system; and 


 Promoting private market coverage and family coverage options through HIP Link to 


reduce network and provider fragmentation within families. 


 


Over the 3-year period, Indiana seeks to demonstrate the following:  


 


 Whether a monthly payment obligation linked to a POWER account will result in more 


efficient use of health care services; 


 Whether the incentives established in this demonstration for beneficiaries to obtain 


preventive services and engage in healthy behaviors will result in better health outcomes 


and lower overall health care costs; and 


 Whether POWER account contributions in lieu of cost sharing for individuals 


participating in the HIP Plus Plan will affect enrollment, utilization, and the use of 


preventive and other services by beneficiaries.  


 


Under HIP 2.0, beneficiaries who consistently make required monthly contributions to their 


POWER Account will maintain access to an enhanced benefit plan, known as “HIP Plus”, which 


will include enhanced benefits such as dental and vision coverage.  HIP Plus is intended to 


encourage personal responsibility, improve healthy behaviors, and develop cost conscious 


consumer behaviors among all beneficiaries.  Beneficiaries with income at or below 100 percent 


of the FPL who do not make monthly POWER account contributions will be defaulted to a more 


limited benefit plan meeting alternative benefit plan requirements (known as “HIP Basic.”)  The 
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HIP Basic plan will require co-payments for all services in amounts that would be permitted in 


the state plan rather than the monthly POWER account contributions required to participate in 


the HIP Plus plan.  Additionally, individuals with access to employer sponsored insurance (ESI) 


that meets state standards may choose to participate in their ESI, with a POWER account to fund 


out-of-pocket costs.  All beneficiaries will have the opportunity to have their POWER account 


contributions reduced in subsequent years for completion of preventive services and through 


successfully managing their POWER accounts.   


 


III. GENERAL PROGRAM REQUIREMENTS 


 


1. Compliance with Federal Non-Discrimination Statutes.  The state must comply with 


all applicable federal statutes relating to non-discrimination.  These include, but are not 


limited to, the Americans with Disabilities Act of 1990, Title VI of the Civil Rights Act 


of 1964, section 504 of the Rehabilitation Act of 1973, and the Age Discrimination Act 


of 1975. 


 


2. Compliance with Medicaid and Children’s Health Insurance Program (CHIP) Law, 


Regulation, and Policy.  All requirements of the Medicaid program and CHIP, 


expressed in law, regulation, and policy statement, not expressly waived or identified as 


not applicable in the waiver and expenditure authority documents (of which these terms 


and conditions are part), apply to the demonstration.   


 


3. Changes in Federal Law, Regulation, and Policy.  The state must, within the 


timeframes specified in law, regulation, or policy statement, come into compliance with 


any changes in federal law, regulation, or policy affecting the Medicaid or CHIP program 


that occur during this demonstration approval period, unless the provision being changed 


is expressly waived or identified as not applicable.  In addition, CMS reserves the right to 


amend the STCs to reflect such changes and/or changes of an operational nature without 


requiring the state to submit an amendment to the demonstration under STC 7.  CMS will 


notify the state 30 days in advance of the expected approval date of the amended STCs to 


allow the state to provide comment.   


 


4.  Impact on Demonstration of Changes in Federal Law, Regulation, and Policy.  


 


a. If changes in requirements under federal law need state legislation to be implemented, 


the changes must take effect on the earlier of: 1) the day such state legislation 


becomes effective, 2) the last day of the first legislative session that meets on or after 


the 60th day following the change in federal law; 3) the day specified in federal law 


for implementation of the change.  


 


b. Should there be changes in the FFP associated with the demonstration, the state may 


seek to end the demonstration (as per paragraph 9 of this section) or seek an 


amendment (as per paragraph 7 of this section). 


 


5. State Plan Amendments.  Medicaid eligibility will be determined in accordance with the 


approved Medicaid state plan.  Any change to eligibility must be made through an 
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amendment to the Medicaid state plan.  The Medicaid state plan shall be the controlling 


authority except to the extent that a requirement is not waived or listed as inapplicable to 


an expenditure authority.  These STCs do not waive Medicaid requirements, but contain 


operational limits and instructions on how the state may implement waivers of Medicaid 


requirements.   


 


Should the state amend the state plan to make any changes to eligibility for any 


population affected by the demonstration, upon submission of the state plan amendment, 


the state must notify CMS demonstration staff in writing of the pending state plan 


amendment, and request any necessary corresponding technical corrections to the 


demonstration. 


 


6. Changes Subject to the Amendment Process.  Changes related to eligibility, 


enrollment, benefits, beneficiary rights, delivery systems, cost sharing, evaluation design, 


sources of non-federal share of funding, and budget neutrality that are specifically 


authorized under the demonstration project must be submitted to CMS as amendments to 


the demonstration.  All amendment requests are subject to approval at the discretion of 


the Secretary in accordance with section 1115 of the Act.  The state must not implement 


changes to these elements without prior approval by CMS either through an approved 


amendment to the Medicaid state plan or amendment to the demonstration.  Amendments 


to the demonstration are not retroactive and FFP will not be available for changes to the 


demonstration that have not been approved through the amendment process set forth in 


STC 7, except as provided in STC 3.   


 


7. Amendment Process.  Requests to amend the demonstration must be submitted to CMS 


for approval no later than 120 days prior to the planned date of implementation of the 


change and may not be implemented until approved.  CMS reserves the right to deny or 


delay approval of a demonstration amendment based on non-compliance with these 


STCs, including but not limited to failure by the state to submit required reports and other 


deliverables in a timely fashion according to the deadlines specified herein.  Amendment 


requests must include, but are not limited to, the following: 


 


a. An explanation of the public process used by the state, consistent with the 


requirements applicable to amendments listed in paragraph 14 of this section, prior to 


submission of the requested amendment; 


 


b. A data analysis worksheet which identifies the specific “with waiver” impact of the 


proposed amendment on the current budget neutrality agreement.  Such analysis shall 


include total computable “with waiver” and “without waiver” status on both a 


summary and detailed level through the current approval period using the most recent 


actual expenditures, as well as summary and detail projections of the change in the 


“with waiver” expenditure total as a result of the proposed amendment, which isolates 


(by Eligibility Group) the impact of the amendment; 


 


c. An up-to-date CHIP allotment neutrality worksheet, if necessary;  


 







Healthy Indiana Plan 2.0             Page 5 of 56 


CMS Approved: February 1, 2015 through January 31, 2018 


d. A detailed description of the amendment including impact on beneficiaries, with 


sufficient supporting documentation and data supporting the evaluation hypotheses as 


detailed in the evaluation design in section XIII; and 


 


e. If applicable, a description of how the evaluation design will be modified to 


incorporate the amendment provisions.   


 


8.  Extension of the Demonstration.  States that intend to request demonstration extensions 


under sections 1115(e) or 1115(f) are advised to observe the timelines contained in those 


statutes. Otherwise, no later than 12 months prior to the expiration date of the 


demonstration, the governor or chief executive officer of the state must submit to CMS 


either a demonstration extension request or a transition and phase-out plan consistent 


with the requirements of paragraph 9 of this section.   


    


a. Compliance with Transparency Requirements at 42 CFR §431.412. 


 


b. As part of the demonstration extension requests the state must provide documentation 


of compliance with the transparency requirements 42 CFR §431.412 and the public 


notice and tribal consultation requirements outlined in STC 14. 


 


9. Demonstration Phase Out.  The state may only suspend or terminate this demonstration 


in whole, or in part, consistent with the following requirements.  


 


a. Notification of Suspension or Termination.  The state must promptly notify CMS 


in writing of the reason(s) for the suspension or termination, together with the 


effective date and a transition and phase-out plan.  The state must submit a 


notification letter and a draft plan to CMS.  The state must submit the notification 


letter and a draft plan to CMS no less than six (6) months before the effective date of 


the demonstration’s suspension or termination.  Prior to submitting the draft plan to 


CMS, the state must publish on its website the draft transition and phase-out plan for 


a 30-day public comment period.  In addition, the state must conduct tribal 


consultation in accordance with 42 CFR 431.408.  Once the 30-day public comment 


period has ended, the state must provide a summary of each public comment 


received, the state’s response to the comment and the extent to which the state 


incorporated the received comment into the revised plan.  The state must obtain CMS 


approval of the transition and phase-out plan prior to the implementation of the 


phase-out activities.  Implementation of activities must be no sooner than 14 days 


after CMS approval of the plan.  


 


b. Transition and Phase-out Plan Requirements.  The state must include, at a 


minimum, in its plan the process by which it will notify affected beneficiaries, the 


content of said notices (including information on the beneficiary’s appeal rights, if 


any), the process by which the state will conduct administrative reviews of Medicaid 


eligibility prior to the termination of the program for the affected beneficiaries, and 


ensure ongoing coverage for those beneficiaries determined eligible, as well as any 


community outreach activities including community resources that are available.   
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c. Phase-out Procedures.  The state must comply with all applicable notice 


requirements found in 42 CFR §431.206, §431.210, and §431.213.  In addition, the 


state must assure all applicable appeal and hearing rights afforded to demonstration 


participants as outlined in 42 CFR §431.220 and §431.221. If a demonstration 


participant is entitled to and requests a hearing before the date of action, the state 


must maintain benefits as required in 42 CFR §431.230.  In addition, the state must 


conduct administrative renewals for all affected beneficiaries in order to determine if 


they qualify for Medicaid eligibility under a different eligibility category.  42 CFR 


§435.916. 


d. Exemption from Public Notice Procedures 42.CFR §431.416(g).  CMS may 


expedite the federal and state public notice requirements in the event it determines 


that the objectives of title XIX and XXI would be served or under circumstances 


described in 42 CFR §431.416(g). 


 


e. Federal Financial Participation (FFP).  If the project is terminated or any relevant 


waivers suspended by the state, FFP shall be limited to normal closeout costs 


associated with terminating the demonstration including services, continued benefits 


as a result of beneficiaries’ appeals and administrative costs of disenrolling 


beneficiaries. 


 


10. Post Award Forum.  Within six months of the demonstration’s implementation, and 


annually thereafter, the state shall afford the public with an opportunity to provide 


meaningful comment on the progress of the demonstration.  At least 30 days prior to the 


date of the planned public forum, the state must publish the date, time and location of the 


forum in a prominent location on its website.  The state can either use its Medical Care 


Advisory Committee, or another meeting that is open to the public and where an 


interested party can learn about the progress of the demonstration to meet the 


requirements of this STC.  The state must include a summary of the comments in the 


quarterly report associated with the quarter in which the forum was held.  The state must 


also include the summary in its annual report. 


 


11. Expiring Demonstration Authority.  For demonstration authority that expires prior to 


the demonstration’s expiration date, the state must submit a transition plan to CMS no 


later than 6 months prior to the applicable demonstration authority’s expiration date, 


consistent with the following requirements: 


 


a. Expiration Requirements.  The state must include, at a minimum, in its 


demonstration expiration plan the process by which it will notify affected 


beneficiaries, the content of said notices (including information on the beneficiary’s 


appeal rights, if any), the process by which the state shall conduct administrative 


reviews of Medicaid eligibility for the affected beneficiaries, and ensure ongoing 


coverage for eligible individuals, as well as any community outreach activities.  
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b. Expiration Procedures.  The state must comply with all applicable notice 


requirements found in 42 CFR Sections 431.206, 431.210 and 431.213.  In addition, 


the state must assure all applicable appeal and hearing rights afforded to 


demonstration participants as outlined in 42 CFR Sections 431.220 and 431.221.  If a 


demonstration participant requests and is entitled to a hearing before the date of 


action, the state must maintain benefits as required in 42 CFR Section 431.230. In 


addition, the state must conduct administrative renewals for all affected beneficiaries 


in order to determine if they qualify for Medicaid eligibility under a different 


eligibility category as discussed in October 1, 2010, State Health Official Letter #10-


008.  


 


c. Federal Public Notice.  CMS will conduct a 30-day federal public comment period 


consistent with the process outlined in 42 CFR Section 431.416 in order to solicit 


public input on the state’s demonstration expiration plan. CMS will consider 


comments received during the 30-day period during its review and approval of the 


state’s demonstration expiration plan.  The state must obtain CMS approval of the 


demonstration expiration plan prior to the implementation of the expiration activities.  


Implementation of expiration activities must be no sooner than 14 days after CMS 


approval of the plan.  


 


d. Federal Financial Participation (FFP).  FFP shall be limited to normal closeout 


costs associated with the expiration of the demonstration including services, 


continued benefits as a result of beneficiaries’ appeals and administrative costs of dis-


enrolling participants.  


 


12. Withdrawal of Waiver Authority.  CMS reserves the right to amend and withdraw 


waivers or expenditure authorities at any time it determines that continuing the waivers or 


expenditure authorities would no longer be in the public interest or promote the 


objectives of Title XIX.  CMS will promptly notify the state in writing of the 


determination and the reasons for the amendment and withdrawal, together with the 


effective date, and afford the state an opportunity to request a hearing to challenge CMS’ 


determination prior to the effective date.  If a waiver or expenditure authority is 


withdrawn or amended, FFP is limited to normal closeout costs associated with 


terminating the waiver or expenditure authority, including services, continued benefits as 


a result of beneficiaries’ appeals and administrative costs of disenrolling participants.  


 


13. Adequacy of Infrastructure.  The state must ensure the availability of adequate 


resources for implementation and monitoring of the demonstration, including education, 


outreach, and enrollment; maintaining eligibility systems; compliance with cost sharing 


requirements; and reporting on financial and other demonstration components. 


 


14. Public Notice, Tribal Consultation, and Consultation with Interested Parties.  The 


state must comply with the State Notice Procedures set forth in 59 Fed. Reg. 49249 


(September 27, 1994).  The state must also comply with the tribal consultation 


requirements in section 1902(a)(73) of the Act as amended by section 5006(e) of the 


American Recovery and Reinvestment Act (ARRA) of 2009, the implementing 
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regulations for the Review and Approval Process for Section 1115 demonstrations at 42 


CFR Section 431.408, and the tribal consultation requirements contained in the state’s 


approved state plan when any program changes to the demonstration are proposed by the 


state. 


 


a. In states with federally recognized Indian tribes, consultation must be conducted in 


accordance with the consultation process outlined in the July 17, 2001 letter or the 


consultation process in the state’s approved Medicaid state plan if that process is 


specifically applicable to consulting with tribal governments on waivers (42 CFR 


Section 431.408(b)(2)).   


 


b. In states with federally recognized Indian tribes, Indian health programs, and/or 


Urban Indian organizations, the state is required to submit evidence to CMS 


regarding the solicitation of advice from these entities prior to submission of any 


demonstration proposal and/or renewal of this demonstration (42 CFR Section 


431.408(b)(3)).  


 


c. The state must also comply with the Public Notice Procedures set forth in 42 CFR 


447.205 for changes in statewide methods and standards for setting payment rates. 


 


15. Federal Financial Participation (FFP).  No federal matching for service expenditures 


for this demonstration will take effect until the effective date identified in the 


demonstration approval letter.  


 


16. Deferral for Failure to Provide Deliverables on Time.  The State agrees that CMS may 


require the state to cease drawing down federal funds until such deliverables are timely 


submitted in a satisfactory form, until the amount of federal funds not drawn down would 


exceed $5,000,000. 


 


IV. POPULATIONS AFFECTED 


 


1. Eligibility Groups Affected By the Demonstration.  This demonstration affects 


individuals ages 19 through 64 who are eligible in the new adult group under the state 


plan that is described in 1902(a)(10)(A)(i)(VIII) of the Act, and 42 CFR § 435.119, and 


who receive services described in the alternative benefit plans (ABP) under the state plan, 


unless otherwise excluded as described in paragraph 2 of this section.  HIP 2.0 will also 


affect parents and caretaker relatives under the state plan who are eligible under 42 CFR 


435.110 and also parents and caretaker relatives who are eligible under the state plan for 


Transitional Medical Assistance (TMA) under Section 1925 of the Act who become 


eligible for TMA after February 1, 2015, unless otherwise excluded as described in 


paragraph a or c of this STC.  


 


All affected groups derive their eligibility through the Medicaid state plan, and are 


subject to all applicable Medicaid laws and regulations in accordance with the Medicaid 


state plan, except as expressly listed as waived in this demonstration, subject to the 


operational limits as described in these STCs.  All Medicaid eligibility standards and 
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methodologies for these eligibility groups, including the conversion to a modified 


adjusted gross income standard January 1, 2014, remain applicable.  


 


Table 1. Medicaid State Plan Groups Affected by the Demonstration 


Medicaid State Plan 


Group  


Population Description Funding Stream 


New adult group 


including individuals 


who are medically frail  


Individuals ages 19 through 64 


who are eligible in the new 


adult group under the state plan 


that is described in 


1902(a)(10)(A)(i)(VIII) of the 


Act, including individuals who 


meet the definition of medically 


frail consistent with 42 CFR 


Section 440.315(f). 


Title XIX 


Parents & caretaker 


relatives eligible under 


42 CFR 435.110 or  


Parents and caretakers with 


income under the State’s AFDC 


payment standard in effect as of 


May 1, 1988 (section 1931 


parents and caretaker relatives), 


converted to a MAGI-


equivalent amount by 


household size; no resource 


limit. 


Title XIX 


Transitional Medical 


Assistance 


(including individuals 


who are medically frail) 


Former Parent & Caretaker 


relatives eligible for a minimum 


of six and a maximum of 12 


months of continued coverage 


under Transitional Medical 


Assistance 


Title XIX 


 


2. Excluded Populations.  The following individuals are excluded from the demonstration, 


even if otherwise within the populations described in paragraph 1 of this section: 


Individuals eligible for another Medicaid category under the State Plan except for 


pregnant women who choose to remain in HIP per Section VI STC 2(g).  
 


a. Individuals eligible for Medicare at the time of enrollment.  If an individual becomes 


eligible for Medicare after enrolling in HIP 2.0, then disenrollment from HIP 2.0 


would become effective starting the date of Medicare Part B eligibility and in 


accordance with Medicaid and Medicare rules and regulations.  
 


b. Effective April 1, 2015, American Indian/Alaska Natives (AI/AN) who have elected 


to opt out of HIP 2.0 will receive coverage through a fee-for-service delivery system 


unaffected by the demonstration.  Individuals in the new adult population who opt out 


still will receive coverage as specified under the state plan in the HIP Plus ABP.  







Healthy Indiana Plan 2.0             Page 10 of 56 


CMS Approved: February 1, 2015 through January 31, 2018 


Individuals who opt out who are eligible as parents and caretaker relatives, or 


receiving TMA will not receive an ABP but will receive all benefits otherwise 


specified in the state plan. 
 


3. Effective Date of Coverage.  For individuals who participate in HIP Plus, coverage will 


be effective no later than the first day of the month in which the initial POWER account 


contribution or fast track pre-payment is made.  For individuals with income at or below 


100 percent of the FPL who do not pay POWER account contributions for access to the 


HIP Plus plan, coverage will be effective the first day of the month in the month in which 


the 60 day payment period expires.  For individuals found presumptively eligible, who 


are subsequently determined eligible for full eligibility, there shall be no gap in coverage 


between presumptive coverage and HIP Plus or HIP Basic coverage as described in 


paragraph 5 of this section.  For such individuals, at state option, the effective date of HIP 


coverage may be begin at the end of the PE period (or earlier) so long as there is no gap 


in coverage. 


 


This waiver of effective date of coverage (reasonable promptness) is conditioned as 


described in the terms outlined in paragraph 5 of this section related to presumptive 


eligibility standards.  


 


4. Retroactive Coverage.   The state is not obligated to provide retroactive coverage.  The 


state shall submit data after one year, to allow for evaluation of whether there are gaps in 


coverage that would be remediated by the provision of retroactive coverage. As part of 


the evaluation: 


 


a. The state will submit a description of its renewal process;  


 


b. The state will provide data on its new passive verification renewal process, conducted 


in accordance with 42 CFR §435.916, by September 1, 2015. 


 


c. The state will provide data on uncompensated care reported by providers as it relates 


to the lack of retroactive coverage.  


 


d. The State will implement a transition program for the Section 1931 group that will 


reimburse providers for costs for services provided prior to their effective date of 


coverage.  This program will be in effect for minimum of one year and may be 


limited to new applicants (defined as those not covered through HIP or Medicaid 


within the past two years or those who meet certain exceptions as described in 


Section VII STC 12 d) who:  


 


i. Did not gain coverage through presumptive eligibility;  


ii. Received medical care within the 90 days prior to the effective date of 


eligibility; and  







Healthy Indiana Plan 2.0             Page 11 of 56 


CMS Approved: February 1, 2015 through January 31, 2018 


iii. Submitted for reimbursement within 90 days of the individual’s receipt of the 


bill for such care.  


e. The State will provide data by November 1, 2015 regarding the program including: 


i. The number of individuals with costs paid under the program 


ii. The total amount of costs paid 


iii. The average cost per person 


iv. The number and type of providers paid 


v. The type of costs incurred, including the specific conditions with which they 


are associated 


vi. Survey data from beneficiaries and providers about unreimbursed costs for 


this population, including amounts not reimbursed under this program. 


f. Should CMS determine that individuals in the Section 1931 group (or the providers 


who serve them) are incurring costs that would have been reimbursed by Medicaid in 


the absence of the demonstration, the transition uncompensated care payment 


program shall continue for the remainder of the demonstration.  CMS and the state 


shall consider whether any revisions to the program are needed, including existing 


and any further program limitations, based on the data regarding the state’s renewal 


processes and the data regarding the program. 


. 


5. Presumptive Eligibility.  The state shall include Federally Qualified Health Centers, 


Rural Health Centers, Community Mental Health Centers, and Health Department sites in 


an expanded presumptive eligibility program, to allow potentially eligible individuals to 


gain temporary coverage.  All provisions of 42 CFR 435.1103 and 435.1110 are 


applicable to these entities in determining presumptive eligibility.  Individuals 


determined presumptively eligible for HIP will maintain presumptive coverage for a 


minimum of 60 days.  Once determined eligible for HIP, members may transition to HIP 


as outlined below.  At state option, Indiana can reclassify presumptive eligibles as 


eligible in the new adult group for up to 3 months prior to the effective date of coverage 


as outlined in paragraph 3. 


 


a. HIP Plus coverage will begin the first day of the month in which the individual’s fast 


track prepayment or POWER account contribution is made, with no gap in coverage. 


  


b. For individuals below 100 percent FPL, who do not make a POWER account 


contribution, coverage will begin the first of the month in which their payment period 


expires, with no gap in coverage.   


 


c. For individuals above 100 percent FPL who do not make a contribution before their 


payment period expires will not have continued coverage. 
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6. Presumptive Eligibility Standards.  In order to demonstrate that presumptive eligibility 


is fully accessible to any applicant needing coverage immediately, the State will provide 


the following deliverables: 


 


a. A report detailing that 90 percent of potentially qualifying entities are trained and 


participating by September 1, 2015. Potential qualifying entities that have refused or 


not responded to opportunities to participate will not be counted.  


 


b. Monthly reporting on: 


i.  The percentage of all applications that come through presumptive eligibility.  


ii. The percentage of eligibility determinations following a presumptive period as 


a share of determinations made on all types of applications. 


 


c. Annual survey of entities eligible to conduct presumptive eligibility on the 


effectiveness of the presumptive eligibility process. 


 


d. By December 1, 2015, based on the initial nine months of experience, the state shall 


propose a minimum standard for the percentage of eligibility determinations 


following a presumptive period as a share of determinations made on all types of 


applications.  That standard shall be in effect in the remaining demonstration years 


beginning calendar year 2016. 


 


e. If in any six month period, beginning January 2016 through June 2016, the average 


percentage falls below the standard in subsection d, the waiver of effective date of 


coverage (reasonable promptness) will not be in effect for the next six month period.  
 


7. Option for American Indian/Alaska Native Individuals. Individuals identified as 


AI/AN are affected by this demonstration unless they opt out to obtain coverage under 


the state plan through a fee-for-service (FFS) service delivery system unaffected by the 


demonstration, as described in Section IV Paragraph 2.  Individuals who are AI/AN and 


who participate in the demonstration will be enrolled in the HIP Plus ABP with no 


POWER account contribution or cost-sharing requirements.  Eligibility for AI/AN 


individuals will begin effective the date of the application and coverage will begin in HIP 


Plus program.   All AI/AN individuals who are eligible for the demonstration can opt out 


30 days after enrollment. 
 


a. Prior to April 1, 2015 AI/AN individuals who are eligible to enroll in the 


demonstration will be enrolled in the HIP Plus ABP with no POWER account 


contribution or cost-sharing requirements.  As of April 1, 2015 all enrolled AI/AN 


will receive notice that they may opt out of HIP 2.0.   


 


b. Access to Tribal or Urban Indian Organization (I/T/Us).  An eligible AI/AN 


individual, whether enrolled in a HIP 2.0 managed care plan or not, will be able to 


access covered benefits through any Indian Health Service (IHS), Tribal or Urban 


Indian Organization (collectively, I/T/U) facility funded through the IHS.  
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c. Cost Sharing. AI/AN individuals are exempt from cost sharing and POWER account 


contributions as set forth in the state plan and through this demonstration.  AI/AN 


individuals who receive services directly by an I/T/U or through referral under 


Purchased/Referred Care services (or otherwise) shall not be responsible for any 


enrollment fee, premium, or similar charge, and no deduction, copayment, cost 


sharing or similar charges. 


 


d. Payments to I/T/Us.  Payments to an I/T/U or a health care provider through referral 


under Purchased/Referred care services for services provided to an eligible AI/AN 


shall not be reduced by the amount of any enrollment fee, premium, or similar charge, 


or by the amount of any deduction, copayment, cost sharing or similar charges.  I/T/U 


facilities are entitled to payment notwithstanding network restrictions pursuant to 


section 206 of the Indian Health Care Improvement Act, (IHCIA). 


 


e. Notices to AI/ANs.  As part of the application process, applicants will have an 


opportunity to verify their Native American status using appropriate verification 


documents. Notice will then be provided to AI/AN individuals explaining that 


AI/ANs may opt-out of a HIP 2.0 managed care plan and receive Medicaid state plan 


coverage through a FFS system with access to covered benefits I/T/U facilities.   


 


V. BENEFITS  
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1. HIP 2.0 Benefits.  HIP beneficiaries, other than Section 1931 parents and caretaker 


relatives, and recipients of Transitional Medical Assistance (TMA), will receive benefits 


available in one of the state’s approved ABPs.  Such beneficiaries will have access to the 


HIP Plus plan containing an enhanced benefit package that includes adult vision and 


dental as additional state plan services.  Such beneficiaries with income at or below 100 


percent of the FPL (other than AI/AN individuals) who do not make their required 


monthly POWER account contributions within the sixty (60) day payment period, will be 


defaulted to the HIP Basic benefit plan.   


 


Beneficiaries who are Section 1931 parents and caretaker relatives, and recipients of 


TMA will be enrolled in HIP 2.0, but will receive all benefits as described in the state 


plan.  Beneficiaries in the new adult group who qualify as medically frail will be enrolled 


in HIP 2.0, but will also receive ABP coverage equivalent to coverage in the state plan.  


Individuals in the HIP Link program will receive an ABP benefit package that meets 


Section 1937 requirements, including Essential Health Benefits.  The State will review 


employer plans to ensure they adhere to the Alternative Benefit Plan benefit standard.  


 


Table 2.  Benefit Plan Options  


Eligibility Group HIP 


Basic 


ABP 


HIP Plus 


ABP 


HIP 


Link 


ABP 


ABP that is 


the State 


Plan 


Benefit 


Package 


State plan 


benefits 


Adult group, 


individuals with 


income at or below 


100% of the FPL 


X X X   


Adult group, 


individuals with 


income above 100% of 


the FPL 


 X X   


Adult group, 


medically frail 
  X X  


Section 1931 parents 


and caretaker relatives 


and TMA eligibles 


(including individuals 


who are medically 


frail) 


 


    X 


 


2. Non-Emergency Medical Transportation (NEMT).  In DY 1, the state is not obligated 


to provide NEMT to individuals enrolled in the new adult group except for pregnant 


women and individuals determined to be medically frail.  This waiver authority will be for 
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provided for one year and then evaluated, allowing the state and CMS to consider the 


impact on access to care. 


 CMS may only consider a request to amend this STC if the state has submitted an 


 amendment request in conformity with Section III, paragraphs 6 and 7, and an evaluation 


 of NEMT as described in Section XIII, paragraph 4.  


3.  EPSDT for individuals up to age 21.  Both HIP Basic and HIP Plus shall include all 


Early and Periodic Screening, Diagnostic and Treatment (EPSDT) benefits that would be 


available under the approved state plan for individuals up to age 21. 


VI. OPTIONAL HIP EMPLOYER BENEFIT LINK (HIP LINK) PROGRAM  


 


1.    General Description.  The HIP Link program is an optional program for all HIP 2.0 


eligible new adult group individuals with access to employer-sponsored insurance (ESI) 


who are over age 21.  If an individual chooses to participate in the HIP Link program for 


a 12 month period, the individual will receive premium assistance and assistance with 


cost sharing (including copayments, deductibles, and out of pocket expenses) under their 


ESI through provision of a POWER account valued at $4,000 per year for each eligible 


individual in the household enrolled in HIP Link.  The individual must have, at a 


minimum, the opportunity at the end of each 12 month period to elect to continue or not 


continue HIP Link enrollment. 


 


2.    Eligibility.  Eligibility for HIP Link will be determined as follows: 


 


a. The individual must be eligible for HIP 2.0 under the new adult group;  


 


b. The individual must be 21 years of age or older;  


 


c. The individual must have access to and be eligible to participate an employer-


sponsored plan;  


 


d. The employer must contribute at least 50 percent to the employee’s total ESI 


premium cost;  


 


e. The ESI plan shall be reviewed by the state for confirmation that benefits comply 


with the requirements for an Alternative Benefit Plan under the approved state 


plan and to determine whether the premium assistance for the plan is cost 


effective as detailed in the HIP Link Protocol.  The State may choose not to 


certify an employer health plan based on other criteria; 


 


f. Individuals in HIP Link shall have no delay in coverage; the state shall place 


individuals into coverage no later than as described in STC 3 in Section IV, 


pending enrollment in ESI as necessary; and 


 


g. Pregnant women may choose to remain in HIP Link at their option. 
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4.  HIP Link Protocol.  Attachment A contains a preliminary protocol for HIP Link.  The 


state must submit a revised protocol 120 days after approval of this demonstration 


describing the HIP Link program including the requirements for both beneficiaries and 


employers.  The protocol must be approved by CMS before implementing the HIP Link 


program.  The protocol should include:  


 


a. A description of the HIP Link program;  


 


b. Cost sharing requirements for HIP Link participants including examples of the 


interplay between the employer premium contribution, employee premium 


contribution, and state premium contributions, and the POWER account; 


  


c. The benefits and cost sharing requirements for employer sponsored plans in the 


program 


 


d. The criteria and process by which the state shall review and certify employer 


plans for the HIP Link program; 


 


e. The process by which the state shall reimburse employers for the state premium 


contribution and administer the POWER accounts for HIP Link beneficiaries; 


  


f. A protocol that ensures that those who lose access to ESI or whose plan is no 


longer Link eligible will be enrolled promptly into HIP Plus without a gap in 


coverage .(or if they have incomes below the poverty line and do not elect to 


make POWER account contributions will move to HIP Plus without a gap in 


coverage), and that sets forth any adjustment to the individual’s POWER account 


(affecting only the unspent value of the POWER account);  


 


g. The counseling process and related materials used to counsel prospective 


beneficiaries;  


 


h. Any circumstances that would allow an individual to disenroll from HIP Link and 


enroll into HIP Plus, including the ongoing process to self-identify as being 


medically frail and move out of HIP Link and into the ABP that is the state plan 


benefit package; and   


 


i. The appeals procedure for HIP Link beneficiaries. 


 


5. HIP Link POWER Account.  The state will establish a HIP Link POWER account with a 


value of $4,000 for each individual per year.  Accounts for two eligible individuals 


enrolled with the same ESI plan may be combined into one account valued at $8,000 per 


year.  As explained in more detail in the HIP Link Protocol, the funds in the HIP Link 


POWER account will be used to pay for the cost of the employee’s premium contribution 


to the ESI plan in excess of the amounts set forth in the paragraph below, and for any 


cost-sharing incurred by the beneficiary in seeking services including copays, 


deductibles, and coinsurance costs for services covered on their ESI plan.  Individuals 
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will not be required to contribute to the POWER account, but will be required to 


contribute amounts through payroll deduction for ESI coverage as described in the 


paragraph below.  When an individual loses Medicaid eligibility mid-year, the state may 


terminate the POWER account. 


 


6.    HIP Link Employee Premium Contributions.  HIP Link enrolled members will 


contribute to their ESI through a payroll deduction by their employer.   This deduction 


will be identified by the state to the employer and will not exceed 2 percent of monthly 


household income but may not be less than one dollar per month.   The payroll deduction 


is the responsibility of the HIP Link enrollee, and will not be payable through the 


POWER account. 


 


VII.  HIP 2.0 POWER ACCOUNTS  


 


1. General Description.  The POWER account is styled like a health savings account 


arrangement under a consumer-directed health plan.  The POWER account will hold state 


and beneficiary contributions (including beneficiary contributions donated by employers 


or other entities).  Except for those who elect HIP Link enrollment, in which case the 


POWER account funds will be used to pay premium and cost sharing amounts as 


described above, the POWER account funds will be used to pay for the first $2,500 in 


claims; claims beyond the initial $2,500 will be fully covered through capitation 


payments or other payments made by the state.  Except for HIP Link enrollees, POWER 


accounts may not be used to pay for beneficiary copayments.   


 


2. Beneficiary and State Contributions.  


 


a. All HIP eligible beneficiaries will be eligible for HIP Plus.  HIP Plus requires 


beneficiaries to make a monthly contribution to their POWER accounts limited to 2 


percent of their income but not less than one dollar, whichever is greater.   


   
b. Beneficiaries with income above the poverty line will lose eligibility for HIP Plus 


if they fail to pay their monthly contributions within the 60 day grace period.   At the 


end of the grace period, such beneficiaries who fail to pay the monthly contribution 


will be terminated from coverage after proper notice and subject to a 6-month lockout 


of coverage, with the exception of those who are medically frail, including those who 


are determined medically frail in the TMA group receiving state plan benefits, or who 


fall under a designated “qualifying events” category, as discussed in paragraph 12 of 


this section.   Individuals who do not pay their initial contribution and never fully 


enroll in HIP Plus are not subject to lockout for non-payment.  Individuals subject to 


a lockout will not be able to reenroll until the end of the lockout period; payment of 


unpaid debt shall not be a condition of re-enrollment at the end of the lockout period 


but may be owed as a debt.   


 


c. Beneficiaries with income at or below poverty.  Beneficiaries with income at or 


below l00 percent of the FPL will lose HIP Plus copayment protection (and HIP Plus 
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benefits for those in the new adult group) if they fail to pay their monthly 


contributions within the 60 day grace period.   Effective the first day following the 


expiration of the grace period, these beneficiaries will be automatically enrolled in 


HIP Basic, with no gap in coverage.  In HIP Basic, the beneficiary would then be 


responsible for paying co-payments but not monthly POWER account contributions.  


The minimum monthly contribution amount to access to HIP Plus is one dollar per 


month.  The beneficiary would have the option to resume making monthly POWER 


account contributions and enroll in HIP Plus during the annual redetermination 


process or upon receipt of rollover.  The state may add additional times for movement 


from HIP Plus to HIP Basic at the state’s discretion.   


 


d. Medically frail beneficiaries, Section 1931 Parents and Caretaker Relatives and 


individuals receiving TMA will have the same cost sharing opportunity as described 


in subsection (b) or (c) above, to either make monthly POWER account contributions 


consistent with  HIP Plus, or to transition to co-payments consistent with the HIP 


Basic plan.  Medically frail beneficiaries above the 100 percent of the FPL who do 


not make monthly POWER account contributions shall have cost sharing described in 


paragraph 12 of this section. 


 


e. State Contributions.  The state will annually contribute to the POWER account for 


each beneficiary (other than those enrolled in HIP Link) an amount equal to the 


difference between the required beneficiary contribution and $2500. The state will 


make an initial $1300 POWER Account contribution promptly upon the beneficiary’s 


full enrollment with the MCO.  The MCO will be responsible for reimbursing 


providers up to the full $2500 amount regardless of the beneficiary’s current POWER 


Account balance, as described in paragraph 6.  At the conclusion of the 12 month 


benefit period, the MCO and State shall reconcile the POWER account to determine 


any amounts owed by the State to cover the difference between the State’s total 


annual POWER account contribution and the initial $1300 contribution.    


 


3. Determination of Beneficiary Contribution Amounts 


 


a. Contributions will be determined based on the beneficiary’s household income, so 


that the household’s POWER account contributions do not exceed two percent of 


household income, subject to a minimum one dollar contribution.  When added to 


other cost sharing incurred by the beneficiary’s family members, the household’s out 


of pocket expenses shall not exceed five percent of a beneficiary’s gross quarterly 


household income.    Required beneficiary contributions will be reduced by the 


amounts of contributions made by third parties to the POWER account on behalf of 


the beneficiary.  Permissible contributions may be made by employers or other 


entities as indicated in Section VII, paragraph 8. 


 


b. In families with two enrolled individuals, each beneficiary will have their own 


POWER account.  However, the total of both beneficiaries’ required POWER 
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account contributions cannot exceed 2 percent of the monthly household income, 


subject to the one dollar minimum contribution amount.  


c. The state shall notify beneficiaries of POWER account payment requirements upon 


eligibility determination.  The state shall determine the amount of a beneficiary’s 


monthly contribution based on the modified adjusted gross income and will notify the 


beneficiary and MCO of this amount.  The MCO must bill for and collect this 


contribution amount from beneficiaries.  Monthly invoices shall include information 


about how to report any change income, shall inform individuals of the consequences 


of nonpayment (disenrollment from all coverage, or disenrollment from HIP Plus and 


default into HIP Basic) and that payment of a POWER account contribution means an 


individual can now only change plans for cause and how enrollment broker can help. 


 


d. The state shall develop mechanisms to allow for a ten dollar ($10.00) initial fast track 


POWER Account pre-payment that makes available immediate enrollment into HIP 


Plus effective the first date of the month in the month in which payment is received, 


once an individual has been determined eligible.  The pre-payment invoice must 


include a notice explaining that the individual has not yet been determined eligible for 


HIP benefits, but the initial fast track pre-payment must be paid within sixty (60) 


calendar days from the date of invoice to allow enrollment into HIP Plus (effective 


the first date of the month in the month in which payment is received, once the 


eligibility has been determined.  Effective April 1, 2015 the state shall make fast track 


payment available as part of the HIP 2.0 application.  After April 1, 2015 the date of 


invoice shall be the date of application for individuals who have provided for 


payment as part of the application.  For all other individuals the invoice shall be dated 


no later than five business days after the date of application. 


 


e. The initial fast track invoice shall notify potentially eligible members that the pre-


payment is an optional payment that is fully refundable if the individual is determined 


not to be eligible for HIP.   The initial fast track pre-payment is the minimum amount 


required to obtain HIP Plus benefits, however, the member will remain responsible 


for the full amount of the POWER Account contribution during the first month 


of coverage and such amount will be included on the subsequent month POWER 


Account invoice.  If the member’s POWER Account contribution is less than the fast 


track pre-payment, the MCO shall credit the fast track pre-payment against the 


member’s required POWER Account contributions on a first month’s basis. Further, 


the initial fast track invoice must also include a prominent notice stating in substance 


that the individual has the right to select another MCO only before the fast track 


payment.   
 


f. The state shall describe the fast-track prepayment process in the operational protocol 


as described in section VIII paragraph 4.   The state’s presumptive eligibility 


processes, as described in section IV, shall also allow for an initial fast track POWER 


Account pre-payment.  


 


g. POWER account contributions by beneficiaries will be made through payments to the 


MCO in which the beneficiary is enrolled.  Further details of how such payments can 
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be made to an MCO will be provided in the operational protocol as described in 


section VIII paragraph 4.  


 


4. Grace Period/Payment Period.  Applicants will have 60 days from the date of the 


payment invoice to make the required monthly contribution.  Beneficiaries will have 60 


days from the first day of the coverage month for which the POWER account 


contribution is owed to make the required monthly contribution. 


  


5. Recalculation of Beneficiary POWER Account Contribution Amount.  At a 


minimum, at annual redetermination or anytime the state is made aware that the 


beneficiary’s income has changed during the current coverage term, the state shall 


determine whether and adjustment to the beneficiary’s POWER account contribution is 


necessary.  During the current coverage term or changes of income at redetermination, 


recalculated POWER contributions are effective the first of the month following the 


recalculation.  Any overpayments made by the member reduce the next month(s) 


contribution. 


 


6. At redetermination, the state shall notify the MCO of the beneficiary’s POWER account 


contribution for the new coverage term.  The new POWER account contribution will be 


effective at the start of the new coverage term.  If applicable, within 120 days, the MCO 


will,  


 


a. Reduce the beneficiary’s POWER account contribution for the new coverage term by 


the amount of the beneficiary’s POWER account balance that was rolled over; and 


 


b. Notify the beneficiary of this roll-over amount, as well as the new amount to be billed 


to the beneficiary in equal monthly installments in the new coverage term. 


 


7. “Up -Front” POWER Account Contribution by the State through the MCO.   
 


In the case where a covered service may exceed the member’s current POWER Account 


balance, the MCO must reimburse the provider for the balance according to its normal claims 


processing procedures. The MCO can recover the funds it paid on the member’s behalf with 


future POWER Account contributions paid by the member.   Additional balances owed by 


the State will be reconciled after the end of the benefit period.  
 


a. If a beneficiary is terminated under the provisions in paragraphs 12 and 13 of this 


section, the MCO will reconcile the POWER account within 120 days and notify the 


state of any outstanding balance.   The beneficiary may accrue a debt in the amount of 


the deductible that would have been due had the state imposed a deductible for 


coverage, to the extent authorized under state law.  Debt owed may not exceed the 


lesser of:  a) the beneficiary's pro rata share of claims (as described in Attachment E) 


paid during the coverage period; 2) amounts permissible under Medicaid cost sharing 


rules for deductibles under 42 CFR Part 447.  
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b. Such debt shall not be required to be paid as a condition of retaining or regaining 


coverage.   If the member has made monthly POWER account contributions in excess 


of the pro rata share of claims incurred then the member is owed a refund.  Prior debt 


owed may be deducted from member refunds and rollover.  Any additional refunds 


are also subject to a 25 percent penalty if the member was terminated from the 


program for non-payment of Power Account contributions.  The 25 percent penalty 


will not apply if the individual qualifies as listed in paragraph12 (d). 


 


c. Additionally, the aggregate contributions paid and debt incurred during a calendar 


quarter cannot exceed more than 5 percent of the individual’s quarterly income per 42 


CFR 447.78. 


 


d. The MCO may attempt to collect unpaid POWER account contributions and debts 


from the beneficiary, but may not report the debt to credit reporting agencies, place a 


lien on an individual’s home, refer the case to debt collectors, file a lawsuit, seek a 


court order to seize a portion of the individual’s earnings.  The MCO also may not 


“sell” the debt for collection by a third-party.  Further, while the debt is collectible by 


the state, re-enrollment is not conditional on repayment.  


 


7. Employer Contributions.  Employers are permitted and encouraged to contribute to their 


employees’ POWER accounts.  There are no limits on the amounts that an employer can 


contribute to a beneficiary’s POWER account except that an employer’s contribution 


must be used to offset the beneficiary’s required contribution only—not the state’s. 


 


8. Contributions from other third parties. Third parties are permitted to contribute to a 


beneficiary’s POWER account contribution.  There are no limits on the amounts third 


parties  can contribute to an beneficiary’s POWER account except that the contribution 


must be used to offset the beneficiary’s required contribution only—not the 


state’s.  Health care provider or provider-related entities making contributions on 


individuals’ behalf must have criteria for providing assistance that do not distinguish 


between individuals based on whether or not they receive or will receive services from the 


contributing provider(s) or class of providers.  Providers may not include the cost of such 


payments in the cost of care for purposes of Medicare and Medicaid cost reporting and 


cannot be included as part of a Medicaid shortfall or uncompensated care for any purpose. 


 


9. POWER Account Card.  The MCO must issue a card to each beneficiary upon 


enrollment in HIP 2.0 


 


a. The MCO shall send the beneficiary a monthly update each time a contribution by the 


beneficiary, employer (if applicable), or other individuals or entities as applicable (see 


paragraphs 7 and 8 of this section) is credited to the beneficiary’s POWER account in 


order to reflect the new balance. 


 


b. The MCO must track all contributions received from the beneficiary, state, employer 


(if applicable), and other individuals or entities.  
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c. The card may be used by beneficiaries only to pay for required HIP covered services 


applicable to the member’s HIP benefit plan and performed by network providers.  The 


card may not be used to pay for copayments. 


 


d. For covered services provided out-of-network, if the out-of-network provider lacks the 


capacity to conduct the transaction using the beneficiary’s card, or for in-network 


providers who lack such capacity, the MCO will reimburse the out-of-network 


provider, and will debit the beneficiary’s POWER account.    


 


e. The MCOs are required to have an internal system of safeguards for the cards and to 


manage the POWER accounts.  The state shall actively monitor plans and their 


management of the POWER accounts either through a separate annual audit or will 


require the plans to fund annual independent audits. 


 


10. Use of POWER Account Funds.   


 


a. POWER account funds can only be used to pay required beneficiary cost sharing 


(deductible) for the first $2500 of the cost of the claims for covered services, except 


that rollover amounts as described in paragraph 11 of this section may be used to 


reduce required beneficiary contributions to the POWER account for the rollover 


year.   
 


b. Preventive Benefits.  Preventive services required under 42 USC 300gg–13 are 


covered. Beneficiaries shall not be required to pay any cost sharing for these services 


and services will not be reimbursed using the beneficiary’s POWER account.  


Preventive services not defined under 42 USC 300gg-13 are subject to a $500 cap in 


any coverage year.  Preventive services in excess of the $500 cap are covered, but 


count against the POWER Account.      


 


11. Roll-Over of POWER Account Funds.  At the end of twelve months of eligibility, there 


may be a balance remaining in the POWER account.  A portion of the remaining balance 


may be carried forward to reduce the beneficiary’s required POWER account 


contribution in the subsequent benefit period.  The balance available to be carried 


forward will depend on successful completion of age and gender specific preventive 


services as described Section VII.   


 


a.  HIP Plus Rollover – HIP Plus beneficiaries with a balance remaining at the end of 


the benefit period are eligible to roll-over a portion of the remaining balance to the 


subsequent benefit period to offset future monthly contributions. If the beneficiary 


completes age and gender appropriate preventive services the portion of the 


remaining balance will be doubled by the state and rolled over for the new enrollment 


period.  This rollover amount could reduce or eliminate required contributions for the 


new enrollment period but may not exceed the member’s total required POWER 


account contribution for the year.  However, the beneficiary will forfeit eligibility to 


have unused funds rolled over into a new enrollment period if the beneficiary was 


ever dis-enrolled from HIP 2.0 during the enrollment year.  
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The rollover amounts for HIP Plus beneficiaries will be calculated as follows:  


 


i. First the beneficiary’s portion of the remaining POWER account balance 


(beneficiary share) is determined by the following formula:  


 


Amount of the beneficiary’s required annual contribution for the expiring term 


Plus Any beneficiary balance rolled over from the previous twelve months 


Divided by 2,500 


 


ii. Second, the Base Rollover Amount is determined as follows:  


 


Beneficiary share multiplied by the remaining balance in the POWER account 


 


iii. The Final Rollover Amount is determined based on whether the beneficiary 


obtained recommended preventive services.  The preventive services bonus is 


applied to the base roll over amount as follows to determine the final rollover 


amount: 


  


If preventive services are completed during the enrollment year: 


Base Rollover Amount x 2 = Final Rollover Amount 


 


If preventive services are not completed during the plan year: 


Base Rollover Amount x 1 = Final Rollover Amount 


 


b.  HIP Basic Rollover –A HIP Basic beneficiary is eligible for a discount on HIP Plus 


contributions in a subsequent plan year if (1) there is a balance remaining in the in the 


POWER account at the end of the enrollment year, and (2) the beneficiary obtains age 


and gender appropriate preventive services as described in Section VI.  This discount 


is limited to 50 percent of the beneficiary’s required HIP Plus POWER account 


contribution.   


 


The rollover amounts for beneficiaries participating in the HIP Basic plan are 


calculated as follows:  


 


i. First, the rollover percentage is calculated by the following formula:  


 


Remaining balance in the POWER account 


Divided by 2,500 (the fully funded POWER account total) 


Multiplied by 100 to yield a percentage capped at 50 percent 


 


ii. The determination of the final discounted contribution amount for 


participation in the HIP Plus plan for the following year would be 


determined as follows:  


 


Required contribution for the subsequent year based on FPL 
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Minus (Rollover Percentage multiplied by the required contribution) 


 


c.  Rollover and Member Debt – The insurer may collect beneficiary debt from the 


beneficiary portion of rollover funds determined in accordance with the rollover 


calculations set forth above. 


 


12. Non-Payment of Monthly POWER Account Contribution.   
 


a. Beneficiaries Eligible for HIP Plus and HIP Link.   


 


If a beneficiary with income above 100 percent of the FPL does not make a 


required monthly contribution within the grace period, the beneficiary will be dis-


enrolled and locked out of coverage for HIP 2.0 for 6 months, unless the 


beneficiary lost coverage due to a “qualifying event” as described below.  Any 


debt accrued (see Attachment B), may be owed to the health plan in which the 


individual was previously enrolled, but will not prevent re-entry into HIP 2.0.   


 


i. Before terminating the beneficiary --  


1. Per 42 CFR 457.570(b), the state shall review eligibility for all other 


eligibility categories under the State’s Title XIX program including 


notifying the beneficiary the option of requesting a medically frail status 


review; and 


 


2. The MCO must provide at least two written notices advising the beneficiary 


of the delinquent payment, the date by which the contribution must be paid 


to prevent disenrollment, the option for medically frail screening and the 


beneficiary’s appeal rights.  The first notice must be sent to the beneficiary 


on or before the seventh day of the month of coverage for which the 


POWER account contribution was to be applied and must state that the 


beneficiary will be dis-enrolled and terminated from participation in HIP 


2.0 if payment is not received prior to the date specified in the notice.  


Notices shall include information about reporting any changes in income.  


  


b. Beneficiaries Eligible for the HIP Basic Plan.  Beneficiaries with income at or 


below 100 percent of the FPL have the opportunity to participate in the HIP Plus plan, 


if they make required monthly POWER account contribution of no more than 2 


percent of their income.  However, if such beneficiary does not pay required monthly 


POWER account within the grace period, they will be automatically defaulted to the 


HIP Basic Plan with no gap in coverage or lockout period.  Beneficiaries will 


continue to maintain a POWER account.  


 


c. Medically Frail and 1931 Parents and Caregivers.  Any beneficiaries who are in 


the new adult group or TMA and who are medically frail or qualify as 1931 parents 


and caregivers are exempt from any lockout of coverage.   
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i.  Medically frail beneficiaries with income above 100 percent of the FPL are 


required to make monthly POWER account contributions.  In the event that such a 


beneficiary does not make a payment within the sixty (60) day grace period the 


beneficiary shall --  


1. Remain in their existing benefit package;  


2. Be required to pay copayments as required under the HIP Basic plan; and 


3. Continue to be billed for monthly POWER account contributions, 


however payment of contributions are not a condition of eligibility.    


 


ii. The beneficiary’s total required payments (cost sharing or contributions, including 


debt to the plan) may not exceed 5 percent of household income during any 


quarter.  Maintenance of HIP Plus coverage requires a minimum contributions of 


one dollar per month for those in households with income below 5 percent of the 


FPL. Any debt collected by the health plan shall be subject to STC 9. The state 


must provide detail on the debt collection process including such timeframe for 


which collection may occur in the operational protocol described in section VIII 


paragraph 4.  


iii.  Medically frail beneficiaries with income at or below 100 percent of the FPL and 


1931 parents and caregivers may pay monthly POWER account contributions in 


lieu of copayments.  In the event that such a beneficiary does not make a payment 


within the sixty (60) day payment period, the beneficiary shall --  


1. Maintain their existing benefit package; and 


2. Be required to pay copayments as required under the HIP Basic.  


 


d. Qualifying Events.  Any beneficiary with income above 100 percent of the FPL who 


has been terminated from the HIP 2.0 program for failure to pay POWER account 


contributions after exhausting the 60-day grace period may be reinstated to HIP 2.0 


prior to the expiration of the 6-month lockout, if a new application is filed and the 


individual can provide verification of  non-payment due to the following:  


 


i. Obtained and subsequently lost private insurance coverage; 


ii. Had a loss of income after disqualification due to increased income; 


iii. Took up residence in another state and later returned; 


iv. Is a victim of domestic violence;  


v. Was residing in a county subject to a disaster declaration made in accordance with 


IC 10-14-3-12 at the time the member was terminated for non-payment or at 


any time in the sixty (60) calendar days prior to date of member termination 


for non-payment;  or 


vi. Is medically frail. 


 


The state may add additional circumstances for granting exceptions, as it deems 


necessary.  If any of the above criteria are met, the individual may return to HIP 


Plus prior to the expiration of the 6-month lockout provided the individual 


resumes making POWER account contributions.  The state shall ensure that any 


debt plus new POWER account contributions do not exceed 5 percent of the 


family’s household income on a quarterly basis.  
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13. Ineligibility and POWER Account Contributions.  If a beneficiary is determined 


ineligible, the beneficiary will be dis-enrolled from HIP 2.0.  As such time, the 


beneficiary may be owed a refund by the state for contributions made or may be required 


to pay a debt to the MCO as described in the operational protocol (see Attachment B).  


 


14. POWER Account Balance Transfers.  If a beneficiary transfers to a new MCO during 


the benefit period, the new MCO will be informed of the beneficiary’s POWER account 


balance within 30 days of transfer.  POWER account reconciliation with the original 


MCO will occur no later than 120 days after the individual transfers plans.  After the 120 


day reconciliation period, the remaining POWER account balance will be transferred 


from the prior MCO to the new MCO as will information on beneficiary receipt of 


preventive services.   


 


For a transfer at annual redetermination, the current MCO remains responsible for 


determining the amount of the beneficiary’s POWER account that may be carried over.  


This amount will be forwarded to the state through the POWER account reconciliation 


process and the state will provide the information to the new MCO.   


 


15. POWER Account Reporting to State.  Each MCO must submit a report to the state 


each month that provides the following for each terminated or ineligible beneficiary: 


 


a. Demographic information on the beneficiary; 


 


b. The balance remaining in the beneficiary’s POWER account; and 


 


c. After 120 days after the termination, the MCE shall report the amount to be returned to 


the state. 


 


VIII. HIP 2.0 Cost Sharing 


 


1. Co-payments.  Beneficiaries with income at or below 100 percent of the FPL, medically 


frail beneficiaries, and section 1931 parents and caregivers beneficiaries who do not pay 


their monthly POWER account contributions within the sixty (60) day grace period will be 


enrolled in HIP Basic and will be subject to co-payments.  These amounts are described 


below in Table 3.   These co-payments shall be charged consistent with Medicaid cost 


sharing rules at 42 CFR 447.50 – 447.56, including automated tracking of the 5 percent 


monthly or quarterly aggregate cap. 


 


Table 3.  HIP Basic Plan Co-Pay Schedule 


Preventive Care Services 


(including family planning and 


maternity services) 


$0 


Outpatient Services $4 
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Inpatient Services $75 


Preferred Drugs $4 


Non-Preferred Drugs $8 


 


 


2. Emergency Room Co-pay.  All beneficiaries in HIP 2.0 are required to pay a copayment 


for non-emergency use of the emergency room (ER).  However, this co-payment will be 


waived for any HIP 2.0 beneficiary who contacts their health plan’s 24-hour nurse hotline 


prior to utilizing the hospital emergency department.  This copayment shall be charged 


consistent with 1916A(e)(1) of the Act and 42 CFR 447.54 with the exception of the 


amount, $25, for recurrent non-emergent visits. 


 


a. Under the provisions of section 1916(f) of the Act, the state has the authority to test a 


graduated co-pay for non-emergency use of the ER.  The test shall examine whether use 


of a $25 copay for recurrent non-emergent use of the emergency department reduces 


unnecessary ER use without any meaningful harm to beneficiary health.  This provision 


will expire on or before January 31
st
, 2017.   


 


i. The amount of this co-pay will be $8 for the first non-emergent visit in a twelve 


month period and $25 for any other non-emergent visits in that period. 


 


ii. The state must submit a protocol as described in paragraph 6 of this section and 


conduct an evaluation as indicated in section XIII paragraph 6.  


 


iii. The individual must receive an appropriate medical screening examination under 


section 1867—the Emergency Medical Treatment and Labor Act, or EMTALA 


provision of the Act.   


 


iv. The co-payment for HIP 2.0 beneficiaries must be refunded if the person is found to 


have an emergency condition, as defined in section 1867(e)(1)(A) of the Act, or if the 


person is admitted to the hospital on the same day as the visit.  


 


b. The State assumes liability, and will not claim federal matching funding, for costs 


associated with any claims for damage to the health of a beneficiary resulting from 


establishment of a $25 copay for non-emergency services in the ER that would have 


been prevented had the co-pay been $8. 


 


3.   Alternative ER Co-pay.  As required by provisions under 1916(f), the state shall have a 


control group for testing the graduated ER co-pay established by May 1st, 2015.  


Beneficiaries participating in the control group will have an $8 co-pay for each visit 


categorized as non-emergency use of the emergency room and shall not be charged $25.  


This co-pay will be waived for any beneficiary participating in the control group who 


contacts their health plan’s 24-hour nurse hotline prior to utilizing the hospital emergency 
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department.  All conditions specified under paragraph 2(a)(iii)-(iv) of this section would 


also apply to beneficiaries participating in the control group.  


 


The control group shall include a minimum of 5,000 beneficiaries.  A detailed description 


of the selection of beneficiaries must be provided as part of the protocol required in 


paragraph 6 of this section.  


 


4. POWER Account Contributions and Copayments Infrastructure Operational 


Protocol.  (Attachment B)  Within 30 days after approval of this demonstration, the state 


must submit a POWER Account and Copayments Infrastructure Operational Protocol to 


CMS describing the process to be used under the state plan for collecting POWER 


account contributions and copayments from beneficiaries.  The protocol should include 


the following items:   


 


a. A description of how the POWER account and roll-over incentive will work for 


beneficiaries in HIP 2.0 and HIP Link with specific examples and scenarios for 


different household sizes.  


 


b. A description of how the state will collect data from the plans regarding the amount 


of POWER account contributions and copayments due.   


 


c. The process by which the state will identify individuals who are exempt or meet 


qualifying event criteria with respect to the POWER account contributions and 


copayment requirements.  Before any beneficiary with income above 100 percent of 


the FPL can be terminated from the HIP 2.0 program for failure to pay POWER 


account contributions, the state shall have this procedure in place. 


 


d. The state’s operational plan to ensure that the beneficiaries with the option of paying 


nominal co-pays will only be charged a nominal copay by a Medicaid healthcare 


provider when covered benefits are provided. 


 


e. The state’s operational plan to ensure that POWER account contributions and 


copayment liability (on a per visit basis) will be accurately tracked, as well as 


monthly statements will be provided to the beneficiary.  


 


f. The process by which the state will determine any debts owed by the beneficiary or 


refunds that would be sent to the beneficiary upon early termination from HIP 2.0.  


 


g. The process by which the MCO will collect past due POWER account contributions 


including how the MCOs will collect the debt , which beneficiaries will be subject to 


collection, and the timeframe for which the debt collection must occur.  


 


h. The process by which renewals will occur under HIP 2.0. 
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i. The process by which beneficiaries will be able to remit POWER Account 


contributions, including ways individuals who cannot pay by check will be 


accommodated. 


 


j. The state’s process for acting on changes in income as it relates to the POWER 


account contributions.  


 


k. The state’s implementation plan for the beneficiary education and assistance 


process including copies of beneficiary notices, a description of beneficiaries’ 


rights and responsibilities, appeal rights and processes and instructions for 


beneficiaries about how to interact with state officials for discrepancies or other 


issues that arise regarding the beneficiaries’ cost sharing obligations. 


 


l. Materials for use in educating beneficiaries about the difference between HIP Plus 


and HIP Basic. 


 


m. The state’s strategy for educating beneficiaries on how to use the POWER 


account statements, and understand that their health care expenditures will be 


covered.   


 


n. The state’s strategy for educating beneficiaries on how to self-report changes in 


income and the importance of doing so.   


 


o. The state’s strategy for educating beneficiaries and employers on the HIP Link 


program. 


 


5. Power Account Contributions and Copayments Monitoring Protocol.  Within 180 


days after approval of this demonstration, the state must submit criteria by which the state 


shall monitor required beneficiary contributions (both POWER account contributions and 


copayments).  As part of monitoring, the state shall engage an independent entity to, each 


year, survey individuals enrolled in HIP 2.0, individuals who are eligible but not enrolled, 


and individuals who have disenrolled for nonpayment of contributions.  The state must 


include a list of the data it will report to CMS in quarterly reports and actual data where it 


is available.  Such data must include but is not limited to the number of: 


a. Individuals subject to POWER account contributions and copayment 


requirements; 


 


b. Individuals whose required POWER account contributions have been reduced or 


have benefited from the roll-over incentive due to preventive care;   


 


c. The number of individuals who received POWER account contributions from 


employers and not-for-profit entities and the average total amounts by income 


level;  


 


d. Individuals with overdue POWER account contributions including those with 


POWER account contributions past due less than and greater than 60 days; 
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e. The number of beneficiaries subjected to a 6-month lockout, number exempted 


and meeting qualifying event criteria, and the reasons for non-payment as 


reported in the survey;  


 


f. Information about the MCO’s collection activities including the number of 


beneficiaries subject to collection, amounts due, and amounts paid; 


 


g. The number of individuals who are obligated to make POWER account 


contributions, POWER account debts; 


 


h. The number of individuals who have reached the 5 percent threshold on a 


monthly or quarterly basis;  


 


i. The number of individuals in the differing co-payment structures for non-


emergency use of the ER;  


 


j. The number of individuals who have called the nurse hotline and the number who 


subsequently visited the ER; 


 


k. The number of individuals charged the $8 non-emergency use of the ER 


copayment; and 


 


l. The number of individuals charged the $25 non-emergency use of the ER 


copayment. 


 


6. Emergency Room Co-pay Protocol.  Within 90 days after approval of this 


demonstration, the state must submit for approval the design and process for implementing 


the co-pay for non-emergency use of the ER provisions and documentation that the state 


meets all of the requirements under 1916(f) and 42 CFR 447.54 including, but not limited 


to:  


a. The method by which beneficiaries will be assigned to participate in the 


emergency room co-pay structure test group as described in paragraph 2 of this 


section ($8 for the first visit and $25 for each subsequent visit) and control group 


as described in paragraph 3 of this section ($8 for each visit); 


    


b. Baseline data related to ambulatory care sensitive conditions and any other health 


outcomes the state proposes to examine; 


 


c. The method by which providers will identify those in the test and control groups; 


  


d. The strategy for educating beneficiaries on their assigned group including any 


beneficiary materials such as member handbooks;  


 


e. The strategy for working with health plans on implementing the copay structure;  
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f. The strategy for a grievance and appeals process for beneficiaries; 


 


g. The number of individuals who were determined to have an emergent condition; 


 


h. How the State/MCOs defines non-emergency services for purposes of imposing 


cost sharing; 


  


i. Any MCO guidelines for ER staff in determining what is and is not a condition 


that requires emergency treatment; 


 


j. The plan to operationalize a process to ensure hospitals meet the requirements at 


447.54(d); 


   


k. A description of the network of providers available to accommodate after hours 


and next day appointments as an alternative to the ED; 


 


l. Description of appeal rights, how those are made available and including in 


member education, if an individual feels as though it was indeed an emergency, 


and shouldn’t have been charged cost sharing; and 


 


m. The estimated state savings with implementing this co-pay. 


 


7. CMS Review of the Protocols.  Once reviewed by CMS, the POWER Account 


Contributions and Copayment Protocols and the approved ER Co-pay protocol will 


become Attachments B, C, and D of these STCs, and will be binding upon the state.  The 


state may request changes to the Power Account Contributions and Copayments 


Monitoring Protocol, and which will be effective prospectively.  Changes may be subject 


to an amendment to the STCs in accordance with paragraph 7 of section III, depending 


upon the nature of the proposed change.  A delay in submitting such protocols could 


subject the state to penalties described in paragraph 16 of section III.  


IX. DELIVERY SYSTEM 


 


1. Managed Care Requirements.  The state must comply with the managed care 


regulations published at 42 CFR 438.  Capitation rates shall be developed and certified as 


actuarially sound, in accordance with 42 CFR 438.6.  


 


2. Public Contracts.  Payments under contracts with public agencies, that are not 


competitively bid in a process involving multiple bidders, shall not exceed the 


documented costs incurred in furnishing covered services to eligible individuals (or a 


reasonable estimate with an adjustment factor no greater than the annual change in the 


consumer price index).  


 


3. Network Requirements.  The state must deliver all covered benefits, ensuring high 


quality care.  Services must be delivered in a culturally competent manner, and the MCO 


network must be sufficient to provide access to covered services.  In addition, the MCO 
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must coordinate health care services for demonstration populations.  The following 


requirements must be included in the state’s MCO contracts: 


 


a. Special Health Care Needs.  Beneficiaries with special health care needs must 


have direct access to a specialist, as appropriate for the individual's health care 


condition, as specified in 42 CFR 438.208(c)(4).  


 


b. Out of Network Requirements.  The state, through its contracts with the HIP 2.0 


MCOs, will require the MCOs to provide out of network benefits in the following 


situations:  


 


i. Each MCO must allow access to non-network providers, when services cannot 


be provided consistent with the timeliness standards required by the state.  


ii. During the transition of beneficiaries into HIP 2.0 MCOs, for any provider 


seen by the beneficiary during the month in which enrollment is effectuated, 


MCOs will honor previous care authorizations for a minimum of 30 calendar 


days from the member’s date of enrollment with the MCO, or date the 


member paid their contribution (whichever is later) even on a non-network 


basis.  


 


4. HIP 2.0 Managed Care Organizations (MCO).  All HIP 2.0 beneficiaries shall be 


enrolled to receive service through an MCO under contract to the state.  The MCOs are 


subject to the federal laws and regulations as specified in 42 CFR Part 438.  The HIP 2.0 


beneficiary will be given an opportunity to select an MCO at the time of application.  A 


HIP 2.0 beneficiary who does not make an MCO selection at the time of application may 


be auto-assigned to a HIP 2.0 MCO by the state.  Except in cases of presumptive 


eligibility, auto-assignment may occur after the date in which the state determined their 


eligibility. 


 


The state may adjust the auto-assignment methodology.  The state may consider 


assignment to the lowest-cost MCO, or to the MCOs that demonstrate higher quality 


scores or better health outcomes, or to MCOs on a rotating basis.  Any change to the 


auto-assignment methodology must be approved by CMS before implementation.    


Beneficiaries will be advised both at the time of application, and upon receiving an initial 


invoice, of the auto-assignment and their right to change MCOs prior to the first POWER 


account contribution payment.  The notice to beneficiaries shall include information on 


the process to change MCOs. 


 


5. MCO Information and Selection.  The state shall contract with an enrollment broker to 


assist interested applicants with their MCO selection so they can make an informed 


decision.  The enrollment broker will provide the applicant with appropriate counseling 


on the full spectrum of available MCO choices and will address any questions the 


applicant may have.  Once an MCO has been selected and after the beneficiary has made 


either their fast-track pre-payment or first POWER account contribution, or has begun 


coverage in HIP Basic after non-payment, the beneficiary is required to remain in that 


MCO for 12 months, with exceptions specified in paragraph 6 of this section. 
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6. Beneficiary’s Right to Change MCOs.  
 


a. A beneficiary may change HIP 2.0 MCOs without cause if the change is requested  


prior to (i) the date the beneficiary pays their initial POWER account contribution or 


fast track POWER account prepayment, or (ii) has defaulted into HIP Basic for non-


payment of fast-track prepayment or POWER Account contribution whichever comes 


first.  


 


During a beneficiary’s redetermination, the state shall notify HIP 2.0 beneficiaries 


that they may change plans without cause during their redetermination period.  


Beneficiaries may seek assistance from the enrollment broker in choosing an MCO.   


 


b. For Cause.  A beneficiary may change MCOs for cause at any time and will include 


this information in all communications about POWER account contributions.  


“Cause” is defined in 42 CFR 438.56(d)(2).  Other reasons as described in 42 CFR 


438.56(d)(2)(iv), includes, but is not limited to, the following:  


i. Receiving poor quality care; 


ii. Failure of the Insurer to provide covered services; 


iii. Failure of the Insurer to comply with established standards of medical care 


administration; 


iv. lack of access to providers experienced in dealing with the enrollee's health care 


needs; 


v. Significant language or cultural barriers. 


vi. Corrective Action levied against the Insurer by the Family and Social Services 


Administration (FSSA); 


vii. Limited access to a primary care clinic or other health services within 


reasonable proximity to a beneficiary’s residence; 


viii. A determination that another MCO’s formulary is more consistent with a new 


beneficiary’s existing health care needs; or 


ix. Other circumstances determined by FSSA or its designee to constitute poor 


quality of health care coverage.  


 


c. The beneficiary must submit his or her request for change to the enrollment broker 


either orally or in writing.  The beneficiary shall still have access to the state’s normal 


grievance and appeals process required under the managed care regulations.   


 


d. If the state fails to make a determination by the first day of the second month 


following the month in which the beneficiary files the request, the request for change 


will be considered approved and the beneficiary will be transferred into the new 


MCO. 


 


e. If a beneficiary is transferred from the MCO, the MCO must disable the beneficiary’s 


POWER account card immediately, and return the remaining balance of the 


individual’s POWER account to the state within 120 days of the last date of 


participation with the MCO.  The state shall then provide the entire POWER account 
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balance to the new MCO with the information needed to properly track the 


individual’s contribution. 


 


f. The state shall ensure that all transferring individuals receive coverage from their new 


MCO promptly, without any interruption in care. 


 


7. Withhold and Incentive Payments. Any capitation withhold arrangements or incentive 


payments, to MCOs under 42 CFR 438.6(c) shall only be based on quality measures or 


demonstrated improved health outcomes.   


  
8. Provider Payment Rates. No later than the January 1, 2018 – December 31, 2018 rating 


period, the state shall equalize the MCO provider payment rates between the HIP 2.0 


program and the Hoosier Health Wise (HHW) program.  Before January 1, 2018 the state 


shall: 


 


a. Submit an annual report by December 30
th


 in DY 1 and September 30th of each 


subsequent DY that: 


i. Evaluates whether the differential in MCO provider payment rates between the 


HIP 2.0 program and the Hoosier Health Wise (HHW) program has resulted in 


unequal access to health care services, either in the number of providers available 


to beneficiaries, the number of providers accepting new beneficiaries, or in the 


time required to access care.  Beneficiary access shall be assessed for routine care 


and urgent care in the following provider groups: primary care providers, 


OB\GYNs, and the most commonly used adult specialty providers;  


ii. Describes corrective actions implemented if evaluation shows access between 


programs is not equal;  


iii. Describes any incremental changes to the provider payment rates in either the 


HHW and/or HIP 2.0 programs the state will be making for the upcoming rating 


period; and 


b. Include the changes reported in subparagraph a of this paragraph in the annual 


actuarial rate certification for the rating period. 


   


X. THE GENERAL REPORTING REQUIREMENTSGeneral Financial Requirements.  


The state must comply with all general financial requirements under Title XIX outlined 


in Section XI of these STCs.  
 


2. Monthly Monitoring Calls.  CMS will convene periodic conference calls with the state. 


The purpose of these calls is to discuss any significant actual or anticipated developments 


affecting the demonstration; including planning for future changes in the program or 


intent to further implement HIP 2.0 beyond January 31, 2018.  CMS will provide updates 


on any amendments or concept papers under review, as well as federal policies and issues 


that may affect any aspect of the demonstration.  The State and CMS will jointly develop 


the agenda for the calls. Areas to be addressed may include, but are not limited to: 


a. Transition and implementation activities, 


b. Stakeholder concerns, 


c. HIP 2.0 operations and performance, 
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d. Enrollment, 


e. Cost sharing including operation of the 1916(f) test and control group, 


f. Quality of care, 


g. Access,  


h. The benefit packages, 


i. Audits, 


j. Lawsuits, 


k. Financial reporting issues, 


l. Progress on evaluations, 


m. Legislative developments, and 


n. Any demonstration amendments the state is considering submitting. 


 


3. Quarterly Progress Reports.  The state shall submit progress reports in a format agreed 


upon by CMS and the state no later than 60 days following the end of each quarter.  The 


intent of these reports is to present the state’s analysis and the status of the various 


operational areas.  These quarterly reports shall include, but not be limited to: 


 


a. A discussion of events occurring during the quarter or anticipated to occur in the near 


future that affect health care delivery, enrollment, quality of care, access, health plan 


financial performance that is relevant to the demonstration, the benefit package, and 


other operational issues;     


 


b. A discussion of key operational and other challenges, underlying causes of 


challenges, how challenges are being addressed, as well as key achievements and to 


what conditions and efforts successes can be attributed;   


 


c. Enrollment figures for the quarter including enrollment figures for individuals by 


income level and benefit plan; 


 


d. Data related to POWER account including the number and average amount of 


contributions to POWER accounts from third parties, by type of entity, and by 


beneficiary income level, the HIP Plus and HIP Basic rollover numbers and amounts, 


and the rate of disenrollment for failure to pay POWER Account contributions;  


 


e. Data related to emergency department use including the number of individuals by 


income level and a breakdown of the number of visits classified as an emergency vs. 


non-emergency by income level and benefit plan; the number of people who incurred 


the $8 and $25 copayments.  


 


f. Reports on speed of eligibility determinations for HIP 2.0 eligible individuals, 


including the average number of days between the submission of an application and 


an eligibility determination, and the average number of days between an eligibility 


determination and HIP 2.0 plan enrollment; 


 


g. A discussion of the HIP Link program, including but not limited to enrollment, HIP 


Account balance amounts, grievances, changes in employer contribution levels,  
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participants moving from ESI coverage to HIP Plus or HIP Basic, other operational 


issues; and evaluation activities. 


 


h. The status of the NEMT Evaluation and POWER Account Contributions and 


Copayments Monitoring; and 


 


i. Reports on data required as part of the Health Incentives Protocol described in 


Section VIII and POWER Account Contributions and Copayments Monitoring 


Protocols.  


 


j. The number of hospitals and other entities participating in Presumptive Eligibility, by 


type and the number of applications filed by each entity.  The number of full 


applications filed and the number determined eligible, by entity. 


 


4. Rapid Cycle Assessments.  The state shall specify for CMS approval a set of 


performance and outcome metrics, including their specifications, reporting cycles, level 


of reporting (e.g.,  the state, health plan and provider level, and segmentation by 


population) to support rapid cycle assessment in trends and for monitoring and evaluation 


of the demonstration.    


 


5. Compliance with Federal Systems Innovation.  As MACBIS or other federal systems 


continue to evolve and incorporate 1115 demonstration reporting and analytics, the State 


shall work with CMS to revise the reporting templates and submission processes to 


accommodate timely compliance with the requirements of the new systems. 


 


6. Demonstration Annual Report.  The annual report must, at a minimum, include the 


requirements outlined below.  The State shall submit the draft annual report no later than 


90 days after the end of each demonstration year.  Within 30 days of receipt of comments 


from CMS, a final annual report must be submitted for the DY to CMS. A delay in 


submitting the draft or final annual report could subject the state to penalties described in 


paragraph 16 of section III. 


 


a. All items included in the quarterly report must be summarized to reflect the 


operation/activities throughout the DY; 


 


b. Total annual expenditures for the demonstration population for each DY, with 


administrative costs reported separately;  


 


c. Yearly enrollment reports for demonstration beneficiaries for each DY 


(beneficiaries include all individuals enrolled in the demonstration); and 


 


d. Data related to the comprehensive quality strategy as described in paragraph 7 of 


this section.  


 


7. Final Report.  Within 60 days after the end of the demonstration, the state must submit a 


draft final report to CMS for comments.  The final report should provide a 
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comprehensive presentation of all key components of the demonstration that were 


addressed in quarterly and annual reports, and reflect the entire demonstration approval 


period from its inception until the final expiration date.  The state must take into 


consideration CMS’ comments for incorporation into the final report.  The final report is 


due to CMS no later than 120 days after receipt of CMS’ comments.  A delay in 


submitting the draft final report or final report could subject the state to penalties 


described in paragraph 16 of section III. 


 


8. Comprehensive State Quality Strategy.  The state shall modify and update its current 


Medicaid managed care strategy, required by 42 CFR 438.202, to incorporate the HIP 2.0 


demonstration.   


 


a. The Comprehensive Quality Strategy (CQS) shall meet all the requirements of 42 


CFR Part 438, subparts D and E, and address the following elements: 


 


i. The state’s goals for improvement, identified through claims and encounter data, 


quality metrics and expenditure data.  The goals should align with the three part aim 


and specifically identify pathways for the state to achieve these goals.   


 


ii. The specific quality metrics for measuring improvement in the goals and a description 


of planned interventions for obtaining improvement in the goals.  (See November 22, 


2013 CMS letter to State Health Official.)   


 


iii. Monitoring and evaluation.  Describe specific plans for monitoring continuous quality 


improvement, which includes transparency of performance on metrics and structured 


learning, and also a rigorous and independent evaluation of the demonstration, as 


described in paragraph 3 of section XIII.  The evaluation should reflect all the 


programs covered by the CQS as mentioned above.   


 


iv. A timeline that considers metric development and specification, contract 


amendments, data submission and review, incentive disbursement (if available), and 


the re-basing of performance data.   


 


v. The CQS must include state Medicaid agency and any contracted service providers’ 


responsibilities, including managed care entities, and providers enrolled in the state’s 


FFS program.  The state Medicaid agency must retain ultimate authority and 


accountability for ensuring the quality of and overseeing the operations of the 


program.  The CQS must include distinctive components for discovery, remediation, 


and improvement.   


 


vi. As required by 42 CFR 438.360(b)(4), the state must identify in the CQS any 


standards for which the external quality review organization (EQRO) will use 


information from private accreditation reviews to complete the compliance review 


portion of external quality review (EQR) for participating MCOs.  The state must, by 


means of a crosswalk included in the CQS, set forth each standard that the state 







Healthy Indiana Plan 2.0             Page 38 of 56 


CMS Approved: February 1, 2015 through January 31, 2018 


deems as duplicative to those addressed under private accreditation and explain its 


rationale for why the standards are duplicative.   


 


b. The first draft of this CQS is due to CMS no later than 120 days following the approval 


of the HIP 2.0 demonstration.  A delay in submitting the draft CQS could subject the state 


to penalties described in paragraph 16 of section III.  CMS will review this draft and 


provide feedback to the state.  The state must revise and resubmit the CQS to CMS for 


approval within 45 days of receipt of CMS comment.  The state must revise (and submit 


to CMS for review and approval) their CQS whenever significant changes are made to 


the associated Medicaid programs or the content of the CQS.  Any further revisions must 


be submitted accordingly:   


 


i. Modifications to the CQS due to changes in the Medicaid operating authorities 


must be submitted concurrent with the proposed changes to the operating 


authority (e.g., state plan or waiver amendments or waiver renewals); and/or  


 


ii. Changes to an existing, approved CQS due to fundamental changes to the CQS 


must be submitted for review and approval to CMS no later than 60 days prior to 


the contractual implementation of such changes.  If the changes to the CQS do not 


impact any provider contracts, the revisions to the CQS may be submitted to CMS 


no later than 60 days following the changes.    


 


c. The state must solicit for and obtain the input of beneficiaries, the Medical Care Advisory 


Committee (MCAC), and other stakeholders in the development of its CQS and make the 


initial CQS, as well as any significant revisions, available for public comment prior to 


submission to CMS for approval.  Pursuant to paragraph 5 of this section, the state must 


also provide CMS with annual reports on the implementation and effectiveness of their 


CQS as it impacts the demonstration.    


 


d. Upon approval by CMS, the state shall publish the CQS on its Medicaid website.   


 


XI. GENERAL FINANCIAL REQUIREMENTS  


  


1. Quarterly Expenditure Reports.  The state must report quarterly expenditures 


associated with the populations affected by this demonstration on the Form CMS-64. 


  


2. Reporting Expenditures under the Demonstration.  The following describes the 


reporting of expenditures: 


 


a. Tracking Expenditures.  In order to track expenditures under this demonstration, 


Indiana must report demonstration expenditures through the MBES and state 


Children's Health Insurance Program Budget and Expenditure System (CBES), 


following routine CMS-64 reporting instructions outlined in section 2500 of the state 


Medicaid Manual.  All demonstration expenditures claimed under the authority of 


title XIX of the Act must be reported each quarter on separate Forms CMS-64.9 


Waiver and/or 64.9P Waiver, identified by the demonstration project number 
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assigned by CMS, including the project number extension, which indicates the DY in 


which services were rendered or for which capitation payments were made.  For this 


purpose, DY 1 is defined as the year beginning February 1, 2015, and ending 


December 31, 2015.  DY 2 and subsequent DYs are defined accordingly.  All title 


XIX service expenditures that are not demonstration expenditures and are not part of 


any other title XIX waiver program should be reported on Forms CMS-64.9 


Base/64.9P Base. 


   


b. Reporting of HIP 2.0 POWER Account Contributions.  The state must report HIP 


plan POWER account contributions as follows: 


 


i. HIP 2.0 MCO Contributions.  HIP plan contributions must be reported on 


Forms CMS-64.9 Waiver and CMS-64.9P Waiver, using Line 18A.   


ii. State’s Contributions to Participants’ POWER Accounts.  The state’s 


contributions to participants’ POWER accounts must be reported on Forms 


CMS-64.9 Waiver, using Line 18E.  (Because individual participants’ 


POWER account contributions are not subject to federal matching, they are 


not to be reported on the CMS-64.)   


iii. Recouped State Contributions to Participants’ POWER Accounts.  In the 


event that the state recoups state POWER account contributions from HIP 


MCOs (for example, when a participant disenrolls from HIP; see paragraphs 


12 and 13 in section VII), the amounts collected must be reported as a prior 


period adjustment using Line 10B of the Forms CMS-64.9P Waiver on Line 


18E.   


 


c. Cost Settlements. For monitoring purposes, cost settlements attributable to the 


demonstration must be recorded on the appropriate prior period adjustment 


schedules (Form CMS-64.9P Waiver) for the Summary Sheet Line 10B, in lieu of 


Lines 9 or 10C.  For any cost settlements not attributable to this demonstration, the 


adjustments should be reported as otherwise instructed in the state Medicaid Manual. 


 


d. Use of Waiver Forms.  The following five (5) waiver Forms CMS-64.9 Waiver 


and/or 64.9P Waiver must be submitted each quarter (when applicable) to report title 


XIX expenditures for individuals enrolled in the demonstration.  The expressions in 


quotation marks are the waiver names to be used to designate these waiver forms in 


the MBES/CBES system.   


 


i. “1931 Parents” expenditures 


ii. “New Adult Group” expenditures 


iii. “HIP Link” expenditures 


 


e. Pharmacy Rebates.  The state may propose a methodology for assigning a portion 


of pharmacy rebates to the demonstration, in a way that reasonably reflects the actual 


rebate-eligible pharmacy utilization of the demonstration population, and which 


reasonably identifies pharmacy rebate amounts with DYs.  Use of the methodology 


is subject to the approval in advance by the CMS Regional Office, and changes to 
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the methodology must also be approved in advance by the Regional Office.  The 


portion of pharmacy rebates assigned to the demonstration using the approved 


methodology will be reported on the appropriate Forms CMS-64.9 Waiver for the 


demonstration, and not on any other CMS-64.9 form (to avoid double-counting).  


Each rebate amount must be distributed as state and federal revenue consistent with 


the federal matching rates under which the claim was paid.  Pharmacy rebates are not 


applicable to the HIP Link program.   


 


f. Administrative Costs.  The following provisions govern reporting of administrative 


costs during the demonstration. 


 


i. Administrative costs attributable to the demonstration must be reported under 


waiver name “HIP 2.0.”   


 


ii. Administrative costs not related to the demonstration should be reported on 


the appropriate CMS-64.10 Base or 64.10P Base, or another waiver schedule 


as appropriate.  


 


g. Claiming Period.  All claims for expenditures (including any cost settlements) must 


be made within 2 years after the calendar quarter in which the state made the 


expenditures.  Furthermore, all claims for services during the demonstration period 


(including any cost settlements) must be made within 2 years after the conclusion or 


termination of the demonstration.  During the latter 2-year period, the state must 


continue to identify separately on the CMS-64 waiver forms the net expenditures 


related to dates of service during the operation of the section 1115 demonstration, in 


order to account for these expenditures properly to determine budget neutrality. 


 


3. Standard Medicaid Funding Process.  The standard Medicaid funding process must be 


used during the demonstration.  The state must estimate matchable demonstration 


expenditures (total computable and federal share) and separately report these 


expenditures by quarter for each federal fiscal year on the Form CMS-37 for both the 


Medical Assistance Payments (MAP) and State and Local Administration Costs (ADM).  


CMS will make federal funds available based upon the state's estimate, as approved by 


CMS.  Within 30 days after the end of each quarter, the state must submit the Form 


CMS-64 quarterly Medicaid expenditure report, showing Medicaid expenditures made in 


the quarter just ended.  CMS will reconcile expenditures reported on the Form CMS-64 


quarterly with federal funding previously made available to the state, and include the 


reconciling adjustment in the finalization of the grant award to the state. 


 


4. Extent of FFP for the Demonstration.  Subject to CMS approval of the source(s) of the 


non-federal share of funding, CMS will provide FFP at the applicable federal matching 


rate for the demonstration as a whole as outlined below: 


 


a. Administrative costs, including those associated with the administration of the 


demonstration. 
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b. Net expenditures and prior period adjustments of the Medicaid program that are paid 


in accordance with the approved state plan. 


 


c. Medical Assistance expenditures made under section 1115 demonstration authority, 


including those made in conjunction with the demonstration, cost sharing, pharmacy 


rebates, and all other types of third party liability or CMS payment adjustments. 


 


5. Sources of Non-Federal Share.  The state must certify that the matching non-federal 


share of funds for the demonstration are state/local monies.  The state further certifies 


that such funds shall not be used as the match for any other federal grant or contract, 


except as permitted by law.  All sources of non-federal funding must be compliant with 


section 1903(w) of the Act and applicable regulations.  In addition, all sources of the non-


federal share of funding are subject to CMS approval. 


 


a. CMS may review the sources of the non-federal share of funding for the 


demonstration at any time.  The state agrees that all funding sources deemed 


unacceptable by CMS shall be addressed within the time frames set by CMS. 


 


b. Any amendments that impact the financial status of the program shall require the state 


to provide information to CMS regarding all sources of the non-federal share of 


funding. 


 


c. The state assures that all health care-related taxes comport with section 1903(w) of 


the Act and all other applicable federal statutory and regulatory provisions, as well as 


the approved Medicaid state plan.  


 


d. Under all circumstances, health care providers must retain 100 percent of the HIP 


reimbursement amounts claimed by the state as demonstration expenditures.  


Moreover, no pre-arranged agreements (contractual or otherwise) may exist between 


the health care providers and the state and/or local government to return and/or 


redirect any portion of the Medicaid payments.  This confirmation of Medicaid 


payment retention is made with the understanding that payments that are the normal 


operating expenses of conducting business (such as payments related to taxes 


(including health care provider-related taxes), fees, and business relationships with 


governments that are unrelated to Medicaid and in which there is no connection to 


Medicaid payments) are not considered returning and/or redirecting a Medicaid 


payment.   


 


e. FFP will not be available for individual contributions to the POWER accounts.  FFP 


will be available for state contributions to the POWER accounts to the extent that 


funds are actually transferred to MCOs (net of any such funds returned to the state or 


other governmental entity), and for capitation payments to MCOs.   


 


6. State Certification of Funding Conditions.  The state must certify that the following 


conditions for non-federal share of demonstration expenditures are met: 
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a. Units of government, including governmentally operated health care providers, may 


certify that state or local tax dollars have been expended as the non-federal share of 


funds under the demonstration. 


 


b. To the extent the state utilizes certified public expenditures (CPEs) as the funding 


mechanism for Title XIX (or under section 1115 authority) payments, CMS must 


approve a cost reimbursement methodology.  This methodology must include a 


detailed explanation of the process by which the state would identify those costs 


eligible under Title XIX (or under section 1115 authority) for purposes of certifying 


public expenditures.  


 


c. To the extent the state utilizes CPEs as the funding mechanism to claim federal match 


for payments under the demonstration, governmental entities to which general 


revenue funds are appropriated must certify to the state the amount of such tax 


revenue (state or local) used to fund the non-federal share of demonstration 


expenditures.  The entities that incurred the cost must also provide cost 


documentation to support the state’s claim for federal match. 


 


d. The state may use intergovernmental transfers to the extent that such funds are 


derived from state or local tax revenues and are transferred by units of government 


within the state.  Any transfers from governmentally operated health care providers 


must be made in an amount not to exceed the non-federal share of Title XIX 


payments.  


 


e. Under all circumstances, health care providers must retain 100 percent of the HIP 


reimbursement amounts claimed by the state as demonstration expenditures.  


Moreover, no pre-arranged agreements (contractual or otherwise) may exist between 


the health care providers and the state and/or local government to return and/or 


redirect any portion of the Medicaid payments.  This confirmation of Medicaid 


payment retention is made with the understanding that payments that are the normal 


operating expenses of conducting business (such as payments related to taxes 


(including health care provider-related taxes), fees, and business relationships with 


governments that are unrelated to Medicaid and in which there is no connection to 


Medicaid payments) are not considered returning and/or redirecting a Medicaid 


payment.   


 


7. Monitoring the Demonstration.  The state shall provide CMS with information to 


effectively monitor the demonstration, upon request, in a reasonable timeframe. 


 


XII. BUDGET NEUTRALITY DETERMINATION  


 


The state shall finalize a budget neutrality agreement with CMS by February 1, 2015. 


 


XIII. EVALUATION 
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1. Submission of Draft Evaluation Design.  The state must submit to CMS for approval, 


within 120 days of the approval date of the demonstration a draft evaluation design.  A 


delay in submitting the draft evaluation design could subject the state to penalties 


described in paragraph 16 of section III.  At a minimum, the draft design must include a 


discussion of the goals, objectives, and specific testable hypotheses, including those that 


focus specifically on target populations for the demonstration, and more generally on 


beneficiaries, providers, plans, market areas and public expenditures.  The analysis plan 


must cover all elements in paragraphs 3- 6 of this section.  The design should be 


described in sufficient detail to determine that it is scientifically rigorous. The data 


strategy must be thoroughly documented.   
 


The design should describe how the evaluation and reporting will be developed and 


maintained to assure its scientific rigor and completion.  In summary, the demonstration 


evaluation will meet all standards of leading academic institutions and academic journal 


peer review, as appropriate for each aspect of the evaluation, including standards for the 


evaluation design, conduct, interpretation, and reporting of findings.  The design must 


also control for various confounding factors in the demonstration such as the 60-day 


waiting period for beneficiaries below poverty that choose not to pay a monthly POWER 


Account contribution.  Among the characteristics of rigor that will be met are the use of 


best available data; controls for and reporting of the limitations of data and their effects 


on results; and the generalizability of results.   


The design must describe the state’s process to contract with an independent evaluator, 


ensuring no conflict of interest. 


The design, including the budget and adequacy of approach, to assure the evaluation 


meets the requirements of paragraph 9 of this section, is subject to CMS approval.  The 


budget and approach must be adequate to support the scale and rigor reflected within 


paragraphs 3- 6 of this section.    
 


2. Cooperation with Federal Evaluators.  Should HHS undertake an evaluation of the 


demonstration or any component of the demonstration, the state shall cooperate fully with 


CMS or the evaluator selected by HHS.  In addition, the state shall submit the required 


data to HHS or its contractor in a timely manner and at no cost to CMS or the contractor, 


unless the state incurs a cost in which case CMS will participate in accordance with 


regular administrative matching rules. 


 


3. Evaluation Design.  The Evaluation Design shall include the following core components 


to be approved by CMS: 


  


a. Domains of Focus.  The state must propose at least one research question that it will 


investigate within each of the domains listed below.  The research questions should focus 


on processes and outcomes that relate to the CMS Three-Part Aim of better care, better 


health, and reduced costs.  The following are among the hypotheses to be considered in 


the development of the evaluation and design and will be included in the design as 


appropriate. 
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i. HIP 2.0 will reduce the number of uninsured Hoosiers with income under 133 


percent FPL by 90 percent over the course of the demonstration. 


ii. HIP 2.0 will increase access to quality health care services for all adults eligible 


for the program.  


iii. HIP 2.0 will effectively promote beneficiary use of preventive, primary, and 


chronic disease management care to achieve improved health outcomes.  
iv. HIP Plus beneficiaries will exhibit more cost-conscious healthcare consumption 


behavior than: a) HIP Basic beneficiaries; and b) traditional Hoosier Healthwise 


beneficiaries, without harming beneficiary health.  


v. POWER Account contributions for individuals in the HIP Plus plan are 


affordable and do not create a barrier to health care access.  


vi. Few individuals will experience the lock-out period, because the policy will 


deter nonpayment of POWER Account contributions policy for HIP Plus 


beneficiaries. 


vii. Presumptive eligibility and fast-track prepayments will provide the necessary 


coverage so as not to have gaps in health care coverage. 


viii. HIP policies such as rollovers and healthy behaviors will encourage 


beneficiaries’ compliance with required contributions and provide incentives to 


actively manage POWER account funds.  
ix. Not assuring non-emergency transportation does not pose a barrier to access to 


care. 


x. The graduated copayment structure for non-emergency use of the emergency 


department will decrease inappropriate ED utilization without harming 


beneficiary health; 


xi. The prior authorization process for hospital emergency department use and 


efforts to expand access to other urgent care settings will decrease inappropriate 


ED utilization without harming beneficiary health.  
xii. The HIP Link program will increase the proportion of Hoosiers with income 


under 138 percent of the FPL covered by employer-sponsored insurance (ESI).  


 


b. Measures.  The draft evaluation design must discuss the outcome measures that shall 


be used in evaluating the impact of the demonstration during the period of approval, 


including: 


i. A description of each outcome measure selected, including clearly defined 


numerators and denominators, and National Quality Forum (NQF) numbers 


(as applicable); 


ii. The measure steward; 


iii. The baseline value for each measure; and 


iv. The sampling methodology for assessing these outcomes. 


 


c. Sources of Measures.  CMS recommends that the state use measures from nationally-


recognized sources and those from national measures sets (including CMS’s Core Set of 


Health Care Quality Measures for Children in Medicaid and CHIP, and the Initial Core 


Set of Health Care Quality Measures for Medicaid-Eligible Adults).  
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d. The evaluation design must also discuss the data sources used, including, but not 


limited to, the use of Medicaid encounter data, enrollment data, EHR data, and consumer 


and provider surveys.  The draft evaluation design must include a detailed analysis plan 


that describes how the effects of the demonstration shall be isolated from other initiatives 


occurring in the state.  The evaluation designs proposed for each question may include 


analysis at the beneficiary, provider, and aggregate program level, as appropriate, and 


include population stratifications to the extent feasible, for further depth and to glean 


potential non-equivalent effects on different sub-groups. 


 


4. NEMT Evaluation.  Indiana must conduct an independent evaluation of NEMT as 


described in Section V, paragraph 2.  The evaluation must be submitted by November 1, 


2015, include hypotheses, and address at a minimum the following questions: 


 


a. What is the effect of no access to NEMT on missed appointments by income 


level? 


b. Are there parts of the state that are more affected by no access to NEMT? 


c. How does not having access to NEMT affect preventive care and overall health 


outcomes?  


d. What is the impact of no access to NEMT as viewed by the providers and 


beneficiaries?  


 


A delay in submitting this report could subject the state to penalties described in paragraph 16 of 


section III.   


 


5. HIP Plus POWER Account Contribution Evaluation.  Indiana must use the results of the 


contribution monitoring data—including the survey of enrolled and unenrolled individuals—


described in Section VIII STC 4—as well as other available data to conduct an independent 


evaluation that examines POWER Account contributions policy for HIP Plus beneficiaries.  


 


a. As part of this evaluation, the state shall survey statistically significant groups of 


individuals who: 


i. are income eligible but do not enroll in HIP 


ii. have been disenrolled for non-payment of POWER account contribution  


iii. are in HIP Basic.  


 


b. The survey shall include questions about the affordability of HIP POWER account 


contributions. 


 


c. The interim evaluation report must be submitted within 60 days after DY 2, include 


hypotheses, and address the effect of the lockout policy on enrollment and reenrollment 


for HIP Plus beneficiaries broken down by income level and questions including:   


i. How many individuals were disenrolled by income level?  


ii. What are the reasons beneficiaries did not make contributions? 


iii. What health care needs did individuals have while they were in the lockout period 


and how did they address those needs? 
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d. Information provided in this interim evaluation report must also be addressed in the 


evaluation design, interim evaluation report as described in paragraph 8 of this section, 


and final evaluation report as described in paragraph 9 of this section. A delay in 


submitting this report could subject the state to penalties described in paragraph 16 of 


section III.    


 


6. Emergency Department Co-pay Evaluation.  Indiana must conduct an independent 


evaluation of the emergency room co-pay structure that is authorized under provisions of 


1916(f).  The draft evaluation design must be submitted within 60 days after approval of the 


protocol and the draft evaluation report must be submitted 60 days before January 31, 2017.  


The draft evaluation design must include at a minimum:  


 


a. The method by which beneficiaries will be randomized to participate in the 


emergency room co-pay control group ($8 per visit) and test group ($8 per visit 


then $25 each visit).   


 


b. Hypotheses and outcome data for the evaluation.   


 


A delay in submitting this draft evaluation design or final evaluation report could subject 


the state to penalties described in paragraph 16 of section III.  


 


7. Retroactive Coverage Evaluation. Indiana must conduct an independent evaluation of the 


retroactive coverage waiver and transition uncompensated care program.  The state will 


provide the following data by September 1, 2015.including: 


   
a. The number of people determined eligible using ex parte 


b. The number of people receiving a prepopulated renewal form 


c. The number of people responding to the prepopulated renewal form 


d. The number of responders determined eligible 


e. The number of people who reapply within 90 days or less, within 6 months, and within one 


year, following a termination for failure to respond 


 


8. Final Evaluation Design and Implementation.  CMS shall provide comments on the draft 


design and the draft HIP 2.0 evaluation strategy, and the state shall submit a final design 


within 60 days of receipt of CMS’s comments.  A delay in submitting the final evaluation 


design could subject the state to penalties described in paragraph 16 of section III.  The state 


must implement the evaluation design and submit its progress in each of the quarterly and 


annual progress reports. 


 


9. Interim Evaluation Report.  The state must submit an interim evaluation report to CMS as 


part of any future request to extend the demonstration, or by June 30, 2016, if no extension 


request has been submitted by that date.  The interim evaluation report will discuss 


evaluation progress and present findings to date as required under paragraph 9 of this section.  


 


10. Final Evaluation Report.  The state must submit to CMS a draft of the evaluation final 


report within 60 days after to the expiration of the demonstration.  The report shall including 
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items as required in the Evaluation Design (Attachment F).  The state must take into 


consideration CMS’ comments for incorporation into the final report.  The final evaluation 


report is due to CMS no later than 120 days after receipt of CMS’ comments.  A delay in 


submitting the draft of the final evaluation report or final evaluation report could subject the 


state to penalties described in paragraph 16 of section III.   


 


11. Public Access.  The state shall post the final approved Evaluation Design on the state 


Medicaid website within 30 days of approval by CMS. 


 


12. Electronic Submission of Reports.  The state shall submit all required plans and reports 


using the process stipulated by CMS, if applicable. 


 


XIV. HEALTH INFORMATION TECHNOLOGY  


 


1. Health Information Technology (HIT).  The state shall use HIT to link services and 


core providers across the continuum of care to the greatest extent possible.  The state is 


expected to achieve minimum standards in foundational areas of HIT and to develop its 


own goals for the transformational areas of HIT use. 


 


a. Indiana must have plans for health IT adoption for providers.  This will include 


creating a pathway (and/or a plan) to adoption of certified electronic health record 


(EHR) technology and the ability to exchange data through the state’s health 


information exchanges.  If providers do not currently have this technology, there must 


be a plan in place to encourage adoption, especially for those providers eligible for 


the Medicare and Medicaid EHR Incentive Program.  


 


b. The state must participate in all efforts to ensure that all regions (e.g., counties or 


other municipalities) have coverage by a health information exchange.  Federal 


funding for developing health information exchange (HIE) infrastructure may be 


available, per State Medicaid Director letter #11-004, to the extent that allowable 


costs are properly allocated among payers.  The state must ensure that all new 


systems pathways efficiently prepare for 2014 eligibility and enrollment changes. 


 


c. All requirements must also align with Indiana’s State Medicaid HIT Plan and other 


planning efforts such as the Office of National Coordinator HIE Operational Plan.     


 


XV. T-MSIS REQUIREMENTS 


 


On August 23, 2013, a State Medicaid Director Letter entitled, “Transformed Medicaid 


Statistical Information System (T-MSIS) Data,” was released.  It states that all states are 


expected to demonstrate operational readiness to submit T-MSIS files, transition to T-MSIS, 


and submit timely T-MSIS data by July 1, 2014.  Among other purposes, these data can 


support monitoring and evaluation of the Medicaid program in Indiana against which the HIP 


2.0 demonstration will be compared.   
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Should the MMIS fail to maintain and produce all federally required program management 


data and information, including the required T-MSIS, eligibility, provider, and managed care 


encounter data, in accordance with requirements in the SMM Part 11, FFP may be suspended 


or disallowed as provided for in federal regulations at 42 CFR 433 Subpart C, and 45 CFR Part 


95. 


 


XVI. SCHEDULE OF STATE DELIVERABLES DURING THE DEMONSTRATION  


The state is held to all reporting requirements outlined in the STCs; this schedule of deliverables 


should serve only as a tool for informational purposes only. 


Per award letter - 


Within 30 days of the date 


of award  


Confirmation Letter to CMS Accepting Demonstration STCs  


Per Section XIII, 


Paragraph 1 


Submit Draft Evaluation Design 


Per Section III,  


Paragraph 8 


Submit Demonstration Extension Application  


Per Section III,  


 


Post-award Forum  


Per Section VIII, 


Paragraphs 4 & 5 


POWER Account Contributions and Copayments Operational 


and Monitoring Protocols 


Per Section VIII,  


Paragraph 6 


ER Co-pay Protocol 


Per Section XIII, 


Paragraph 4 


NEMT Evaluation 


Quarterly Deliverable  


Per Section X,  


Paragraph 3 


 


Quarterly Progress Reports  


Per Section XI,  


Paragraph 1 


 


Quarterly Expenditure Reports 


Annual Deliverable  


Per Section III,  


Paragraph 10 


 


Post Award Forum Transparency deliverable 


Per Section X,  


Paragraph 6 


 


Draft Annual Report 







Healthy Indiana Plan 2.0             Page 49 of 56 


CMS Approved: February 1, 2015 through January 31, 2018 


Renewal/Close Out Deliverable 


Per Section XIII, 


Paragraph 9 


Draft Final Evaluation 


Per Section XIII, 


Paragraph 9 


Final Evaluation 
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Attachment A – HIP Link Protocol  


 


HIP Link is an optional premium assistance program intended to provide a new choice to HIP 


2.0 participants.  The program allows individuals to choose to participate in their employer’s 


sponsored health plan as an alternative to participating in HIP 2.0.  As discussed in section VI of 


the STCs, the program is available to any individual that qualifies for HIP 2.0 and has access to a 


state-certified employer sponsored health plan.  The employer must contribute at least 50 percent 


of the cost of the premium.   


 


Under HIP Link, the state shall establish a POWER account, valued at $4,000, for each HIP 2.0 


qualified individual, which may be utilized by the beneficiary to defray the costs of the 


employer’s health plan, including premiums and other out-of- pocket expenses.  The beneficiary 


shall not be required to contribute to the POWER account, but will be required to pay an amount 


through payroll deduction towards the employee share of the employer sponsored health plan, as 


described below.  The amount of the POWER account was developed using data on the average 


employee out-of-pocket expenditures for Indiana’s employer health plans.  In addition, the 


current costs of the HIP program were also considered to ensure the state’s contribution to the 


HIP Link POWER account is no more than the cost of providing coverage to the individual 


through the HIP 2.0 plan.  The state shall continue to review and, if needed, adjust the POWER 


account contribution amount throughout the waiver period to ensure the amount is appropriate.  


The state shall implement several measures to ensure that the HIP Link program does not result 


in unfunded health care costs for a beneficiary.   


  


1. The state shall develop a robust process to review employer plans to ensure they meet the 


requirements for HIP Link.  This includes evaluation of adherence to the Alternative 


Benefit Plans, as well as reviewing the cost sharing obligations, premiums, and/or 


deductibles applicable to the employer plan that could make HIP Link an unaffordable 


option for participants.  As part of the review process, the state shall assess if the 


employer provides and/or contributes to a health savings account (HSA) or health 


reimbursement account (HRA) to help defray deductible costs.  The state shall not 


approve a health plan with deductibles that significantly exceed $4,000 plus any HSA or 


HRA contributions made by the employer. .  The state may choose not to approve an 


employer health plan based on other criteria related to out of pocket expenses.   


 


2. The state shall contribute $4,000 per individual to the POWER account.  Therefore, in the 


case of two adult participants in a family, the ESI, the combined account value would be 


$8,000 for both accounts. 


 


3. During the employer plan certification process, the state shall collect key data on cost-


sharing requirements such as, the health plan’s deductible, out-of-pocket maximums, co-


payments, co-insurance, as well as the presence of an employer funded health savings 


account or health reimbursement account.  This will help the state provide robust 


counseling to potential participants as they consider their health plan options.  


 


4. While the HIP Link POWER account will be used to pay for both state premium 


contributions and employee cost-sharing, the state shall bifurcate the POWER account 
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between state premium contribution amounts and other applicable cost-sharing to ensure 


the funds will be sufficient pay state premium contributions throughout the entire benefit 


period.  HIP Link POWER account funds will be allocated between the state premium 


contribution and the out-of-pocket expenses used to pay for medical expenses incurred by 


the beneficiary.   


 


5. The state shall work with the employer to implement a payroll deduction for the 


beneficiary that will be contributed to the required employee share of the cost of the 


employer sponsored health plan, and shall equal the lesser of 2 percent of family income 


or the required employee share of the cost of coverage.  


 


6. An individual may request to terminate their HIP Link coverage and enroll in HIP Plus 


during their twelve month benefit period, under the following circumstances: 


 


a. A woman becomes pregnant; 


b. The individual certifies they have one of the conditions specified in the “medically 


frail” screener contained in the HIP 2.0 application;  


c. The individuals is no longer eligible for the employer sponsored health plan, or the 


employer sponsored health plan changes and no longer meets the HIP Link 


requirements and; or 


d. The POWER account funds designated for non-premiums are significantly 


diminished and the remaining patient liability is projected to exceed 5% of the 


individuals’ income.    


i. Since the state is acting as a secondary payer to the employer plan, the state shall 


be able to track individual cost-sharing from the claims received and will identify 


when an individual may be close to exceeding their POWER account and/or their 


5 percent annual cost-sharing limit.   


ii. The state shall conduct outreach to the individual and allow them to terminate 


their employer plan and join HIP through the HIP Plus plan.  


iii. The state shall develop the threshold standard for the remaining POWER account 


balance and remaining deductible to determine the actual timing for outreach.   


iv. In addition to electronic tracking, the state shall also allow individuals to present 


data (“shoebox” method), outside of the claims process to the state if they have 


exceeded their 5 percent annual limit. 
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Attachment B – POWER Account Contributions and Copayments Infrastructure 


Operational Protocol (reserved) 
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Attachment C – POWER Account Contributions and Copayments Monitoring Protocol 


(reserved) 
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Attachment D – Emergency Room Co-pay Protocol (reserved) 
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Attachment E - POWER Account Debt Protocol (reserved) 
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Attachment F - Evaluation Design 


 






_1485233073/2015 HIP Reporting Manual.zip


Section V. C. HIP Report Workbook- Template (12-30-14).xlsx

Index


			Healthy Indiana Plan


			MCE Reporting Template 





			Table of Contents


			Section 1 Systems and Claims Reports


			Section 2 Member Services Reports


			Section 3 Provider Services


			Section 4 Network Development & Access Reports


			Section 5 Quality Management and Improvement Reports


			Section 6 Utilization Management Reports


			Section 7 Financial


			Section 8 Power Account Reports


			Section 9 Preventive Services and Chronic Care Reports


			Section 10 General Services Utilization Reports


			Section 11 Behavioral Health Reports





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 1 System & Claims


			Section1: Systems & Claims


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Claims Processing Summary			QR-S1			Quarterly			None			X									X									X									X									X


			Adjudicated Claims Inventory Summary			QR-S2			Quarterly			None			X									X									X									X									X


			Paid Abortion Claims Summary			QR-AB			Quarterly			None			X									X									X									X									X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-S1


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Claims Processing Summary


			Report Code: 			QR-S1





			Measure			Claim Type


						UB-04 (Institutional) (837 I)						CMS 1500 (Professional) (837 P)


						In-Network			Out-Of-Network			In-Network			Out-Of-Network


			Total Submitted Dollars (not paid amount)			0


			Claims Received


			Electronic			0			0			0			0


			Paper			0			0			0			0


			Total (calculated)			0			0			0			0


			Clean Claims Adjudicated


			Paid On Time			0			0			0			0


			Paid Late			0			0			0			0


			Denied			0			0			0			0


			Denial Rate (calculated)			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			Claims Paid With Interest


			Total Number of Claims Paid With Interest						0						0


			Total Dollar Amount of Interest Paid						$0.00						$0.00


			Claims Lag


			Average number of days between the last date of service on claim and Health Plan's receipt of claim from provider.			0			0			0			0


			Average number of days between the receipt date on claim and the adjudication date.			0			0			0			0


			Average number of days from the adjudication date to payment (remittance advice) date.			0			0			0			0





			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-S2


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Adjudicated Claims Inventory Summary


			Report Code:			QR-S2





			Calendar Days In Inventory Until Remittance			Number of Claims Adjudicated , By Claim Type


						UB-04 (Institutional) (837 I)																		CMS 1500 (Professional) (837 P)


						In-Network Claims 
Adjudicated									Out-of-Network Claims Adjudicated									In-Network Claims 
Adjudicated									Out-of-Network Claims Adjudicated


						Clean						Unclean (remove)			Clean						Unclean (remove)			Clean						Unclean (remove)			Clean						Unclean (remove)


						Paper			Electronic						Paper			Electronic						Paper			Electronic						Paper			Electronic


			0-10 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			11-21 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			22-30 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			31-60 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			61-90 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			>90 Days			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total (calculated)			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0			- 0


			Total on time			- 0			- 0						- 0			- 0						- 0			- 0						- 0			- 0


			percentage on time			ERROR:#DIV/0!			ERROR:#DIV/0!															ERROR:#DIV/0!			ERROR:#DIV/0!


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-AB


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Paid Abortion Claims Summary


			Report Code:			QR-AB


			Original Claim Number			HCPCS Procedure Code			Diagnosis Code			ICD-9 Procedure Code			Provider Number			Claim Category			Attachment Name
































Office of Medicaid Policy and Planning
HIP Reports	






Section 2 Member Services


			Section 2: Member Services


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Member Helpline Call Reasons			WK-M1			Weekly 			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Member Helpline Performance			QR-M1			Quarterly			None			X									X									X									X									X


			Member Grievances & Appeals			QR-M2			Quarterly			None			X									X									X									X									X


			Independent External Reviews & FSSA Hearings and Appeals			QR-M3			Quarterly			None			X									X									X									X									X


			Marketing and Outreach Reporting			QR-M4			Quarterly			None			X									X									X									X									X








&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






WK-M1


			MCE Name:


			Version:


			Report Name:			Member Helpline Call Reasons


			Report Code:			WK-M1


			Submission Date:


			Week of:  >>





			Data Description			Number of Calls


			Total Number of Member Calls Received in the Week, Monday through Sunday			0





			Top 10 reasons for HIP Member Calls			Number of Calls


			1			0


			2			0


			3			0


			4			0


			5			0


			6			0


			7			0


			8			0


			9			0


			10			0





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






MO-M1


			MCE Name:


			Version:


			Report Name:			Member Helpline Performance


			Report Code:			MO-M1


			Submission Date:


			Item No.			Data Description			Month 1			Month 2			Month 3			Quarter Total


			1			Number of Member Calls Received			0			0			0			0


			2			Number of Member Calls Answered			0			0			0			0


			3			Number of Member Calls Answered Live Within 30 Seconds			0			0			0			0


			4			Performance Measure #1: Pct in 30 Seconds												


			5			Number of Abandoned Calls			0			0			0			0


			6			Performance Measure #2: Pct Abandoned												


			7			Number of Calls Received After Hours			0			0			0			0


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-M2


			MCE Name:																					 


			Version:


			Report Name:						Member Grievances and Appeals


			Report Code:						QR-M2


			Submission Date:





			GRIEVANCES


						(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Member Months in Quarter			Number of HIP Member Grievances Received in Quarter			Number of HIP Member Grievances Pending from Prior Periods			Statistics on Timing of Resolved Grievances Received in this Quarter (as of the last day of the Experience Period / Reporting Quarter)												Not resolved as of the last day of the Report Period


			Period																		Same or Next Business Day After Received			2 to 5 Business Days After Received			6 to 20 Business Days After Received			More than 20 Business Days After Received


			Current Period Submission


			Previous Period 


			Second Previous Period


			Third Previous Period





			APPEALS


						(11)			(12)			(13)			(14)			(15)			(16)			(17)			(18)			(19)			(20)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Type of Appeal			Number of HIP Member Appeals Received in Quarter			Number of HIP Member Appeals Pending from Prior Quarter			Statistics on Timing of Resolved Appeals Received in this Quarter (as of the last day of the Experience Period/Reporting Quarter)												Not resolved as of the last day of the Report Period


			Period																		Up to 48 Hours			More than 48 Hours			Up to 30 Business Days After Received			More than 30 Business Days After Received


			Current Period Submission									Expedited


												Non Expedited


			Previous Period 									Expedited


												Non Expedited


			Second Previous Period									Expedited


												Non Expedited


			Third Previous Period									Expedited


												Non Expedited





			MCE Comments (as needed): 





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-M3


			MCE Name:


			Version:


			Report Name:			Independent External Reviews & FSSA Hearings and Appeals


			Report Code:			QR-M3


			Submission Date:





			Independent External Reviews


			(1)			(2)			(3)			(4)			(5)			(6)			(7)


															Resolution Status (Put X in one column only)


			Sequential Tracking Number in this Calendar Year			Reason for IRO			Date Request for IRO was Received by MCE			If Decision Rendered, Date of Resolution			Rendered in Favor of Member			Rendered in Favor of MCE			Resolution Decision Pending as of the last day of the Experience Period / Reporting Quarter


									 
































			FSSA Hearings and Appeals


			(8)			(9)			(10)			(11)			(12)			(13)			(14)


															Resolution Status (Put X in one column only)


			Sequential Tracking Number in this Calendar Year			Reason for FSSA Hearing			Date Request for FSSA Hearing was Received by OMPP			If Decision Rendered, Date of Resolution			Rendered in Favor of Member			Rendered in Favor of MCE			Resolution Decision Pending as of the last day of the Experience Period / Reporting Quarter


									 




















&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-M4


			MCE Name:


			Reporting Period:


			Report Name:			Marketing and Outreach Reporting


			Report Code:			QR-M4


			Planned Activity Name			Population Impacted			Functional Area			Goals			Person Responsible			Results








































































































&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 3 Provider Services


			Section 3: Provider Services


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Provider Helpline Call Reasons			WK-P1			Weekly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Provider Helpline Performance			QR-P1			Quarterly			None			X									X									X									X									X


			Provider Claims Disputes			QR-P2			Quarterly			None			X									X									X									X									X


			Provider Credentialing 			QR-P3			Quarterly			None			X									X									X									X									X











&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






WK-P1


			MCE Name:


			Version:


			Report Name:			Provider Helpline Call Reasons


			Report Code:			WK-P1


			Submission Date:


			Week of:  >>





			Data Description			Number of Calls			Number of Calls			Number of Calls			Number of Calls


			Total Number of Provider Calls Received in the Week, Monday through Sunday			0			0			0			0





			Top 10 reasons for Provider Calls			Number of Calls			Number of Calls			Number of Calls			Number of Calls


			1			0			0			0			0


			2			0			0			0			0


			3			0			0			0			0


			4			0			0			0			0


			5			0			0			0			0


			6			0			0			0			0


			7			0			0			0			0


			8			0			0			0			0


			9			0			0			0			0


			10			0			0			0			0





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






MO-P1


			MCE Name:


			Version:


			Report Name:			Provider Helpline Performance


			Report Code:			MO-P1


			Submission Date:


			Item No.			Data Description			Month 1			Month 2			Month 3			Quarter Total


			1			Number of Provider Calls Received			0			0			0			0


			2			Number of Provider Calls Answered			0			0			0			0


			3			Number of Provider Calls Answered Live Within 30 Seconds			0			0			0			0


			4			Performance Measure #1: Pct in 30 Seconds												


			5			Number of Abandoned Calls			0			0			0			0


			6			Performance Measure #2: Pct Abandoned												


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-P2


			MCE Name:


			Version:


			Report Name:						Provider Claims Disputes


			Report Code:						QR-P2


			Submission Date:





			INFORMAL DISPUTES


						(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Number of Disputes Received in the Current Reporting Quarter			Number of Disputes Pending from Prior Periods			Number of Disputes Resolved in the Reporting Quarter			Statistics on Timing of Resolved Disputes Received in this Quarter (as of the Report Submission Date)						Resolution Status                                                                                                     (Enter each dispute in one column only)									Total Clean Claims Received on QR-S1			Informal Disputes per 100,000 Claims Received


			Period																		Up to 30 Calendar Days After Received			More than 30 Calendar Days After Received			Rendered in Favor of Provider			Rendered in Favor of MCE			Resolution Decision Pending 


			Current Period Submission																																				


			Previous Period 																																				


			Second Previous Period																																				


			Third Previous Period																																				





			FORMAL DISPUTES


						(11)			(12)			(13)			(14)			(15)			(16)			(17)			(18)			(19)			(20)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Number of Disputes Received in the Current Reporting Quarter			Number of Disputes Pending from Prior Periods			Number of Disputes Resolved in the Reporting Quarter			Statistics on Timing of Resolved Disputes Received in this Quarter (as of the Report Submission Date)						Resolution Status                                                                                                     (Enter each dispute in one column only)									Total Clean Claims Received on QR-S1			Formal Disputes per 100,000 Claims Received


			Period																		Up to 45 Calendar Days After Received			More than 45 Calendar Days After Received			Rendered in Favor of Provider			Rendered in Favor of MCE			Resolution Decision Pending 


			Current Period Submission																																	0			


			Previous Period 																																	0			


			Second Previous Period																																	0			


			Third Previous Period																																	0			








			MCE Comments (as needed): 





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-P3


			MCE Name:


			Version:


			Report Name:			Provider Credentialing


			Report Code:			QR-P3


			Submission Date:


						Experience Period  >>





			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Total Enrolled Providers on the Last Day of Reporting Period for Which Credentialing is Required (per NCQA guidelines)			0			0			0			0


			2			Number of Providers for Which Credentialing or Recredentialing was Initiated in the Reporting Period			0			0			0			0


			3			Number of Providers for Which Credentialing or Recredentialing was Completed in the Reporting Period			0			0			0			0


			4			Number of Providers Reported in Item #3 with a Level 1 Review			0			0			0			0


						Percent with a Level 1 Review			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			5			Number of Providers Reported in Item #3 with a Level 2 Review			0			0			0			0


						Percent with a Level 2 Review			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			6			Number of Providers Reported in Item #3 that were not Credentialed or Recredentialed			0			0			0			0


						Percent not Credentialed or Recredentialed			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


			7			Average Time in Days to Complete Credentialing Process for Providers Reported in Item #3			0			0			0			0


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 4 Network


			Section 4: Network Development & Access Reports


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			PMP Assignment Report			QR-PMP1			Quarterly			None			X									X									X									X									X


			Subcontractor Compliance Summary Template			AN-SC1			Annual			None			X																																				X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-PMP1


			MCE Name:


			Submission Date:


			Version:


			Report Name:			HIP PMP Assignment Report


			Report Code:			QR-PMP1








									Submission Quarter


									Third Previous Period						Second Previous Period						Previous Period Submission						Current Period Submission


			Item No.			Data Description			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total			Rolling 12 Mths			%  of Total


			1			Newly Assigned Plan Members			0						0						0						0


			2			Members who Self Selected a PMP			0						0						0						0


			3			Members Auto-Assigned with "smart" Logic			0						0						0						0


			4			Members Auto-Assigned with "default" Logic			0						0						0						0


			5			Members Assigned a PMP			0						0						0						0


			6			Total Members Assigned a PMP			0						0						0						0


			7			Total Members Assigned Open Network Status			0						0						0						0


						Mark an 'X' if updated from previous report version


						Date of update resubmission


			Comments: To include known system limitations, reporting barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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AN-SC1


			MCE Name:


			Reporting Period:


			Version:


			Report Name:									Subcontractor Compliance Summary 


			Report Code:									AN-SC1





			Item No.			MBE			WBE			Sub-contractor Name			Type of Activities			If Other, Identify			Contract Effective Date			Contract End Date			Contract Type (risk/ Non-risk)			Financial Information Obtained (Yes/ No)			Stop Loss Coverage (Yes/ No/ NA)			Committee Participation (>50%, <50%, none)			Committee Name(s)			Monitoring Activities			Date Corrective Action Plan Implemented			CAP End Date			CAP Outcomes			OMPP Approval Date
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Section 5 Quality


			Section 5: Quality Management & Improvement


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Key Staff Vacancy			QR-Q2 			(Conditional)			None


			Vendor Contact Sheet			QR-VC1 			Quarterly
(Conditional)			None			X									X									X									X									X


			Quality Management and Improvement Work Plan			QR-Q3			Quarterly			None			X									X									X									X									X


			Program Integrity Plan 			QR-PI1			Quarterly			None			X									X									X									X									X
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QR-Q2


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Key Staff Vacancy


			Report Code: 			QR-Q2





			Key Staff Position			Staff Name			Title			Plan for Covering Vacancy in Interim			Contact Info (email and phone)			Plan for Filling Vacancy			Status
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QR-VC1


			MCE Name:


			Reporting Period:


			Report Name:			Vendor Contact Sheet


			Report Code:			QR-VC1


			Report Note: If the individual's primary work site is other than the primary business address, indicate the city, and state. 





			Managed Care Entity


			MCO Name


			General Mailing Address


			General Phone 


			General Fax Number


			Website


			Member Services 


			Transportation Services 


			Provider Services 


			Prior Authorization 


			Claims Number


			Claims Address





			President/CEO/ED: 


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			Chief Financial Officer


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			Compliance Officer:


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):


			Information Systems Coordinator


			   Phone: 


			   Fax:


			   E-mail: 


			Primary Work Site  (City, State):





			Member Services Mgr: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Utilization Management Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Data Compliance Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			POWER Account Operations Mgr:


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Provider Services Mgr: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Medical Director: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Transition Coordination Mgr.:


			Phone: 


			Fax: 


			E-mail: 


			Primary Work Site  (City, State):


			Quality Managment Mgr.: 


			 Phone:  


			 Fax:  


			 E-mail: 


			Primary Work Site  (City, State):


			Grievance and Appeals Mgr.:


			 Phone:  


			 Fax:  


			 E-mail: 


			Primary Work Site  (City, State):


			Pharmacy Mgr.: 


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Behavioral Health Mgr.:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Claims Manager:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			Restricted Card:


			 Phone:


			 Fax:


			 Email:


			Primary Work Site  (City, State):


			HIPAA Contact:  


			 Phone: 


			 Fax: 


			 E-mail: 


			Primary Work Site  (City, State):


			Other (1): 


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):


			Other (2): 


			 Phone: 


			 Fax: 


			 Email:  


			Primary Work Site  (City, State):
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QR-Q3


			MCE Name


			Reporting Period:


			Report Name:			Quality Management and Improvement Work Plan


			Report Code:			QR-Q3


			Work Plan/Activity#			Scope and Population			Functional Area			Planned Activity Name			Goals/Measurable Objectives/Performance Metrics			Person Responsible			Data Source			Data Collection Methodology			Reporting Frequency			Results
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QR-PI1


			MCE Name


			Reporting Period:


			Report Name:						Program Integrity Summary


			Report Code:						QR-PI1





			Work Plan/ Activity#			Planned Activity Name			Person Responsible			# of Providers			Status						Amount MCE Paid			Identified Overpayment			Amount Collected




















			Provider Referrals


			Item Count			Referral No.			Date Reported			Investigation Status			Amount Collected

















									Totals





			Member Referrals


			Item Count			Referral No.			Date Reported			Program
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Section 6 UtilizationManagement


			Section 6: Utilization Management


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Extended Services Report			MO-ES1			Monthly			None			X									X									X									X									X


			Pregnancy Identification			MO-PREG1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Pregnant Members Remaining in HIP			MO-PREG2			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			New Member Health Screening Report			QR-HS1			Quarterly			90 days			X									X									X									X									X


			Medically Frail Member Identification			QR-MF1			Quarterly			None			X									X									X									X									X


			Prior Authorization Report			QR-PA1			Quarterly			None			X									X									X									X									X


			Case Management Report- Physical Health			QR-CMPH1			Quarterly			None			X									X									X									X									X


			Case Management Report- Behavioral Health			QR-CMBH1			Quarterly			None			X									X									X									X									X


			Care Management Report- Physical Health			QR-CRPH1			Quarterly			None			X									X									X									X									X


			Care Management Report- Behavioral Health			QR-CRBH1			Quarterly			None			X									X									X									X									X


			Disease Management Report- Physical Health			QR-DMPH1			Quarterly			None			X									X									X									X									X


			Disease Management Report- Behavioral Health			QR-DMBH1			Quarterly			None			X									X									X									X									X


			Service Utilization			QR-U1			Quarterly			None			X									X									X									X									X
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MO-ES1


			MCE Name:


			Reporting Period:


			Report Name: 			Extended Services


			Report Code:			MO-ES1


			Activity Title:			Reporting Period:			Total Contacts


			Language Line Utilization			Mthly


						YTD


			Activity Title:			Reporting Period:			Total Requested			Total Completed (Fullfillment)			% Completed


			Face to Face Interpretation			Mthly


						YTD


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:			The State input file that indicates refugee member IDs are received by the health plans the month following the experience period. Therefore January enrollment is not matched by the plans until the end of February. Condsolidation of reporting then allows for 30 days. Population counts will represent data for the month that is two months prior to report submission, i.e., January population data will be reported 3-31.
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MO-PREG 1 & 2


			MCE Name:


			Reporting Period:


			Version:


			Report Name:			Pregnancy Identification


			Report Code:			MO-PREG1





			Member RID#			Date of Notification of Pregnancy			Method of Notification			Plan Follow-up			Stage of Pregnancy			Member's Aid Category			Date Pregnancy Coverage Begins			Has this member’s pregnancy been reported in previous reporting periods?			Has this member's Power Account contribution been suspended?			Date Co-Pays waived

















			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





			Report Name:			Pregnant Members Remaining in HIP


			Report Code:			MO-PREG2


						 for those women identified in MO-Preg 1 report in previous quarter									month			 


			Number of Members who remained with HIP by category						MARB			MARP			MASB			MASP			TOTAL
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QR-HS1


			MCE Name:


			Version:


			Report Name:			New Member Health Screening Report


			Report Code:			QR-HS1


			Submission Date:


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of New Members Enrolled During the Reporting Period			0			0			0			0


			2			Number of Members in Item #1 that Terminated Within their First 90 Days of Enrollment			0			0			0			0


			3			New Members Net of Terminated 			0			0			0			0


			4			Number of Members in Item #1 that have been Classified as Unreachable			0			0			0			0


			5			New Members Net of Terminated and Unreachable			0			0			0			0


			6			Number of Members in Item #1 that were Screened Within their First 90 Days of Enrollment			0			0			0			0


			7			Performance Measure #1: Pct Screened Within 90 Days (all except Terminated)												


			8			Performance Measure #2: Pct Screened Within 90 Days (excluding Terminated and Unreachable)												


						Mark an 'X' if updated from previous report version.  If updated, please explain in Comments box.


						Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-MF1


			MCE Name:


			Version:


			Report Name:			Medically Frail Member Identification 


			Report Code:			QR-MF1


			Submission Date:


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of members referred to MCE as MF based on responses on the Indiana App for Health Coverage.


			2			Number of members identified in item #1 who completed an initial health screening with 90 days.


			3			Number of members identified in item #1 who completed a health risk assessment within 60 days.


			4			Number of members identified in item #2 and #3 who were verified as MF.


			5			Number of members identified in item #4 who enrolled in State Plan Plus.


			6			Number of members identified in item #4 who enrolled in State Plan Basic.


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-PA1


			MCE Name:																					0


			Reporting Period:


			Report Name: 			Prior Authorization Report


			Report Code:			QR-PA1





			PLEASE NOTE: For purposes of this report, the pre-service authorization review includes ER admits.  All requests submitted, regardless of the reviewer's clinical or non-clinical credentials, should be included.


									Type of Authorization									Contract Arrangment


			Item No. 			Description			Pre-Service			Concurrent Review			Retrospective			In Network			Out of Network


			1			Total Number of Auths Submitted in Reporting Period


			2			Total Number of Auths Adjudicated in Reporting Period                                                  (may include carry over from prior period)


			3			Total Number Approved


			4			Total Number Fully Denied


			5			Total Number Modified


			6			% Approved															


			7			% Fully Denied															


			8			% Modified															


			9			Average Number of Days to Process


			10			Percent (%) Processed Timely


			11			Total Number of Appeals Filed due to a Denied/Modified Authorization1


			MCE Comments: 


			Footnote: 


			1 This should include any filings referenced as a Level 1 appeal.
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QR-CMPH1


			MCE Name:


			Report Name:			Complex Case Management Report - Physical Health Conditions of Interest


			Report Code:			QR-CMPH1


			Submission Date:





			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Live Verbal Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
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QR-CMBH1


			MCE Name:


			Report Name:			Complex Case Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-CMBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Equivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Live Verbal Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital**			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract


			** Required by contract; note that even if members choose not to participate, they stay in Active Status for 180 days post-discharge
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QR-CRPH1


			MCE Name:


			Report Name:			Care Management Report - Physical Health Conditions of Interest


			Report Code:			QR-CRPH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
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QR-CRBH1


			MCE Name:


			Report Name:			Care Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-CRBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)			(I)			(J)			(K)			(L)			(M)			(N)			(O)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Identified through HRS or NOP Specifically in the Reporting Period			Total                                           Opt Outs (Refusals)                                       in the Reporting Period			Total Active Ever Enrolled in the Reporting Period 			Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled			Total Contacts in the Reporting Period Represented by the Active Ever Enrolled			Total Disenrolled in the Reporting Period			Total Enrolled at the End of the Reporting Period			Total Full Time Eqivalent Case Managers			Full Period Equivalent Participant Caseload per Case Manager			Average Program Participation Length (days in reporting period)			Average Contacts Per Member Per Month in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																																							


						Previous Period 																																							


						Second Previous Period																																							


						Third Previous Period																																							





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital**			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract


			** Required by contract; note that even if members choose not to participate, they stay in Active Status for 180 days post-discharge
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QR-DMPH1


			MCE Name:


			Report Name:			Disease Management Report - Physical Health Conditions of Interest


			Report Code:			QR-DMPH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total Contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																		


						Previous Period 																		


						Second Previous Period																		


						Third Previous Period																		





			Asthma*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Diabetes*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Pregnancy*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			COPD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Coronary Artery Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Congestive Heart Failure*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Chronic Kidney Disease*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Right Choices Program*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
HIP Reports	






QR-DMBH1


			MCE Name:


			Report Name:			Disease Management Report - Behavioral Health Conditions of Interest


			Report Code:			QR-DMBH1


			Submission Date:


			 


			(A)			(B)			(C)			(D)			(E)			(F)			(G)			(H)


			Program Title			Reporting Period			Experience Period			Total Identified (through any method) in the Reporting Period			Total Ever Enrolled in the Reporting Period 			Total Enrolled at the End of the Reporting Period			Total Contacts in the Reporting Period Represented by the Ever Enrolled			Average Contacts in Reporting Period





			All Conditions of Interest Combined (Unique Members)			Current Period Submission																		


						Previous Period 																		


						Second Previous Period																		


						Third Previous Period																		





			Depression*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			ADHD*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Autism/Pervasive Developmental Disorder*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Inpatient Discharges from Psychiatric Hospital*			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			Bipolar Disorder			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			MCE Specfic (specify)			Current Period Submission


						Previous Period 


						Second Previous Period


						Third Previous Period


			* Required by contract





Office of Medicaid Policy and Planning
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QR-U1


			MCE Name:


			Reporting Period:


			Report Name:			Service Utilization


			Report Code: 			QR-U1





			Category of Service			Quarter Total															Year to Date Total


			Emergency Room			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Total ER Claims


			     Emergency


			     Non-Emergency


			Top 20 Reasons for Emergency Room Visit																		Top 20 Reasons for Emergency Room Visit


			01) 																		01) 


			02) 																		02) 


			03) 																		03) 


			04) 																		04) 


			05) 																		05) 


			06) 																		06) 


			07)																		07)


			08)																		08)


			09)																		09)


			10) 																		10) 


			11) 																		11) 


			12)																		12)


			13)																		13)


			14)																		14)


			15)																		15)


			16)																		16)


			17)																		17)


			18)																		18)


			19)																		19)


			20)																		20)


			Inpatient Hospital			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Total Inpatient Claims


			    Medical/Surgical Services


			    Behavioral Health Services


			    Skilled Nursing Facility


			    Other Inpatient


			Total Number of Inpatient Days


			Average Length of Stay (LOS)


			Outpatient Hospital			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Total Number of Outpatient Claims


			      Surgery


			      Urgent Care


			Behavioral Health


			Pharmacy			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			    Prescription Drugs


			    OTC Drugs


			Ancillaries			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			     DME/ Supplies/ Prosthetics


			     Home Health/ Home IV Therapy


			     Other Ancillary


			Physician			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			Inpatient and Outpatient Surgery


			Office Visits/Consults


			Physical Exams


			Hospital Inpatient Visits


			Emergency Room Visits


			Radiology/ Pathology


			Self Referral


			Behavioral Health


			Other Professional Services


			Other			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			     Diagnostic 


			     Physical Therapy


			Occupational Therapy


			     Speech Therapy


			     Comprehensive Disease Management


			      Family Planning Services


			      Hospice 


			     Substance Abuse Services


			Vision


			Dental


			Preventive Services			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service			No. of Members			No. of Paid Claims			Total Expenditures			Avg. Expenditures Per Member			Avg. Expenditure per Service


			    Immunization


			    Flu Shot


			    Annual Physical


			    Pap Smear


			    Mammogram


			Routine Prostate Antigen Test


			Colorectal Cancel Exam/Lab Test


			Nicotine Replacement Therapy


			Smoking Cessation – Counseling 


			Other Preventive Services (please list):


			99386 -'PREVENTIVE VISIT NEW 40








			SUM OF COVERED SERVICES


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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Section 7 Financial


			Section 7: Financial Reports


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Third Party Liability Payments and Recoveries			QR-TPL1			Quarterly			None			X									X									X									X									X


			ER Co-Payment Report			MO-CPAY1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X
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QR-TPL1


			MCE Name:


			Reporting Period:


			Report Name:			Third Party Liability Payments and Recoveries


			Report Code: 			QR-TPL1





						Number of Recipients Reporting New TPL-Quarter			Number of recipients Reporting New TPL-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





						Number of Claims with TPL			TPL Amount Applied-Current Quarter			TPL Amount Applied-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter





						Amount Recovered-Quarter			Amount Recovered-YTD


			Current Quarter


			Previous Quarter


			Second Previous Quarter


			Third Previous Quarter
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MO-CPAY1


						MCE Name:


						Reporting Period:


						Report Name:			ER Co-Payment Report


						Report Code: 			MO-CPAY1








			Item No			Data Description			ER Co-Payment Amount			Monthly 			YTD


			1			HIP Plus			$8 per visit


			2			HIP Basic			$8 per visit


			3			HIP State Plan			$8 per visit


			4			HIP Plus			$25 per visit


			5			HIP Basic			$25 per visit


			5			HIP State Plan			$25 per visit


			7			HIP Plus			Waived


			8			HIP Basic			Waived


			9			HIP State Plan			Waived





			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 8 Power Accounts


			Section 8: Power Account Reports


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			POWER Account Contribution - Employer Participation Summary			MO-PR1			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			POWER Account Contribution - Non-Profit Organization			MO-PR2			Monthly			None			X			X			X			X			X			X			X			X			X			X			X			X			X


			Aggregate POWER Account Contribution Payment Detail			QR-PRPAY1			Quarterly			None			X									X									X									X									X


			Aggregate POWER Account Contribution Refund Detail			QR-PRREF1			Quarterly			None			X									X									X									X									X


			Non-Payment of POWER Account Contributions - Initial Payment			QR-PRTERM1			Quarterly			None			X									X									X									X									X


			Non-Payment of POWER Account Contributions - Subsequent Payments			QR-PRTERM2			Quarterly			None			X									X									X									X									X
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MO-PR1 & MO-PR2


			MCE Name:


			Reporting Period:


			Report Name:			POWER Account Contribution - Employer Participation Summary and Non-Profit 


						Organization Summary


			Report Code: 			MO-PR1 and MO-PR2





			MO-PR1 Employer Participation Summary


			Item No.			Data Description			Monthly			YTD Total


			1			Number of Employers Participating


			2			Number of Members on Whose Behalf an Employer Makes A Contribution


			3			Total Amount of Employer Contributions


			4			Average Amount of Employer Contributions





			MO-PR2 Non-Profit Organization Participation Summary


			Item No.			Data Description			Monthly			YTD Total


			1			Number of Non-Profit Organizations Participating


			2			Number of Members on Whose Behalf a Non-Profit  Makes a Contribution


			3			Total Amount of Non-Profit Contributions


			4			Average Amount of Non-Profit Contributions





			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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QR-PRPAY1


			MCE Name:


			Reporting Period:


			Report Name:			Aggregate POWER Account Contribution Detail


			Report Code: 			QR-PRPAY1





			Member Contributions – 1st POWER Account Contribution									Quarter			YTD


			Number of Initial Member POWER Account Contributions Received


			<22% FPL


			23% FPL - 50%FPL


			51% FPL - 75% FPL


			76% FPL - 100% FPL


			101% FPL - 138% FPL


			Number of Initial Member POWER Account Contributions Pending from Previous Reporting Period


			Number of Initial Member POWER Account Contributions Processed


			Avg. Number of Days to Process Initial POWER Account Contribution


			Number of Initial Member POWER Account Contributions Pending Deposit





			POWER Account Contribution Source and Method			Number of Lockbox Deposits			Total Amount of Lockbox Deposits			Avg Amt of Lockbox Deposit


			Member Contributions


			Electronic Transfer			0			$   - 0			ERROR:#DIV/0!


			Payroll Deduction			0			$   - 0			ERROR:#DIV/0!


			Paper Check			0			$   - 0			ERROR:#DIV/0!


			Money Order			0			$   - 0			ERROR:#DIV/0!


			Credit Card			0			$   - 0			ERROR:#DIV/0!


			Other 			0			$   - 0			ERROR:#DIV/0!


			Member Deposits - Total			0			$   - 0			ERROR:#DIV/0!


			State Contributions


			State Deposits - Total									ERROR:#DIV/0!


			Third Party Contributions (Employer and Non-Profit Organization)


			Paper Check			0			$   - 0			ERROR:#DIV/0!


			Electronic Transfer			0			$   - 0			ERROR:#DIV/0!


			Other			0			$   - 0			ERROR:#DIV/0!


			Employer/Non-Profit Deposits - Total			0			$   - 0			ERROR:#DIV/0!


			Total Deposits			0			$   - 0			ERROR:#DIV/0!


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:








Family and Social Services Administration
HIP Reports
MCE Reports	






QR-PRREF1


			MCE Name:


			Reporting Period:


			Report Name:			Aggregate POWER Account Contribution Refund Detail


			Report Code: 			QR-PRREF1





			POWER Account Refund Methods			Number of Refunds			Total Amount of Refunds			Average Amount of Refunds			Avg. Number of Days to Process Refund


			Member Refunds


			Electronic Transfer


			Paper Check


			Credit Card


			Other


			Member Refunds - Total


			Total Member Refunds Received "Returned to Sender"





			State Refunds


			State Refunds - Total


			Total Refunds
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QR-PRTERM1


			MCE Name:


			Reporting Period:


			Report Name:			Non-Payment of POWER Account Contributions - Initial Payment


			Report Code: 			QR-PRTERM1





			Note: This report includes non-sufficient funds payment information


			FPL			Termed Due to NSF Payment			Termed Total			Amount Owed in Aggregate - First Payments			Average Amount Owed Per Delinquent Eligible


			<22%FPL


			23%- 50% FPL


			51%-75% FPL


			76%-100%FPL


			101%-138% FPL


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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QR-PRTERM2


			MCE Name:


			Reporting Period:


			Report Name:			Non-Payment of POWER Account Contributions - Subsequent Payments


			Report Code: 			QR-PRTERM2


			Note: This report includes non-sufficient funds payment information


						Termed due to No Payment			Termed Due to NSF Payment			Total Termed			Amount Owed in Aggregate – Subsequent Payments			Average Amount Owed Per Delinquent Enrollee			Average Number of Months on HIP Before Termination


			Medically Frail


			<22% FPL


			23%-50% FPL


			51%-75% FPL


			76%-100% FPL


			101%-138% FPL





			Section 1931 Low Income Parent Caretaker


			<22% FPL


			23%-50% FPL


			51%-75% FPL


			76%-100% FPL


			101%-138% FPL





			HIP Plus


			<22% FPL


			23%-50% FPL


			51%-75% FPL


			76%-100% FPL


			101-138% FPL


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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Section 9 Prev & CC Reports


			Section 9: Preventive Services and Chronic Care Reports


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Adults' Access to Preventive/ Ambulatory Services (HEDIS) - PLUS, BASIC, State Plan			QR-PCC1			Quarterly			90 days			X									X									X									X									X


			Preventive Exam (Rollover related) - PLUS, BASIC, State Plan			QR-PCC2			Quarterly			90 days			X									X									X									X									X


			Breast Cancer Screening (HEDIS) - PLUS, BASIC, State Plan			QR-PCC3			Quarterly			90 days			X									X									X									X									X


			Cervical Cancer Screening (HEDIS) - PLUS, BASIC, State Plan			QR-PCC4			Quarterly			90 days			X									X									X									X									X


			Chlamydia Screening (HEDIS) - PLUS, BASIC, State Plan			QR-PCC5			Quarterly			90 days			X									X									X									X


			Use of Appropriate Medications for Members with Asthma (HEDIS) - PLUS, BASIC, State Plan			QR-PCC6			Quarterly			90 days			X									X									X									X									X


			Monitoring for Patients on Persistant Medications (HEDIS) - PLUS, BASIC, State Plan			QR-PCC7			Quarterly			90 days			X									X									X									X									X


			Comprehensive Diabetes Care (HEDIS) - PLUS, BASIC, State Plan			QR-PCC8			Quarterly			90 days			X									X									X									X									X


			Utilization of Imaging Studies for Low Back Pain (HEDIS) - PLUS, BASIC, State Plan			QR-PCC9			Quarterly			90 days			X									X									X									X									X


			Adolescent Well Child Visits (HEDIS) - PLUS, BASIC, State Plan			QR-PCC10			Quarterly			90 days			x									x									x									x									x
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PCC Reports 1-5 (PLUS) 


			MCE Name:


			Submission Date:


			Report Series:			Preventive Services and Chronic Care Reports -HIP Plus


			Report Code:			QR-PCC1 thru QR-PCC5


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC1			Adults' Access to Preventive/ Ambulatory Services (HEDIS) 			1			Percent			Percentage of Preventive or Ambulatory visits, ages 19 - 44 years


									2			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 - 64 years


			QR-PCC2			Preventive Exam (Rollover related)			3			Percent			Percentage of members who received a preventive exam (As described in HIP Preventive Services Policy; Preventive Exam or Alternative Preventive Exam Codes apply) 


									4			Percent			Percentage of members who received a preventive service (other than a preventive exam). (Other preventive services are described in HIP Preventive Services Policy)


			QR-PCC3			Breast Cancer Screening			5			Number			Women who had a Mammogram within prior 12 months, ages 40 - 64 years


									6			Number			Women enrolled with the MCO, ages 40 - 64 years


									7			Percent			Percentage of women who had a Mammogram during the prior 12 months, agse 40 - 64 years


			QR-PCC4			Cervical Cancer Screening			8			Number			Women who had one or more PAP tests, ages 21 - 64 years


									9			Number			Women enrolled with the MCO, ages 21 - 64 years


									10			Percent			Percentage of women who had one or more PAP tests, ages 21 - 64 years


			QR-PCC5			Chlamydia Sreening 			11			Number			Women who had a Chlamydia screening, ages 19 - 24 years


									12			Percent			Percentage of women who had a Chlamydia screening, ages 19 - 24 years








															Mark an 'X' if updated from previous report version


															Date of update resubmission


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






PCC Reports 1-5 (BASIC) 


			MCE Name:


			Submission Date:


			Report Series:			Preventive Services and Chronic Care Reports -HIP Basic


			Report Code:			QR-PCC1 thru QR-PCC5


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC1			Adults' Access to Preventive/ Ambulatory Services (HEDIS) 			1			Percent			Percentage of Preventive or Ambulatory visits, ages 19 - 44 years


									2			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 - 64 years


			QR-PCC2			Preventive Exam (Rollover related)			3			Percent			Percentage of members who received a preventive exam (As described in HIP Preventive Services Policy; Preventive Exam or Alternative Preventive Exam Codes apply) 


									4			Percent			Percentage of members who received a preventive service (other than a preventive exam). (Other preventive services are described in HIP Preventive Services Policy)


			QR-PCC3			Breast Cancer Screening			5			Number			Women who had a Mammogram within prior 12 months, ages 40 - 64 years


									6			Number			Women enrolled with the MCO, ages 40 - 64 years


									7			Percent			Percentage of women who had a Mammogram during the prior 12 months, agse 40 - 64 years


			QR-PCC4			Cervical Cancer Screening			8			Number			Women who had one or more PAP tests, ages 21 - 64 years


									9			Number			Women enrolled with the MCO, ages 21 - 64 years


									10			Percent			Percentage of women who had one or more PAP tests, ages 21 - 64 years


			QR-PCC5			Chlamydia Sreening 			11			Number			Women who had a Chlamydia screening, ages 19 - 24 years


									12			Percent			Percentage of women who had a Chlamydia screening, ages 19 - 24 years








															Mark an 'X' if updated from previous report version


															Date of update resubmission


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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PCC Reports 1-5 (State Plan)


			MCE Name:


			Submission Date:


			Report Series:			Preventive Services and Chronic Care Reports -HIP State Plan


			Report Code:			QR-PCC1 thru QR-PCC5


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC1			Adults' Access to Preventive/ Ambulatory Services (HEDIS) 			1			Percent			Percentage of Preventive or Ambulatory visits, ages 19 - 44 years


									2			Percent			Percentage of  Preventive or Ambulatory visit, ages 45 - 64 years


			QR-PCC2			Preventive Exam (Rollover related)			3			Percent			Percentage of members who received a preventive exam (As described in HIP Preventive Services Policy; Preventive Exam or Alternative Preventive Exam Codes apply) 


									4			Percent			Percentage of members who received a preventive service (other than a preventive exam). (Other preventive services are described in HIP Preventive Services Policy)


			QR-PCC3			Breast Cancer Screening			5			Number			Women who had a Mammogram within prior 12 months, ages 40 - 64 years


									6			Number			Women enrolled with the MCO, ages 40 - 64 years


									7			Percent			Percentage of women who had a Mammogram during the prior 12 months, agse 40 - 64 years


			QR-PCC4			Cervical Cancer Screening			8			Number			Women who had one or more PAP tests, ages 21 - 64 years


									9			Number			Women enrolled with the MCO, ages 21 - 64 years


									10			Percent			Percentage of women who had one or more PAP tests, ages 21 - 64 years


			QR-PCC5			Chlamydia Sreening 			11			Number			Women who had a Chlamydia screening, ages 19 - 24 years


									12			Percent			Percentage of women who had a Chlamydia screening, ages 19 - 24 years








															Mark an 'X' if updated from previous report version


															Date of update resubmission


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






PCC Reports 6-10 (PLUS)


			MCE Name:


			Submission Date:


			Report Name:			Preventive Services and Chronic Care Reports ( HIP Plus)


			Report Code:			QR-PCC6 thru QR-PCC10


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC6			Use of Appropriate Medications for Members with Asthma (HEDIS)			1			Deonominator			Members with asthma (per measure specifications)


									2			Percent			Members dispensed at least one prescription for a preferred therapy, ages 19 - 64 years


			QR-PCC7			Monitoring for Patients on Persistant Medications (HEDIS)			3			Number			Members that received at least 180-day supply ACE inhibitor or ARB


									4			Percent			Members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)


									5			Number			Members that received at least 180-day supply of Diuretics


									6			Percent			Members with appropriate follow-up for Diuretics (per HEDIS specifications)


			QR-PCC8			Comprehensive Diabetes Care			7			Number			Number of members with diabetes (type 1 and type 2), ages 19-64 years


									8			Percent			Percentage of members with diabetes who had a HbA1c testing, ages 19-64 years


									9			Percent			Percentage of members with diabetes who had a LDL-C screening, ages 19-64 years


									10			Percent			Percentage of members who received an annual eye exam, ages 19-64 years


									11			Percent			Percentage of members with diabetes who received medical attention for Nephropathy, ages 19-64 years


			QR-PCC9			Utilization of Imaging Studies for Low Back Pain			12			Percent			Members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis


			QR-PCC10			Adolescent Well-Child Visits			13			Percent			Percentage of members with 1 or more well-child visits in past 12 months, ages 19-21 years


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






PCC Reports 6-10 (BASIC)


			MCE Name:


			Submission Date:


			Report Name:			Preventive Services and Chronic Care Reports (HIP Basic)


			Report Code:			QR-PCC6 thru QR-PCC10


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC6			Use of Appropriate Medications for Members with Asthma (HEDIS)			1			Deonominator			Members with asthma (per measure specifications)


									2			Percent			Members dispensed at least one prescription for a preferred therapy, ages 19 - 64 years


			QR-PCC7			Monitoring for Patients on Persistant Medications (HEDIS)			3			Number			Members that received at least 180-day supply ACE inhibitor or ARB


									4			Percent			Members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)


									5			Number			Members that received at least 180-day supply of Diuretics


									6			Percent			Members with appropriate follow-up for Diuretics (per HEDIS specifications)


			QR-PCC8			Comprehensive Diabetes Care			7			Number			Number of members with diabetes (type 1 and type 2), ages 19-64 years


									8			Percent			Percentage of members with diabetes who had a HbA1c testing, ages 19-64 years


									9			Percent			Percentage of members with diabetes who had a LDL-C screening, ages 19-64 years


									10			Percent			Percentage of members who received an annual eye exam, ages 19-64 years


									11			Percent			Percentage of members with diabetes who received medical attention for Nephropathy, ages 19-64 years


			QR-PCC9			Utilization of Imaging Studies for Low Back Pain			12			Percent			Members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis


			QR-PCC10			Adolescent Well-Child Visits			13			Percent			Percentage of members with 1 or more well-child visits in past 12 months, ages 19-21 years


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






PCC Reports 6-10 (State Plan)


			MCE Name:


			Submission Date:


			Report Name:			Preventive Services and Chronic Care Reports State Plan


			Report Code:			QR-PCC6 thru QR-PCC10


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-PCC6			Use of Appropriate Medications for Members with Asthma (HEDIS)			1			Deonominator			Members with asthma (per measure specifications)


									2			Percent			Members dispensed at least one prescription for a preferred therapy, ages 19 - 64 years


			QR-PCC7			Monitoring for Patients on Persistant Medications (HEDIS)			3			Number			Members that received at least 180-day supply ACE inhibitor or ARB


									4			Percent			Members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)


									5			Number			Members that received at least 180-day supply of Diuretics


									6			Percent			Members with appropriate follow-up for Diuretics (per HEDIS specifications)


			QR-PCC8			Comprehensive Diabetes Care			7			Number			Number of members with diabetes (type 1 and type 2), ages 19-64 years


									8			Percent			Percentage of members with diabetes who had a HbA1c testing, ages 19-64 years


									9			Percent			Percentage of members with diabetes who had a LDL-C screening, ages 19-64 years


									10			Percent			Percentage of members who received an annual eye exam, ages 19-64 years


									11			Percent			Percentage of members with diabetes who received medical attention for Nephropathy, ages 19-64 years


			QR-PCC9			Utilization of Imaging Studies for Low Back Pain			12			Percent			Members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis


			QR-PCC10			Adolescent Well-Child Visits			13			Percent			Percentage of members with 1 or more well-child visits in past 12 months, ages 19-21 years


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 10 General Serv Util


			Section 10: General Services Utilization


			Report Name			Report Code			Reporting Frequency			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Ambulatory Care - PLUS, BASIC, State Plan			QR-GSU1			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - Non-Acute Care Discharges - PLUS, BASIC, State Plan			QR-GSU4			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - General Hospital/ Acute Care Discharges - PLUS, BASIC, State Plan			QR-GSU5			Quarterly			90 days			X									X									X									X									X


			Inpatient Utilization - General Hospital/ Acute Care ALOS - PLUS, BASIC, State Plan			QR-GSU6			Quarterly			90 days			X									X									X									X									X


			Inpatient Readmission Rate - PLUS, BASIC, State Plan			QR-GSU7			Quarterly			90 days			X									X									X									X									X


			Frequency of ER Utilization - PLUS, BASIC, State Plan			QR-GSU8			Quarterly			90 days			X									X									X									X									X








&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






GSU Reports (PLUS)


			MCE Name:


			Submission Date:


			Report Name:			General Services Utilization Reports - Plus


			Report Code:			QR-GSU1 thru QR-GSU6


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-GSU1			Ambulatory Care			1			Number			Outpatient visits per 1,000 member months, ages 19 years and older


									2			Number			Emergency visits per 1,000 member months, ages 19 years and older


			QR-GSU2
			Ambulatory Sensitive Conditions			3			Number			Discharges for members with diabetic short-term complications per 10,000 member months, ages 19 years and older


									4			Number			Discharges for members with chronic obstructive pulmonary disease per 10,000 member months, ages 19 years and older


									5			Number			Discharges for members  with congestive heart failure (CHF) per 10,000 member months, ages 19 years and older


									6			Number			Discharges for members with bacterial pneumonia per 10,000 member months, ages  19 years and older


			QR-GSU3			ER Bounce Back			5			Numerator			Total number of members that were seen subsequently in the ER one time within 30 days of an initial ER visit


									6			Numerator			Total number of members that were seen subsequently in the ER two or more times within 30 days of an initial ER visit


									7			Denominator			Total persons that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after ER visit.


									8			Percent			Members who visit the ED and subsequently return to the ER within 30 days of discharge.


			QR-GSU4			Inpatient Utilization - General Hospital/ Acute Care Discharges			9			Number			Medicine Discharges per 1,000 member months, ages 19 years and older 


									10			Number			Surgery Discharges per 1,000 member months, ages 19 years and older


									11			Number			Total Discharges per 1,000 member months, ages 19 ars and older


			QR-GSU5			Inpatient Utilization - General Hospital/ Acute Care ALOS			12			Number			Average Length of Stay for Medicine Discharges, ages 19 years and older 


									13			Number			Average Length of Stay for Surgery Discharges, ages 19 years and older


									14			Number			Average Length of Stay for Total Inpatient Discharges, ages 19 years and older


			QR-GSU6			Inpatient Readmission Rate			15			Number			Total inpatient discharges in period


									16			Number			Readmissions within 30 days of discharge


									17			Percent			Percent of members who are discharged from an inpatient facility and subsequently readmitted within 30 days.


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






GSU Reports (BASIC)


			MCE Name:


			Submission Date:


			Report Name:			General Services Utilization Reports - Basic


			Report Code:			QR-GSU1 thru QR-GSU6


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-GSU1			Ambulatory Care			1			Number			Outpatient visits per 1,000 member months, ages 19 years and older


									2			Number			Emergency visits per 1,000 member months, ages 19 years and older


			QR-GSU2
			Ambulatory Sensitive Conditions			3			Number			Discharges for members with diabetic short-term complications per 10,000 member months, ages 19 years and older


									4			Number			Discharges for members with chronic obstructive pulmonary disease per 10,000 member months, ages 19 years and older


									5			Number			Discharges for members  with congestive heart failure (CHF) per 10,000 member months, ages 19 years and older


									6			Number			Discharges for members with bacterial pneumonia per 10,000 member months, ages  19 years and older


			QR-GSU3			ER Bounce Back			5			Numerator			Total number of members that were seen subsequently in the ER one time within 30 days of an initial ER visit


									6			Numerator			Total number of members that were seen subsequently in the ER two or more times within 30 days of an initial ER visit


									7			Denominator			Total persons that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after ER visit.


									8			Percent			Members who visit the ED and subsequently return to the ER within 30 days of discharge.


			QR-GSU4			Inpatient Utilization - General Hospital/ Acute Care Discharges			9			Number			Medicine Discharges per 1,000 member months, ages 19 years and older 


									10			Number			Surgery Discharges per 1,000 member months, ages 19 years and older


									11			Number			Total Discharges per 1,000 member months, ages 19 ars and older


			QR-GSU5			Inpatient Utilization - General Hospital/ Acute Care ALOS			12			Number			Average Length of Stay for Medicine Discharges, ages 19 years and older 


									13			Number			Average Length of Stay for Surgery Discharges, ages 19 years and older


									14			Number			Average Length of Stay for Total Inpatient Discharges, ages 19 years and older


			QR-GSU6			Inpatient Readmission Rate			15			Number			Total inpatient discharges in period


									16			Number			Readmissions within 30 days of discharge


									17			Percent			Percent of members who are discharged from an inpatient facility and subsequently readmitted within 30 days.


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






GSU Reports (State Plan)


			MCE Name:


			Submission Date:


			Report Name:			General Services Utilization Reports - State Plan


			Report Code:			QR-GSU1 thru QR-GSU6


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-GSU1			Ambulatory Care			1			Number			Outpatient visits per 1,000 member months, ages 19 years and older


									2			Number			Emergency visits per 1,000 member months, ages 19 years and older


			QR-GSU2
			Ambulatory Sensitive Conditions			3			Number			Discharges for members with diabetic short-term complications per 10,000 member months, ages 19 years and older


									4			Number			Discharges for members with chronic obstructive pulmonary disease per 10,000 member months, ages 19 years and older


									5			Number			Discharges for members  with congestive heart failure (CHF) per 10,000 member months, ages 19 years and older


									6			Number			Discharges for members with bacterial pneumonia per 10,000 member months, ages  19 years and older


			QR-GSU3			ER Bounce Back			5			Numerator			Total number of members that were seen subsequently in the ER one time within 30 days of an initial ER visit


									6			Numerator			Total number of members that were seen subsequently in the ER two or more times within 30 days of an initial ER visit


									7			Denominator			Total persons that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after ER visit.


									8			Percent			Members who visit the ED and subsequently return to the ER within 30 days of discharge.


			QR-GSU4			Inpatient Utilization - General Hospital/ Acute Care Discharges			9			Number			Medicine Discharges per 1,000 member months, ages 19 years and older 


									10			Number			Surgery Discharges per 1,000 member months, ages 19 years and older


									11			Number			Total Discharges per 1,000 member months, ages 19 ars and older


			QR-GSU5			Inpatient Utilization - General Hospital/ Acute Care ALOS			12			Number			Average Length of Stay for Medicine Discharges, ages 19 years and older 


									13			Number			Average Length of Stay for Surgery Discharges, ages 19 years and older


									14			Number			Average Length of Stay for Total Inpatient Discharges, ages 19 years and older


			QR-GSU6			Inpatient Readmission Rate			15			Number			Total inpatient discharges in period


									16			Number			Readmissions within 30 days of discharge


									17			Percent			Percent of members who are discharged from an inpatient facility and subsequently readmitted within 30 days.


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.














&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
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QR-GSU7 (PLUS)


			MCE Name:


			Version:


			Report Name:						Type of Emergency Room Utilization - Plus


			Report Code:						QR-GSU7


			Submission Date:








									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Member Months for Age Cohort in the Reporting Period			Number of                                                   ER Visits Adjudicated for the Experience Period			Number of                                        ER Visits Adjudicated that the MCE Deemed Emergent			Number of                                        ER Visits Adjudicated that the MCE Deemed                                                      Non-Emergent			ER Adjudicated Claims per 1,000 Members			Percent of Adjudicated ER Claims Emergent			Percent of Adjudicated ER Claims Non-Emergent			Check that Column 8+9 equals 100%


			Current Period Submission			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Second Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Third Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-GSU7 (BASIC)


			MCE Name:


			Version:


			Report Name:						Type of Emergency Room Utilization - Basic


			Report Code:						QR-GSU7


			Submission Date:








									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Member Months for Age Cohort in the Reporting Period			Number of                                                   ER Visits Adjudicated for the Experience Period			Number of                                        ER Visits Adjudicated that the MCE Deemed Emergent			Number of                                        ER Visits Adjudicated that the MCE Deemed                                                      Non-Emergent			ER Adjudicated Claims per 1,000 Members			Percent of Adjudicated ER Claims Emergent			Percent of Adjudicated ER Claims Non-Emergent			Check that Column 8+9 equals 100%


			Current Period Submission			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Second Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Third Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-GSU7 (State Plan)


			MCE Name:


			Version:


			Report Name:						Type of Emergency Room Utilization - State Plan


			Report Code:						QR-GSU7


			Submission Date:








									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Member Months for Age Cohort in the Reporting Period			Number of                                                   ER Visits Adjudicated for the Experience Period			Number of                                        ER Visits Adjudicated that the MCE Deemed Emergent			Number of                                        ER Visits Adjudicated that the MCE Deemed                                                      Non-Emergent			ER Adjudicated Claims per 1,000 Members			Percent of Adjudicated ER Claims Emergent			Percent of Adjudicated ER Claims Non-Emergent			Check that Column 8+9 equals 100%


			Current Period Submission			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Second Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			Third Previous Period			All									0			0			0			0												


						19 Years																														


						20+ Years																														


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-GSU8 (PLUS)


			MCE Name:


			Version:


			Report Name:						Frequency of Emergency Room Utilization - Plus


			Report Code:						QR-GSU8


			Submission Date:





									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)			(11)			(12)


																		Distribution of Members in Column #3


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Unique Members Enrolled that have had 180 Days of Continuous Enrollment			Members with Zero or One ER Visit in the 180 Day Period			Members with Two ER Visits in the 180 Day Period			Members with 3-9 ER Visits in the 180 Day Period			Members with 10 or More ER Visits in the 180 Day Period			Percent of Members with Zero or One ER Visit			Percent of Members with Two ER Visits			Percent of Members with 3-9 ER Visits			Percent of Members with 10 or More ER Visits			Check that Columns 8-11 equal 100%


			Current Period Submission			All Ages																																				


			Previous Period 			All Ages																																				


			Second Previous Period			All Ages																																				


			Third Previous Period			All Ages																																				


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-GSU8 (BASIC)


			MCE Name:


			Version:


			Report Name:						Frequency of Emergency Room Utilization - Basic


			Report Code:						QR-GSU8


			Submission Date:





									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)			(11)			(12)


																		Distribution of Members in Column #3


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Unique Members Enrolled that have had 180 Days of Continuous Enrollment			Members with Zero or One ER Visit in the 180 Day Period			Members with Two ER Visits in the 180 Day Period			Members with 3-9 ER Visits in the 180 Day Period			Members with 10 or More ER Visits in the 180 Day Period			Percent of Members with Zero or One ER Visit			Percent of Members with Two ER Visits			Percent of Members with 3-9 ER Visits			Percent of Members with 10 or More ER Visits			Check that Columns 8-11 equal 100%


			Current Period Submission			All Ages																																				


			Previous Period 			All Ages																																				


			Second Previous Period			All Ages																																				


			Third Previous Period			All Ages																																				


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






QR-GSU8 (State Plan)


			MCE Name:


			Version:


			Report Name:						Frequency of Emergency Room Utilization - State Plan


			Report Code:						QR-GSU8


			Submission Date:





									(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)			(11)			(12)


																		Distribution of Members in Column #3


			Experience Period			Age Cohort			Mark X if Data on Row is an Update from a Previous Submission			Experience Period			Total Unique Members Enrolled that have had 180 Days of Continuous Enrollment			Members with Zero or One ER Visit in the 180 Day Period			Members with Two ER Visits in the 180 Day Period			Members with 3-9 ER Visits in the 180 Day Period			Members with 10 or More ER Visits in the 180 Day Period			Percent of Members with Zero or One ER Visit			Percent of Members with Two ER Visits			Percent of Members with 3-9 ER Visits			Percent of Members with 10 or More ER Visits			Check that Columns 8-11 equal 100%


			Current Period Submission			All Ages																																				


			Previous Period 			All Ages																																				


			Second Previous Period			All Ages																																				


			Third Previous Period			All Ages																																				


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
HIP Reports	






Section 11 Behavioral Health


			Behavioral Health


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Behavioral Health Medical Expenses			QR-BH1			Quarterly			90 day			X									X									X									X									X


			Follow-Up After Hospitalization for Mental Illness			QR-BH2			Quarterly			90 day			X									X									X									X									X


			Atypical Antipsychotic Treatment Monitoring			QR-BH3			Quarterly			90 day			X									X									X									X									X


			Behavioral Health - Facilities with Inpatient Beds			AN-BH1			Annually			None			X																																				X





&"Palatino Linotype,Regular"Office of Medicaid Policy and Planning
MCE - Behavioral Health Reports	






QR-BH1


			Behavioral Health


			MCE Name:


			Submission Date:


			Report Name:						Behavioral Health Medical Expenses


			Report Code:						QR-BH1





																		Submission Quarter


																		3rd Previous Period						2nd Previous Period						Previous Period						Current Period


			Report Code			Report Name			Item No.			Value Type			Data Description			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths			Qtr			Rolling 12 Mths


			QR-BH1
			Behavioral Health Medical Expenses			1			Number			Total of ALL behavioral health services costs (pharmacy and all other costs) per 1,000 member months


									2			Number			Cost of pharmacy-only behavioral health services per 1,000 member months


									3			Number			Cost of behavioral health services (non-pharmacy) provided by behavioral health providers per 1,000 member months


									4			Number			Cost of behavioral health services (non-pharmacy) provided by non-behavioral health providers per 1,000 member months


									5			Number			Cost per Member Receiving Services


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-BH2


			Behavioral Health


			MCE Name:


			Submission Date:


			Report Name:						Follow-Up after Hospitalization for Mental Illness


			Report Code:						QR-BH2									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-BH2			Follow-Up After Hospitalization for Mental Illness			1			Number			Number of members discharged from a BH hospitalization


									2			Number			Number of members readmitted within 30 days of a discharge from a BH hospitalization


									3			Number			Number of follow-ups within 30 days of discharge


									4			Percent			Percent of follow-ups within 30 days of discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									5			Number			Number of members readmitted within 30 days who had a follow-up within 30 days of initial discharge


									6			Percent			Percent of members readmitted within 30 days who had a follow-up within 30 days of initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									7			Number			Number of follow-ups within 7 days of discharge


									8			Percent			Percent of follow-ups within 7 days of discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									9			Number			Number of members readmitted within 30 days who had a follow-up within 7 days of initial discharge


									10			Percent			Percent of members readmitted within 30 days who had a follow-up within 7 days of initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									11			Number			Number members with bridge appointments following initial discharge


									12			Percent			Percent of members with bridge appointments following initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									13			Number			Number of members readmitted within 30 days who had a bridge appointment following initial discharge


									14			Percent			Percent of members readmitted within 30 days who had a bridge appointment following initial discharge			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


									15			Percent			Total readmission rate			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-BH3


			Behavioral Health


			MCE Name:


			Submission Date:


			Report Name:						Atypical Antipsychotic Treatment Monitoring


			Report Code:						QR-BH3									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-BH3			Atypical Antipsychotic Treatment Monitoring			1			Number			Number of members dispensed an atypical antipsychotic medication, age 19


									2			Number			Number of members dispensed an atypical antipsychotic medication, ages 20 and over


									3			Percent			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 19


									4			Percent			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 20 and over


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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Section 12 Maternity


			Section 12: Maternity


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Power Accounts Status			QR-MN1			Quarterly			90 day			X									X									X									X									X


			Weeks of Pregnancy			QR-MN2			Quarterly			90 day			X									X									X									X									X


			Prenatal and Postpartum Care			QR-MN3			Quarterly			90 day			X									X									X									X									X


			Maternity Discharges			QR-MN4			Quarterly			90 day			X									X									X									X									X
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QR-MN1


			MCE Name:


			Submission Date:


			Report Name:			POWER Account Status


			Report Code:			QR-MN1





																		Submission Quarter


			Report Code			Report Name			Item No.			Value Type			Data Description			3rd Previous			2nd Previous			Previous			Current


			QR-MN1			POWER Account Status			1			Number			Number of pregnant members whose Power Account Contributions were suspended


						POWER Account Status			2			Number			Number of pregnant members whose Power Account Contributions were reinstated





			Comments: To include known system limitations, policy barriers, or requests for clarification:





			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-MN2 & QR-MN3


			MCE Name:


			Submission Date:


			Report Name:						Weeks of Pregnancy                          Prenatal and Postpartum Care


																		Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			QR-MN2			Weeks of Pregnancy			9			Percent			Prior to 0 weeks


									10			Percent			1-12 weeks


									11			Percent			13-27 weeks


									12			Percent			28 or more weeks


									13			Percent			Unknown


			QR-MN3			Prenatal and Postpartum Care			14			Percent			Percentage of deliveries that received a prenatal care visit as a member of the MCO in the first trimester OR within 42 days of enrollment 


									15			Percent			Percentage of deliveries that received a postpartum care visit on or between 21 and 56 days after delivery


									16			Percent			Percentage of deliveries with greater than or equal to 81 percent of the expected number of prenatal care visits


			MCE Comments: 





			Footnote: 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-MN4


			MCE Name:


			Submission Date:


			Report Name:						Maternity Reports


			Report Code:						QR-MN4									Submission Quarter


																		3rd Previous			2nd Previous			Previous			Current


			Report Code			Report Name			Item No.			Value Type			Data Description			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths			Rolling 12 Mths


			MN4			Maternity Discharges 			1			Number			Total Maternity Discharges


									2			Number			Non-Complex Vaginal Delivery Discharges


									3			Number			Complex Vaginal Delivery Discharges


									4			Number			Non-Complex Cesarean Delivery Discharges


									5			Number			Complex Cesarean Delivery Discharges


									6			Number			Total Maternity Inpatient Days in Period


									7			Number			Non-Complex Vaginal Delivery Days


									8			Number			Complex Vaginal Delivery Days


									9			Number			Non-Complex Cesarean Delivery Days


									10			Number			Complex Cesarean Delivery Days


															Overall ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Non-Complex Vaginal Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Complex Vaginal Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Non-Complex Cesarean Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Complex Cesarean Delivery ALOS			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!			ERROR:#DIV/0!


															Mark an 'X' if updated from previous report version


															Date of update resubmission


			Comments: To include known system limitations, policy barriers, or requests for clarification:


			Footnote: 


			All measures based on the Mother's claim, not the Newborn's claim


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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Section 13 Pharmacy


			Section 13: Pharamacy


			Report Name			Report Code			Reporting Period			Lag Period			Deadline


															Jan			Feb			Mar			Apr			May			Jun			Jul			Aug			Sep			Oct			Nov			Dec			Jan


			Formulary Preferred Drug List Compliance			QR-Pharm			Quarterly			90 day			X									X									X									X									X


			Pharmacy Helpline Performance to Providers			QR-Pharm P1			Quarterly			90 day			X									X									X									X									X


			Pharmacy Grievances and Appeals			QR-Pharm M2			Quarterly			90 day			X									X									X									X									X


			Pharmacy Utilization Report			MO-Pharm U1			Monthly			90 day			X			X			X			X			X			X			X			X			X			X			X			X			X








QR-PHARM PDL


			MCE Name:


			Reporting Period:


			Report Name:			Formulary Preferred Drug List Compliance


			Report Code: 			QR-Pharm PDL








			Program			Total Claims Number			Number of claims for PDL/Formulary drugs			Number of claims for Non-PDL/Non-Formulary drugs			Percentage of claims on PDL/Formulary


			Basic 


			Plus 


			State Plan  














QR-PHARM P1


			MCE Name:


			Version:


			Report Name:			Pharmacy Helpline Performance to Providers


			Report Code:			QR-PHARM P1


			Submission Date:


						Experience Period  >>


			Item No.			Data Description			Third Previous Period			Second Previous Period			Previous Period 			Current Period Submission


			1			Number of Provider Calls Received			0			0			0			0


			2			Number of Provider Calls Answered			0			0			0			0


			3			Number of Provider Calls Answered Live Within 30 Seconds			0			0			0			0


			4			Performance Measure #1: Pct in 30 Seconds												


			5			Number of Calls Resolved during Initial Contact with the Provider			0			0			0			0


			6			Performance Measure #2: Pct 												


			 			Mark an 'X' if updated from previous report version


			 			Date of update resubmission


			MCE Comments (as needed):


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated and fill in the resubmission date.
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QR-PHARM M2


			MCE Name:																					 


			Report Name:						Pharmacy Grievances and Appeals


			Report Code:						QR-PHARM M2


			Submission Date:





			GRIEVANCES


						(1)			(2)			(3)			(4)			(5)			(6)			(7)			(8)			(9)			(10)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Pharmacy Months in Quarter			Number of HIP Pharmacy Grievances Received in Quarter			Number of HIP Member Grievances Pending from Prior Periods			Statistics on Timing of Resolved Grievances Received in this Quarter (as of the last day of the Experience Period / Reporting Quarter)												Not resolved as of Report Submission Date


			Period																		Same or Next Business Day After Received			2 to 5 Business Days After Received			6 to 20 Business Days After Received			More than 20 Business Days After Received


			Current Period Submission


			Previous Period 


			Second Previous Period


			Third Previous Period


			APPEALS


						(11)			(12)			(13)			(14)			(15)			(16)			(17)			(18)			(19)			(20)


			 			Mark X if Row is an Update from a Previous Submission			Experience Period			Type of Appeal			Number of HIP Pharmacy Appeals Received in Quarter			Number of HIP Pharmacy Appeals Pending from Prior Quarter			Statistics on Timing of Resolved Appeals Received in this Quarter (as of the last day of the Experience Period/Reporting Quarter)												Not resolved as of Report Submission Date


			Period																		Up to 48 Hours			More than 48 Hours			Up to 30 Business Days After Received			More than 30 Business Days After Received


			Current Period Submission									Expedited


												Non Expedited


			Previous Period 									Expedited


												Non Expedited


			Second Previous Period									Expedited


												Non Expedited


			Third Previous Period									Expedited


												Non Expedited


			MCE Comments (as needed): 


			This report shows the current period submission and the three previous periods. As a quarterly report this will show a full year of submissions.


			When submitting changes for any previously reported data, indicate the changed column with an 'X' where designated.
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MO-Pharm U1


			MCE Name:


			Reporting Period:


			Report Name:			Pharmacy Utilization Report


			Report Code: 			MO-Pharm U1





			HIP Plus


			Month of Service			No. of Unduplicated Members			No. of Paid Pharmacy Claims			Total Pharmacy Expenditures			Avg. Expenditures Per Member			No. of Paid Generic Drug Pharmacy Claims			Total Pharmacy Expenditures for Generic Drugs			Avg. Expenditures per Member for Generic Drug Pharmacy Claims


			Month 1


			Month 2


			Month 3


			Quarter


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





			HIP Basic


			Month of Service			No. of Unduplicated Members			No. of Paid Pharmacy Claims			Total Pharmacy Expenditures			Avg. Expenditures Per Member			No. of Paid Generic Drug Pharmacy Claims			Total Pharmacy Expenditures for Generic Drugs			Avg. Expenditures per Member for Generic Drug Pharmacy Claims


			Month 1


			Month 2


			Month 3


			Quarter


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:





			HIP State Plan


			Month of Service			No. of Unduplicated Members			No. of Paid Pharmacy Claims			Total Pharmacy Expenditures			Avg. Expenditures Per Member			No. of Paid Generic Drug Pharmacy Claims			Total Pharmacy Expenditures for Generic Drugs			Avg. Expenditures per Member for Generic Drug Pharmacy Claims


			Month 1


			Month 2


			Month 3


			Quarter


			Comments: To include known system limitations, reporting assumptions, barriers, or requests for clarification:
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MCE Reporting Manual


Additional Capitation Rate Calculation Sheet (CRCS) Documentation Logic


OMPP’s contracted actuary utilizes the information supplied through the CRCS reporting along with data collected via the encounter data submission process through the contracted fiscal agent to conduct the managed care utilization and cost analysis. Certain standard logic is applied by the actuary to effectively capture the data into categories of service as discussed below.





Date Cutoffs:


The cutoff dates for reporting CRCS data are illustrated in the table below. These dates are consistent across all programs.





			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			CRCS File Date Cutoffs 





			Service Quarter


			Paid Date Cutoff


			Submission Cutoff





			201501 to 201503


			6/30/2015


			7/31/2015





			201501 to 201506


			9/30/2015


			10/31/2015





			201501 to 201509


			12/31/2015


			1/31/2016





			201501 to 201512


			3/31/2016


			4/30/2016











The service quarter is the first date of service on the encounter claim. 


The paid date cutoff is determined based on the actual plan paid date, as reflected in the coordination of benefits data in the EDW. 


We do not have a submission cutoff field in the data. However, the EDW data is refreshed on a weekly basis, and we run our summarization programs on the submission cutoff dates listed in the table above.





CRCS Logic:





Member Month Count:


For HIP, all members are assigned a full month regardless of the number of days enrolled.


Duplication:


The actuary applies the following logic to the data to adjust for duplicate claims. This allows retention of only one version of each unique claim line. Duplication of claims occurs when the same claim is submitted multiple times. 





The actuary develops a “Unique Key” for each claim line in order to effectively identify all duplicated data lines.









			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			Unique Key Logic





			Claim Type


			Claim Type


			Unique Key





			UB-04


			Inpatient


			Recipient ID + Date of Service + Claim Line Number + DRG 





			UB-04


			Outpatient


			Recipient ID + Date of Service + Claim Line Number + Revenue Code + Procedure Code





			Pharmacy


			Pharmacy


			Recipient ID + Date of Service + Claim Line Number + NDC Code





			CMS 1500


			*Radiology/Pathology 


			Recipient ID + Date of Service + Claim Line Number + Procedure Code + Procedure Modifier





			CMS 1500


			All Other


			Recipient ID + Date of Service + Claim Line Number + Procedure Code 








* Only if Procedure Modifier is TC or 26





When there is not a clear choice on which of the multiple claim lines with the same “Unique Key” to include in the CRCS analysis, the actuary will retain the paid claim line with the most recent date paid. 





Units allowed are currently not reported for HIP claims. Units billed may be used as an alternative . Please refer to the guidelines outlined for each service category in the tables starting on page 5 of this section.





Only units from paid claim lines are countable in the CRCS analysis.





Category of Service Assignment Logic:


The category of service assignment logic may depend on DRG, Revenue Code, NDC, CPT-4, or HCPCS codes, or place of service. The category of service tables included in this document list all the codes that are used to map claim lines into specific categories of service. In addition, the SQL reference table that is used to map the encounter claims into categories of service is provided. 





Further, logic is included regarding the mapping of unassigned claims to a default category of service. For example, if an inpatient claim is not assigned by a DRG code, it would automatically be mapped into the Inpatient Hospital – Other Inpatient COS. In the same manner, if an outpatient claim is not assigned using a Revenue code, it will be automatically mapped into Outpatient Hospital – Other Outpatient COS. Prescription drug claims (non UB92/HCFA Rx claims) are automatically assigned into Pharmacy – Prescription Drugs COS. The CMS 1500 claim lines that are not assigned by the CPT-4/ HCPCS procedure codes into a specific category of service will flow through the provider specialty SQL logic. Included is the provider specialty code mapping to the specific categories of services.





Of particular note, Anesthesiologist services are removed from the Physician – Inpatient and Outpatient Surgery COS. These claim lines of service are identified using ‘AA’, ‘AD’, and ‘AE’ procedure code modifiers, or alternatively if a CPT-4 Code on the claim line is less than ‘10000.’ These claim lines are mapped into the Physician – Other Professional COS. 





Assistant Surgeon services are mapped into the Physician – Inpatient and Outpatient Surgery COS. These claim lines of service are identified using ‘AS’, ‘80’, ‘81’ and ‘82’ procedure code modifiers.





CRCS Analysis Results:





Once the COS logic is complete, various cost and utilization results are computed.





Average Cost per Unit:


In the resulting CRCS analysis, a cost per unit is calculated for each COS line item. The equation is the Total Encounter Dollars over the Total Countable Units that have positive (non-zero) paid amounts.





Service Cost per member per month:


To determine the average cost spread across the population on a PMPM basis, the equation is the Annual Utilization per 1,000 multiplied by the Average Cost per Unit divided by 12,000.





Encounter PMPM:


To determine the cost of the submitted claims based off the re-processing of claims by the fiscal agent on a PMPM basis, the equation is the Total Paid Amount for all Encounter data over the Total Member Months.





Annual Utilization per 1,000:


To determine the average utilization on a comparable per 1,000 basis, the equation is the Total Encounter Units over the Total Member Months, multiplied by 12,000.









			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			Category of Service: Inpatient Hospital





			Inpatient Medical/Surgical/Non-Delivery Maternity


			Units are considered to be the number of days associated with the inpatient stay for all programs.





			AP-DRGs


			CMS DRGs





			0001 – 0369


			001 – 761





			0376 – 0384


			769 – 770





			0392 – 0423


			776 – 794





			0439 – 0468


			799 – 872





			0471 – 0494


			901 – 989





			0530 – 0589


			





			0602 – 0619


			





			0622 – 0628


			





			0631 – 0641


			





			0700 – 0716


			





			0730 – 0740


			





			0752


			





			0754 – 0901


			





			Inpatient Well Newborn


			Units are considered to be the number of days associated with the inpatient stay. To calculate the days of hospitalization, units are calculated by using the difference between the last date of service and admission date. If the last date of service and admission are equal, this will be considered to equal one day (1 unit).





			AP-DRGs


			CMS DRGs





			0620 – 0621


			795





			0629 – 0630


			





			Inpatient Behavioral Health


			Units are considered to be the number of days associated with the inpatient stay.





			AP-DRGs


			CMS DRGs





			0424 – 0432


			876 - 897





			0743 – 0751


			





			0753


			





			

Other Inpatient


			Units are considered to be the number of days associated with the inpatient stay.





			All other unassigned Inpatient claims.














			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			Category of Service: Outpatient Hospital





			[bookmark: OLE_LINK1]Emergency Room


			Reassign one unit per each claim line item assigned per revenue code.





			Revenue Code





			450 – 459





			981





			Outpatient Pharmacy


			Reassign one unit per each claim line item assigned.


NOTE: Only UB92 claims are assigned to this category.





			CPT – 4 / HCPCS Code


			NDC Code





			90281 – 90399


			Any valid NDC Reported





			96360 – 96549


			





			A9500 – A9700


			





			J0110 – J9999


			





			Q0138 – Q2051


			





			Q9953 – Q9967


			





			S0012 – S0199


			





			S4993 – S5010


			





			Other Outpatient


			Reassign one unit per each claim line item assigned.





			Revenue Code





			All other revenue codes excluding those itemized under emergency room, transportation, or DME, home health, Outpatient Pharmacy, and other ancillary services.











			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			Category of Service: Pharmacy





			Prescription Drugs/OTC Drugs


			Reassign one unit per each claim line will be considered one script.





			All Prescription Drugs Dispensed From Pharmacy.















			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			Category of Service: Ancillary





			Transportation


			Units will equal submitted units available on all claim lines except claim lines with procedure codes that represent mileage and wait components. (HCPCS codes A0160, A0420, A0425, A0436, A0888, P9603, and T2007). Since units represent “trips”, CRCS units for mileage and wait components are set to zero.





			CPT – 4 / HCPCS Code


			Revenue Code


			Provider Type





			A0001 – A0999


			540 – 549


			Or any services provided by a Transportation Provider and not assigned by CPT-4/ HCPCS methodology or not Provider Type Specific.





			P9603 – P9604


			


			





			S0207 – S0215


			


			





			T2001 – T2007


			


			





			T2049


			


			





			DME, Home Health, Other Ancillary


			Reassign one unit per each claim line item assigned





			CPT – 4 / HCPCS Code 


			Revenue Code


			Provider Type





			92393


			270 – 279


			Or any services provided by DME, Home Health, and Other Ancillary Providers and not assigned by CPT‑4/ HCPCS methodology or not Provider Type Specific.





			99500 – 99602


			290 – 299


			





			A4206 – A8999


			527


			





			A9000 – A9300


			570 – 609


			





			A9900 – A9999


			621 – 624


			





			B4000 – B9999


			640 – 649


			





			C1728 – C2621


			651 – 654


			





			E0100 – E9999


			660 – 669


			





			G0001 – G9999


			


			





			K0001 – K9999


			


			





			L0001 – L9999


			


			





			Q0001 - Q0137 


			


			





			Q2052 – Q4152


			


			





			S5035 – S5523


			


			





			S8095 – S8490


			


			





			S8999 – S9034


			


			





			S9208 – S9381


			


			





			S9490 – S9810


			


			





			T1021


			


			





			T2101 – T5999


			


			





			V5011 – V5275


			


			





			V5335 – V5336


			


			





			Dental


			Reassign one unit per each claim line assigned. 





			CPT – 4 / HCPCS Code





			Provider Type





			D0001 – D9999





			Or any services provided by a Dental Provider and not assigned by CPT-4/ HCPCS methodology or not Provider Type Specific.





			Nursing Home


			Rehabilitation stays in Nursing Homes. Units are considered to be the number of days associated with the nursing home stay.





			Revenue Code with Place of Service





			Revenue Code: 100 – 130        Place of Service: 31 - 32





			Hospice


			Hospice in the home. Units are considered to be the number of days associated with the hospice stay.





			Revenue Code 





			651 – 654   















			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			Category of Service: Physician





			Inpatient and Outpatient Surgery


CRCS reported units correspond to allowed units on each line item.





			CPT – 4 / HCPCS Code





			10000 – 36414





			36417 – 58999





			59525





			60000 - 69999





			92920 - 92943





			92973 - 92974





			92980 – 92998





			93451 – 93462





			93501 – 93536





			93580 – 93583





			99143 – 99150





			M0301





			S2053 – S2250





			S2270 – S2900





			
Office Visits/Consults


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code





			98966 – 98969





			99201 – 99215





			99241 – 99245





			99321 – 99355





			99358 – 99359





			99361 – 99362





			99366 – 99380





			99441 – 99444





			99499





			T1015





			Well Baby Exams/Physical Exams


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code





			99381 – 99404





			99411 – 99429





			99432





			99435





			99460 – 99463





			
Hospital Inpatient Visits


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code





			90816 – 90829





			99217 – 99239





			99251 – 99255





			99289 – 99318





			99356 – 99357





			99431





			99433





			99436





			99440





			99464 – 99469





			99471 – 99472





			99475 – 99486





			Emergency Room Visits


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code





			99281 – 99288





			
Radiology


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code


			Provider Type





			70000 – 79999


			Or any services provided by Radiology providers and not assigned by CPT-4/ HCPCS or not Provider Type Specific





			P0001 – P9009


			





			R0009 – R0999


			





			S3600 – S3890


			





			Pathology


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code


			Provider Type





			36415 – 36416


			Or any services provided by Pathology providers and not assigned by CPT-4/ HCPCS or not Provider Type Specific





			80000 – 89999


			





			Outpatient Behavioral Health


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code





			90785





			90791 – 90815





			90832 – 90899





			96100 – 96199





			99406 – 99409





			H0001 – H0050





			H1011 – H2037





			M0064





			S0201





			Self-Referral


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code


			Provider Type





			92395 – 92396


			 Or any services provided by Chiropractic / Podiatric Providers and not assigned by CPT-4/ HCPCS or not Provider Type Specific





			92499


			





			98940 – 98943


			





			99172 – 99174


			





			Vision


Reported units available per each line item assigned.





			CPT – 4 / HCPCS Code


			Provider Type





			92002 – 92392


			Or any services provided by Optician/ Optometrist and not assigned by CPT-4/ HCPCS or not Provider Type Specific





			V2020 – V2799


			





			Office Administered Drugs


Reported units available per each line item assigned.


NOTE: Only CMS 1500/HCFA claims are assigned to this category.





			CPT – 4 / HCPCS Code





			90281 – 90399





			96360 – 96549





			A9500 – A9700





			J0110 – J9999





			Q0138 – Q2051





			Q9953 – Q9967





			S0012 – S0199





			S4993 – S5010








			Other Professional


Reassign one unit per each claim line assigned. This will eliminate the adverse impact of claim line items with large units on overall utilization for this category of service.





			CPT – 4 / HCPCS Code


			Provider Type





			00001 – 09999


			Or any services provided by Other Professional Providers and not assigned by CPT-4/ HCPCS methodology or not Provider Type Specific. This includes services performed by an Anesthesiologist.





			H5160


			





			H5200 – H5300


			





			V5337 – V5999


			















			State of Indiana





			Family and Social Services Administration





			Healthy Indiana Plan 2.0





			Category of Service: Maternity





			

Inpatient Maternity - Delivery


			Units are considered to be the number of days associated with the inpatient stay. To calculate the days of hospitalization, units are calculated by using the difference between the last date of service and admission date. If the last date of service and admission are equal, this will be considered to equal one day (1 unit).





			AP-DRGs


			CMS DRGs





			0370 – 0375


			765 – 768





			0650 – 0652


			774 – 775





			

Physician Maternity - Delivery


Reported units available per each line item assigned. Excludes anesthesiologist and assistant surgeon services





			CPT – 4 / HCPCS Code





			59400





			59409 – 59410





			59510 – 59515





			59610





			59612





			59614





			59618





			59620





			59622





			

Physician Maternity – Non-Delivery


Reported units available per each line item assigned. Excludes anesthesiologist and assistant surgeon services





			CPT – 4 / HCPCS Code





			59000 – 59399





			59412 – 59414





			59425 – 59430





			59812 – 59899





			H1000 – H1005
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The following data represents the detailed claims file layout that is used by the OMPP actuary when reviewing HIP encounter claims information stored in the enterprise data warehouse.





			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			AGE


			NUMERIC


			3


			YES


			AGE OF PATIENT AT TIME OF SERVICE





			RECIPIENT_AID_CATGY


			VARCHAR


			2


			YES


			OMPP AID CATEGORY  EXAMPLES: A-AGED, B-BLIND, FS-FIRST STEPS





			AMT_ALLOWED_DETAIL


			DECIMAL


			9


			YES


			THE AMOUNT ALLOWED FOR THE SERVICE PROVIDED ON THE CLAIM DETAIL.





			AMT_BILLED_DETAIL


			DECIMAL


			9


			YES


			THE BILLED AMOUNTS FOR THE CLAIM DETAIL





			AMT_COINSURANCE_DETAIL


			DECIMAL


			9


			YES


			AMOUNT DUE FROM MEDICAID FOR A COINSURANCE CHARGED BY MEDICARE NORMALLY PAID BY RECIPIENT





			AMT_COPAY_DETAIL


			DECIMAL


			9


			YES


			AMOUNT OF CO-PAY APPLICABLE TO THE SERVICE PROVIDED. 





			AMT_TPL_DETAIL


			DECIMAL


			9


			YES


			AMOUNT OF CLAIM DETAIL COVERED BY THIRD PARTY LIABILITY





			TPL_COVERAGE_FLAG


			VARCHAR


			3


			YES


			THIRD-PARTY LIABILITY COVERAGE FLAG - OTHER THAN MEDICARE





			AMT_PAID_DETAIL


			DECIMAL


			9


			YES


			AMOUNT PAYMENT LISTED ON RAW CLAIM – BEFORE CUTBACKS ARE APPLIED.





			AMT_PAID_PRORATED


			DECIMAL


			9


			YES


			MCO DETAIL AMOUNT PAID INCLUDES AMOUNT FROM MEMBER/STATE POWER ACCOUNT





			BILL_TYPE


			VARCHAR


			10


			YES


			CODE WHICH INDICATES THE SPECIFIC TYPE OF FACILITY THAT IS BILLING FOR SERVICES





			CLAIM_NUMBER


			VARCHAR


			20


			YES


			ICN - UNIQUE NUMBER ASSIGNED TO EACH CLAIM BY HP





			CLAIM_LINE


			VARCHAR


			6


			YES


			DETAIL NUMBER OF CLAIM





			CATGY_OF_SERVICE


			CHAR


			6


			YES


			MARS CATEGORY OF SERVICE 





			CLAIM_TRANS_TYPE


			VARCHAR


			1


			NO


			INDICATES WHETHER THE CLAIM IS AN ORIGINAL CLAIM (O), A VOIDED CLAIM (V), OR A REPLACEMENT CLAIM (R)





			CLAIM_TYPE


			VARCHAR


			5


			YES


			INDICATES THE TYPE OF CLAIM FORM (UB92, CMS 1500, DENTAL, RX),  AND CROSSOVER STATUS





			DATA_SOURCE


			VARCHAR


			10


			YES


			CODE THAT INDICATES THE SOURCE FILE FOR CLAIM INFORMATION





			ICD_INDICATOR


			VARCHAR


			1


			YES


			INDICATES WHICH ICD VERSION IS USED ON CLAIM LINE (0 = ICD-10, 9 = ICD-9)





			DATE_ADMISSION


			 MM/DD/YYYY


			10


			YES


			DATE THAT THE RECIPIENT WAS ADMITTED BY THE PROVIDER FOR IN-FACILITY CARE





			DATE_BILLED


			 MM/DD/YYYY


			10


			YES


			DATE CLAIM RECEIVED BY HP





			DATE_BEGIN_SERVICE_DETAIL


			 MM/DD/YYYY


			10


			YES


			DATE ON WHICH SERVICE WAS FIRST PROVIDED (OLDEST DATE OF ALL DETAILS)





			DATE_END_SERVICE_DETAIL


			 MM/DD/YYYY


			10


			YES


			DATE ON WHICH SERVICE WAS LAST PROVIDED (LATEST DATE OF ALL DETAILS)





			DATE_ADJUSTMENT


			 MM/DD/YYYY


			10


			YES


			DATE PAID BY THE PLAN





			DIAGNOSIS_1


			VARCHAR


			7


			YES


			FIRST (PRINCIPAL) DIAGNOSIS CODE





			DIAGNOSIS_2


			VARCHAR


			7


			YES


			SECOND DIAGNOSIS CODE





			DIAGNOSIS_3


			VARCHAR


			7


			YES


			THIRD DIAGNOSIS CODE





			DIAGNOSIS_4


			VARCHAR


			7


			YES


			FOURTH DIAGNOSIS CODE





			PATIENT_STATUS


			VARCHAR


			4


			YES


			CODE THAT INDICATES THE STATUS OF THE RECIPIENT AS OF THE ENDING SERVICE DATE





			DRG_CODE


			VARCHAR


			4


			YES


			DIAGNOSIS-RELATED GROUP





			DRG_VERSION


			VARCHAR


			5


			YES


			DRG VERSION USED – AP-DRG ON HHW, MS-DRG ON HIP





			PLAN_PROVIDER_ID


			VARCHAR


			9


			YES


			MCO ID ASSIGNED BY HP 





			NDC_CODE


			VARCHAR


			11


			YES


			NATIONAL DRUG CODE (NDC)





			DATE_PRESCRIPTION_WRITTEN


			 MM/DD/YYYY


			10


			YES


			DATE WHEN PRESCRIPTION WAS WRITTEN





			PAID_DENIED_CODE


			VARCHAR


			1


			YES


			WHETHER THE CLAIM DETAIL IS PAID, DENIED, OR VOIDED





			PLACE_OF_SERVICE_DETAIL


			VARCHAR


			2


			YES


			CODE INDICATING THE SITE AT WHICH THE SERVICES WERE PROVIDED





			PLAN_CLAIM_NUMBER


			VARCHAR


			30


			NO


			MCO’S INTERNAL CLAIM NUMBER





			PLAN_CLAIM_NUMBER_MOM


			VARCHAR


			30


			YES


			MCO’S ORIGINAL CLAIM NUMBER ON A VOID OR REPLACEMENT CLAIM





			PROCEDURE_CODE


			VARCHAR


			5


			YES


			CPT OR HCPCS PROCEDURE CODE





			PROCEDURE_MODIFIER1


			CHAR


			2


			YES


			FIRST PROCEDURE CODE MODIFIER





			PROCEDURE_MODIFIER2


			CHAR


			2


			YES


			SECOND PROCEDURE CODE MODIFIER





			PROCEDURE_MODIFIER3


			CHAR


			2


			YES


			THIRD PROCEDURE CODE MODIFIER





			PROCEDURE_MODIFIER4 


			CHAR


			2


			YES


			FOURTH PROCEDURE CODE MODIFIER





			ATTENDING_PROVIDER_ID


			VARCHAR


			20


			YES


			PROVIDER WHO RENDERED SERVICES





			ATTENDING_PROVIDER_NPI


			VARCHAR


			10


			YES


			NPI FOR RENDERING PROVIDER





			BILLING_PROVIDER_ID


			VARCHAR


			20


			YES


			PROVIDER NUMBER FOR ENTITY THAT BILLED THE CLAIM





			BILLING_PROVIDER_NPI


			VARCHAR


			10


			YES


			NPI - BILLING PROVIDER





			REVENUE_CODE


			VARCHAR


			5


			YES


			IDENTIFIES TYPE OF SERVICE PROVIDED





			RECIPIENT_ID


			VARCHAR


			20


			YES


			ID THAT UNIQUELY IDENTIFIES A RECIPIENT





			DATE_OF_SERVICE_YYYYMM


			VARCHAR


			6


			YES


			THE YEAR AND MONTH (YYYYMM) IN WHICH THE SERVICE WAS RENDERED





			UNITS_ALLOWED


			DECIMAL


			9


			YES


			MEDICAID ALLOWED UNITS





			UNITS_BILLED


			DECIMAL


			9


			YES


			NUMBER OF UNITS OF THE PROCEDURE PERFORMED THAT THE PROVIDER BILLED THE IHCP





			CRCS_FORM_TYPE


			CHAR


			10


			YES


			INDICATES TYPE OF CLAIM (I-UB92, P-HCFA, D-DENTAL, R-PHARMACY)





			CRCS_CATEGORY_SORTKEY


			CHAR


			4


			NO


			CRCS CATEGORY OF SERVICE





			CRCS_UNITS


			DECIMAL


			4


			NO 


			NUMBER OF UNITS COUNTED FOR CRCS





			CRCS_AMOUNT_PAYMENT


			DECIMAL


			9


			NO


			DOLLARS COUNTED FOR CRCS





			PROGRAM


			CHAR


			3


			NO


			HIP





			CAPCAT


			CHAR


			2


			NO


			HP CAPITATION CATEGORY





			CRCS_INCLUDE_FLAG


			CHAR


			1


			NO 


			FLAG INDICATING WHETHER CLAIM WAS COUNTED FOR CRCS - ALWAYS ‘Y’ IN HIP
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The following data represents the detailed claims file layout that is used by the actuary when reviewing HIP enrollment information stored in the enterprise data warehouse.





			FIELD NAME


			TYPE


			LENGTH


			NULLABLE


			DESCRIPTION





			YEAR_AND_MONTH


			CHAR


			6


			NO


			YEAR AND MONTH OF ENROLLMENT





			RECIPIENT_ID


			CHAR


			12


			NO


			RECIPIENT ID





			PLAN_PROVIDER_ID


			CHAR


			9


			NO


			MCO ID ASSIGNED BY HP





			MIN_DAY


			NUMERIC


			2


			NO


			FIRST DAY OF ENROLLMENT





			MAX_DAY


			NUMERIC


			2


			NO


			LAST DAY OF ENROLLMENT





			RECIPIENT_AID_CATGY


			CHAR


			2


			NO


			AID CATEGORY





			DUALSTAT


			VARCHAR


			1


			NO


			PARTIAL (P), FULL DUAL (D), OR NOT DUAL ELIGIBLE (N).





			PROGRAM


			CHAR


			3


			NO


			HIP





			CAPCAT


			CHAR


			2


			NO


			HP CAPITATION CATEGORY





			GENDER


			CHAR


			6


			NO


			GENDER





			AGE


			NUMERIC


			2


			NO


			AGE





			MEDICALLY_FRAIL_IND


			CHAR


			1


			NO


			"Y" OR "N"





			PREGNANT_IND


			CHAR


			1


			NO


			"Y" OR "N"





			HPE_IND


			CHAR


			1


			NO


			HOSPITAL PRESUMPTIVE ELIGIBILITY AS "Y" OR "N"





			FPL


			CHAR


			15


			NO


			FPL RANGE – BLANK IF UNAVAILABLE





			MEMBER_MONTHS


			NUMERIC


			3


			NO


			MEMBER MONTHS





			RECIPIENT_ADDR_COUNTY


			VARCHAR


			20


			YES


			COUNTY IN WHICH RECIPIENT LIVES.





			STATE_REGION


			CHAR


			1


			YES


			REGION CODE BASED ON RECIPIENT'S COUNTY OF RESIDENCE (1-9)
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The following table provides a cross-reference of “Ftype Sortkey” and “Category Sortkey” to the standard CRCS category of service.  





[bookmark: _GoBack]Please note that the values have changed to incorporate additions and changes to the service categories. The service categories are consistent across all three programs: HIP 2.0, HHW, and HCC.





CRCS Category Cross-Reference Table:





					Service


			Category Sortkey


			Category Description





			Inpatient Hospital


			101


			Inpatient Medical/Surgical/Non-Delivery Maternity





			Inpatient Hospital


			102


			Inpatient Well Newborn





			Inpatient Hospital


			103


			Inpatient Behavioral Health





			Inpatient Hospital


			104


			Other Inpatient





			Outpatient Hospital


			201


			Emergency Room





			Outpatient Hospital


			202


			Outpatient  Pharmacy





			Outpatient Hospital


			203


			Other Outpatient





			Pharmacy


			301


			Prescription Drugs/OTC Drugs





			Ancillaries


			401


			Transportation





			Ancillaries


			402


			DME, Home Health, Other Ancillary





			Ancillaries


			403


			Dental





			Ancillaries


			404


			Nursing Home





			Ancillaries


			405


			Hospice





			Physician


			501


			Inpatient and Outpatient Surgery





			Physician


			502


			Office Visits/Consults





			Physician


			503


			Well Baby Exams/Physical Exams





			Physician


			504


			Hospital Inpatient Visits





			Physician


			505


			Emergency Room Visits





			Physician


			506


			Radiology





			Physician


			507


			Pathology





			Physician


			508


			Outpatient Behavioral Health





			Physician


			509


			Self-Referral





			Physician


			510


			Vision





			Physician


			511


			Office Administered Drugs





			Physician


			512


			Other Professional





			Inpatient Hospital


			601


			Inpatient Maternity Delivery





			Physician


			602


			Physician Maternity Delivery





			Physician


			603


			Physician Maternity Non-delivery














The following table represents the SQL logic used by the OMPP actuary to map the HCFA claim lines not assigned using CPT-4/HCPCS Procedure Code SQL logic into a specific CRCS category of service.  






Provider Specialty Cross-Reference Table:





			Claim Type


			Specialty


			Provider Specialty Description


			Category Sortkey


			Category Sortkey Description





			CMS1500


			050


			Home Health Agency


			402


			DME, Home Health, Other Ancillary





			CMS1500


			140


			Podiatrist


			509


			Self-Referral





			CMS1500


			150


			Chiropractor


			509


			Self-Referral





			CMS1500


			180


			Optometrist


			510


			Vision





			CMS1500


			190


			Optician


			510


			Vision





			CMS1500


			200


			Audiologist


			512


			Other Professional





			CMS1500


			220


			Hearing Aid Dealer


			402


			DME, Home Health, Other Ancillary





			CMS1500


			250


			DME/Medical Supply Dealer


			402


			DME, Home Health, Other Ancillary





			CMS1500


			260


			Ambulance


			401


			Transportation





			CMS1500


			332


			Otologist


			512


			Other Professional





			CMS1500


			333


			Pathologist


			507


			Pathology





			CMS1500


			341


			Radiologist


			506


			Radiology





			CMS1500


			Other


			All Other Providers


			512


			Other Professional











The following data represents the SQL default logic used by the OMPP actuary to map various claim lines not assigned using DRG/Revenue Code/CPT-4 or HCPCS Procedure Code SQL logic into a specific CRCS category of service.  


Inpatient HOSPITAL Default Values:





CASE


	WHEN drg.category_sortkey IS NOT NULL THEN drg.category_sortkey


	ELSE '104'--'Other Inpatient'


END as 'category_sortkey',





Outpatient HOSPITAL Default Values:





CASE


	WHEN claim_type in (‘O’,’C’,’I’,A’) and NDC_CODE not in (‘’,’0’) then ‘202’ -- UB92 w/ NDC 


	WHEN claim_type in (‘O’,’C’,’I’,A’) and  proc.category_sortkey eq ‘202’ then ‘202’ --UB92 only


	WHEN rev.category_sortkey IS NOT NULL THEN rev.category_sortkey


	ELSE '203'--"other outpatient"


END as 'category_sortkey',





CMS-1500 Default Values:





CASE


	WHEN claim_type in (‘B’,’M’) and NDC_CODE not in (‘’,’0’) then ‘511’ -- PHYS w/ NDC


	WHEN claim_type in (‘B’,’M’) and  proc.category_sortkey eq ‘511’ then ‘511’ -- PHYS only


WHEN  b.category_sortkey IS NOT NULL THEN b.category_sortkey


	WHEN	c.category_sortkey IS NOT NULL THEN c.category_sortkey


	ELSE '512'--Other Professional


END AS 'category_sortkey'


...


	LEFT JOIN--procedure codes match


		IND_MFR.DBO.CRCS_UB_CMS1500_CAT_SORTKEY_XREF b





...


	LEFT JOIN--provider_specialty matches


		IND_MFR.DBO.CRCS_UB_CMS1500_PROV_SPEC_SORTKEY_XREF c






The following data represents the SQL logic used by the OMPP actuary to remap anesthesiologist and assistant surgeon CMS-1500 claim lines into appropriate CRCS categories of service.  


CMS-1500 Re-Categorization:





category_sortkey = CASE WHEN category_sortkey in ('501','603')


	and (procedure_modifier in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER2 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER3 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER4 in ('AS','80','81','82')) THEN  '501'





WHEN category_sortkey in ('501','603') 


	and (procedure_modifier in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER2 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER3 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER4 in ('AA','AD','AE')or


		Procedure_code < '10000') THEN  '512'





WHEN  category_sortkey = '602' and(PROCEDURE_CODE IN('59320','59325','59400','59409','59410','59412','59899')OR


		PROCEDURE_CODE BETWEEN '59425' AND '59430' OR


		PROCEDURE_CODE BETWEEN '59510' AND  '59515'  OR


		PROCEDURE_CODE BETWEEN '59610' AND '59622') AND 


		(procedure_modifier in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER2 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER3 in ('AS','80','81','82') or


		 PROCEDURE_MODIFIER4 in ('AS','80','81','82')) then  '501'





WHEN  category_sortkey = '602' and(PROCEDURE_CODE IN('59320','59325','59400','59409','59410','59412','59899')OR


		PROCEDURE_CODE BETWEEN '59425' AND '59430' OR


		PROCEDURE_CODE BETWEEN '59510' AND  '59515'  OR


		PROCEDURE_CODE BETWEEN '59610' AND '59622') AND 


		(procedure_modifier in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER2 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER3 in ('AA','AD','AE') or


		 PROCEDURE_MODIFIER4 in ('AA','AD','AE')or


		 Procedure_code < '10000')  THEN '512'





ELSE category_sortkey


END
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Formatted


			The following data represents the SQL logic used by the actuary to map various claim types to a specified CRCS category of service.


			Claim Type			SERVICE_CODE_BEGIN			SERVICE_CODE_END			category_sortkey


			DRG			0001			0369			101


			DRG			0370			0375			601


			DRG			0376			0384			101


			DRG			0392			0423			101


			DRG			0424			0432			103


			DRG			0439			0468			101


			DRG			0471			0494			101


			DRG			0530			0589			101


			DRG			0602			0619			101


			DRG			0620			0621			102


			DRG			0622			0628			101


			DRG			0629			0630			102


			DRG			0631			0641			101


			DRG			0650			0652			601


			DRG			0700			0716			101


			DRG			0730			0740			101


			DRG			0743			0751			103


			DRG			0752			0752			101


			DRG			0753			0753			103


			DRG			0754			0901			101


			REVENUE			270			279			402


			REVENUE			290			299			402


			REVENUE			450			459			201


			REVENUE			527			527			402


			REVENUE			540			549			401


			REVENUE			570			609			402


			REVENUE			621			624			402


			REVENUE			640			649			402


			REVENUE			651			654			402


			REVENUE			660			669			402


			REVENUE			981			981			201


			PROCEDURE			00001			09999			512


			PROCEDURE			10000			36414			501


			PROCEDURE			36415			36416			507


			PROCEDURE			36417			58999			501


			PROCEDURE			59000			59399			603


			PROCEDURE			59400			59400			602


			PROCEDURE			59409			59410			602


			PROCEDURE			59412			59414			603


			PROCEDURE			59425			59430			603


			PROCEDURE			59510			59515			602


			PROCEDURE			59525			59525			501


			PROCEDURE			59610			59610			602


			PROCEDURE			59612			59612			602


			PROCEDURE			59614			59614			602


			PROCEDURE			59618			59618			602


			PROCEDURE			59620			59620			602


			PROCEDURE			59622			59622			602


			PROCEDURE			59812			59899			603


			PROCEDURE			60000			69999			501


			PROCEDURE			70000			79999			506


			PROCEDURE			80000			89999			507


			PROCEDURE			90281			90399			202 / 511


			PROCEDURE			90785			90785			508


			PROCEDURE			90791			90815			508


			PROCEDURE			90816			90829			504


			PROCEDURE			90832			90899			508


			PROCEDURE			92002			92392			510


			PROCEDURE			92393			92393			402


			PROCEDURE			92395			92396			509


			PROCEDURE			92499			92499			509


			PROCEDURE			92920			92943			501


			PROCEDURE			92973			92974			501


			PROCEDURE			92980			92998			501


			PROCEDURE			93451			93462			501


			PROCEDURE			93501			93536			501


			PROCEDURE			93580			93583			501


			PROCEDURE			96100			96199			508


			PROCEDURE			96360			96549			202 / 511


			PROCEDURE			98940			98943			509


			PROCEDURE			98966			98969			502


			PROCEDURE			99143			99150			501


			PROCEDURE			99172			99174			509


			PROCEDURE			99201			99215			502


			PROCEDURE			99217			99239			504


			PROCEDURE			99241			99245			502


			PROCEDURE			99251			99255			504


			PROCEDURE			99281			99288			505


			PROCEDURE			99289			99318			504


			PROCEDURE			99321			99355			502


			PROCEDURE			99356			99357			504


			PROCEDURE			99358			99359			502


			PROCEDURE			99361			99362			502


			PROCEDURE			99366			99380			502


			PROCEDURE			99381			99404			503


			PROCEDURE			99406			99409			508


			PROCEDURE			99411			99429			503


			PROCEDURE			99431			99431			504


			PROCEDURE			99432			99432			503


			PROCEDURE			99433			99433			504


			PROCEDURE			99435			99435			503


			PROCEDURE			99436			99436			504


			PROCEDURE			99440			99440			504


			PROCEDURE			99441			99444			502


			PROCEDURE			99460			99463			503


			PROCEDURE			99464			99469			504


			PROCEDURE			99471			99472			504


			PROCEDURE			99475			99486			504


			PROCEDURE			99499			99499			502


			PROCEDURE			99500			99602			402


			PROCEDURE			A0001			A0999			401


			PROCEDURE			A4206			A8999			402


			PROCEDURE			A9000			A9300			402


			PROCEDURE			A9500			A9700			202 / 511


			PROCEDURE			A9900			A9999			402


			PROCEDURE			B4000			B9999			402


			PROCEDURE			C1728			C2621			402


			PROCEDURE			D0001			D9999			403


			PROCEDURE			E0100			E9999			402


			PROCEDURE			G0001			G9999			402


			PROCEDURE			H0001			H0050			508


			PROCEDURE			H1000			H1005			603


			PROCEDURE			H1011			H2037			508


			PROCEDURE			H5160			H5160			512


			PROCEDURE			H5200			H5300			512


			PROCEDURE			J0110			J9999			202 / 511


			PROCEDURE			K0001			K9999			402


			PROCEDURE			L0001			L9999			402


			PROCEDURE			M0064			M0064			508


			PROCEDURE			M0301			M0301			501


			PROCEDURE			P0001			P9009			506


			PROCEDURE			P9603			P9604			401


			PROCEDURE			Q0001			Q0137			402


			PROCEDURE			Q0138			Q2051			202 / 511


			PROCEDURE			Q2052			Q4152			402


			PROCEDURE			Q9953			Q9967			202 / 511


			PROCEDURE			R0009			R0999			506


			PROCEDURE			S0012			S0199			202 / 511


			PROCEDURE			S0201			S0201			508


			PROCEDURE			S0207			S0215			401


			PROCEDURE			S2053			S2250			501


			PROCEDURE			S2270			S2900			501


			PROCEDURE			S3600			S3890			506


			PROCEDURE			S4993			S5010			202 / 511


			PROCEDURE			S5035			S5523			402


			PROCEDURE			S8095			S8490			402


			PROCEDURE			S8999			S9034			402


			PROCEDURE			S9208			S9381			402


			PROCEDURE			S9490			S9810			402


			PROCEDURE			T1015			T1015			502


			PROCEDURE			T1021			T1021			402


			PROCEDURE			T2001			T2007			401


			PROCEDURE			T2049			T2049			401


			PROCEDURE			T2101			T5999			402


			PROCEDURE			V2020			V2799			510


			PROCEDURE			V5011			V5275			402


			PROCEDURE			V5335			V5336			402


			PROCEDURE			V5337			V5999			512
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HIP 2.0 MCE Reporting Manual
Section IV-A: Mothers and Newborns Reports


DRAFT


			General Report Description





			QR-MN1 Maternity 





			Purpose


			


To document the number of previously pregnant women who had their POWER account contributions suspended and subsequently reinstated (turned back on).





			Format


			Excel template





			Qualifications/ Definitions


			This report is to be submitted quarterly during 2015.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period. 


 





			QR-MN1 Data Elements





			Item 1  


			POWER Account Contributions Suspended





			


			Indicate the total number of pregnant members whose POWER Account Contributions were suspended during the quarter.


Enter a whole number.





			Item 2  


			POWER Account Contributions Reinstated





			


			Indicate the number of pregnant members whose POWER Account Contributions were reinstated (turned back on) during the quarter. 


Enter a whole number.





















			General Report Description





			QR-MN2 Weeks of Pregnancy 





			Purpose


			To assess the weeks of pregnancy at the time of their enrollment into the MCE for women who delivered a live birth during the previous 12 months. 





			Format


			Excel template





			Qualifications/ Description


			This is a rolling 12 month report to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.  





			QR-MN2 Data Elements





			Item 1  


			All Data Elements: Weeks of Pregnancy at the Time of Enrollments





			Description 


			For those women who delivered a live birth during the reporting period, indicate the weeks of pregnancy at the time of their enrollment and assignment to the MCE. 


Indicate the weeks of pregnancy in the following age ranges:


· Prior to 0 weeks


· 1-12 weeks


· 13-27 weeks


· 28 or more weeks


· Unknown


To report this measure, follow the latest HEDIS Technical Specifications for the measure “Weeks of Pregnancy at Time of Enrollment.”  


Enter a whole number.















			General Report Description





			QR-MN3 Prenatal and Postpartum Care





			Purpose


			[bookmark: 1106]To assess the timeliness of prenatal care and postpartum care among women who delivered a live birth during the previous 12 months.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report to be submitted quarterly.  A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


For relevant diagnosis and procedure codes use Codes to Identify Live Births, Codes to Identify Deliveries and Verify Live Births and Markers for Early Prenatal Care Obtainable from Administrative Data specified by the HEDIS 2014 Technical Specifications for the measure “Prenatal and Postpartum Care.”





			QR-MN3 Data Elements





			Item 1  


			Percentage of Deliveries that Reviewed a Prenatal Care Visit as a member of the MCE in the First Trimester OR within 42 Days of Enrollment





			Description 


			For live births in the reporting period, indicate the percentage of deliveries that received a prenatal care visit while as a member of the MCE during the first trimester OR within 42 days of enrollment in the MCE.


Enter a whole number.





			Formula


			· Numerator = Total number of deliveries that received a prenatal care visit as a member of the MCE during the first trimester OR within 42 days of enrollment in the MCE


· Denominator = Total number of live births





			Item 2  


			Percentage of Deliveries that Received a Postpartum Care Visit on or between 21 and 56 Days after Delivery





			Description 


			For live births in the reporting period, indicate the percentage of deliveries that received a postpartum care visit on or between 21 and 56 days after delivery.


Enter a whole number.





			Formula


			· Numerator = Total number of those deliveries that received a postpartum care visit on or between 21 and 56 days after delivery


· Denominator = Total number of live births





			Item 3


			Percentage of deliveries with greater than or equal to 81 percent of the expected number of prenatal care visits





			Description


			For live births in the reporting period, indicate the percentage of deliveries with greater than or equal to 81 percent of the expected number of prenatal care visits.


Enter a percentage.















			General Report Description





			QR-MN4 Maternity Discharges





			Purpose


			To summarize utilization of maternity inpatient services delivery type.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.


The template provides for filling in each quarter’s data on the same table. The report should maintain the previous quarters’ data or provide updated data for previous quarters if necessary, all on the same table. For the Quarter 1 submission each year, only the “Qtr 1” columns should be filled in. For the Quarter 2 submission each year, the columns for “Qtr 1” and “Qtr 2” should be filled in, etc. If any retroactive changes are made to any previous period’s submission shown on the table, the column should be marked as indicated on the template and the date of those changes reported as indicated.





			QR-MN4 Data Elements





			Item 1


			Total Maternity Discharges





			Description


			Indicate the total number of all maternity discharges.


To report this measure, follow the latest HEDIS  Technical Specifications for the measure “Inpatient Utilization-General Hospital/Acute Care.” Enter a whole number.





			Item 2


			Non-Complex Vaginal Delivery Discharges





			Description


			Indicate the number of deliveries that are vaginal deliveries and that are NOT considered a complex delivery.


Complex deliveries are identified with the following DRG codes:


			DRG


			CODE DESCRIPTION





			370


			CESAREAN SECTION W CC





			372


			VAGINAL DELIVERY W COMPLIC DIAGNOSES    





			375


			VAGIN DELIV W O.R PROC EX STERIL &OR D&C





			650


			HIGH RISK CESAREAN SECTION WITH CC      





			651


			HIGH RISK CESAREAN SECTION W/O CC       





			652


			HIGH RISK VAGNAL DELIV W STERIL &/OR D&C








Non-complex deliveries would be any delivery not in one of these DRGs.


Enter a whole number.








			Item 3


			Complex Vaginal Delivery Discharges





			Description


			Indicate the number of vaginal deliveries that are identified as complex using the criteria listed above.


Enter a whole number.





			Formula


			Length of stay: Julian discharge date – Julian admit date +1


Average length of stay: Average of all lengths of stay in the reporting period for this cohort.





			Item 4


			Non-Complex Cesarean Delivery Discharges





			Description


			Indicate the number of deliveries that are Cesarean deliveries and that are NOT considered a complex delivery.


Complex deliveries are identified above.


Enter a whole number.





			Item 5


			Complex Cesarean Delivery Discharges





			Description


			Indicate the number of deliveries that are Cesarean deliveries and that are considered a complex delivery under the criteria listed above.


Enter a whole number.





			Item 6


			Total Maternity Inpatient Days





			Description


			Enter the total number of inpatient days for all maternity discharges counted in Item 1.


Enter a whole number.





			Item 7


			Total Non-Complex Vaginal Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all non-complex vaginal delivery discharges counted in Item 2.


Enter a whole number.





			Item 8


			Total Complex Vaginal Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all complex vaginal delivery discharges counted in Item 3.


Enter a whole number.





			Item 9


			Total Non-Complex Cesarean Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all non-complex Cesarean delivery discharges counted in Item 4.


Enter a whole number.





			Item 10


			Total Complex Cesarean Delivery Inpatient Days





			Description


			Enter the total number of inpatient days for all complex Cesarean delivery discharges counted in Item 5.


Enter a whole number.





			Items 11-15


			[bookmark: _GoBack]The average length of stay for each category of delivery listed above wil be auto-calculated by the spreadsheet. Verify your data by checking that these ALOS figures appear accurate.
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HIP 2.0 MCE Reporting Manual


Section XIII: Pharmacy


DRAFT





			General Report Description





			QR-PHARM/PDL     HIP Members Drug Utilization 





			Purpose


			To identify HIP Basic, HIP Plus, and HIP State Plan members’ drug utilization.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report. The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period. 








			QR-PHARM /PDL Data Elements





			Item 1


			Total number of pharmacy claims





			Description


			Indicate the total number of paid pharmacy claims for the reporting period by program:


HIP Basic


HIP Plus


HIP State Plan


 Enter a whole number


Item 1 should be the sum of Items 2 and 3





			Item 2


			Total number of pharmacy claims for PDL/Formulary Drugs





			Description


			Indicate the total number of paid claims for pharmacy services that support the MCE/PBM preferred list/formulary for the reporting period by program:


HIP Basic


HIP Plus


HIP State Plan


Enter a whole number





			Item 3


			Total number of pharmacy claims for Non-PDL/Non-Formulary Drugs





			Description


			Indicate the total number of paid claims for pharmacy services that were outside the MCE/PBM preferred drug list/formulary for the reporting period by program:


HIP Basic


HIP Plus


HIP State Plan


Enter a whole number 





			Item 4


			Percentage of claims on PDL/Formulary





			Description


			Indicate the total number of paid claims for the preferred drug list/formulary drugs divided by the total number of paid claims for the reporting period by program:


HIP Basic


HIP plus


HIP State Plan 


These are auto calculated fields





			Formula


			Numerator= Item 2, number of paid claims for pharmacy services that support the MCE/PBM preferred list/formulary for the reporting period


Denominator= Item 1, total number of paid claims for preferred drug list/formulary drugs during the reporting period














			General Report Description





			QR- Pharm P1 Pharmacy Helpline Performance to Providers





			Purpose


			To monitor the MCE’s availability to provide service to its providers calling the Pharmacy Helpline.  





			Format


			Excel template





			Qualifications


Definitions


			This is a monthly report for 2015 and a quarterly report thereafter.  





			Performance Measures


			The MCE must maintain average monthly telephone service for provider services helpline with service efficiency at 90 percent of calls received being answered by a live voice within 30 seconds (i.e., an 90 percent service efficiency rate) and less than five percent of the calls received in the Pharmacy Helpline remaining unanswered (abandoned).





			QR-Pharm P1 Data Elements





			Item 1  


			Number of Provider Calls Received





			Description


			Identify the total number of provider calls received by the MCE in to the Pharmacy Helpline call queue during open hours of operation, including calls in which the provider calls directly into the Pharmacy Helpline, transfers into the Pharmacy Helpline or selects a provider services option placing the provider into the call queue.  


Enter a whole number.





			Item 2  


			Number of Provider Calls Answered





			Description


			Identify the number of provider calls answered on the Pharmacy Helpline call queue in the reporting period.  This number should not be greater than the number of calls received and should include the number of calls answered within 30 seconds by a live voice.


Enter a whole number.





			Item 3  


			Number of Provider Calls Answered Live Within 30 Seconds





			Description


			Identify the number of provider calls answered within 30 seconds by a live voice on the Pharmacy Helpline in the reporting period.  This number should not be greater than the number of calls received.


Enter a whole number.





			Item 4  


			Percent of Provider Calls Answered Live Within 30 Seconds





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Provider Calls Answered Live Within 30 Seconds divided by 


Number of Provider Calls Received





			Item 5  


			Number of Provider Calls Resolved during Initial Contact with the Provider





			Description


			Identify the number of calls to the Pharmacy Helpline during open hours of operation resulting in resolution during initial contact with the provider. 


Enter a whole number.





			Item 6  


			Percent of Provider Calls Answered





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Calls  Answered, Item #2, divided by Number of Member Calls Received, item #1














			QR- Pharm M2 Pharmacy Grievances and Appeals





			Purpose


			To monitor the volume and timely resolution of the MCE’s pharmacy grievances and appeals.  





			Format


			Excel template	





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  





Grievances


 A grievance is defined as an expression of dissatisfaction about any matter other than an “action.” Therefore a grievance does not include any of the following matters:


The denial or limited authorization of a requested service, including the type or level of service


The reduction, suspension or termination of a previously authorized service


The denial, in whole or in part, of payment for a service


The failure to provide services in a timely manner


The failure to act within the required timeframe


The failure to allow a resident of a rural area, with access to only one MCE, to obtain services outside the network





Any others matters that pertain to the delivery of pharmacy services, such as dissatisfaction with the quality of care or services received, provider or provider staff conduct (such as rudeness) or the failure to respect an enrollee’s rights should be counted as a grievance regardless of the timeframe for resolution. If the matter requires that the MCE review the situation and supply a decision, the grievance should include appeal rights if the subsequent decision is an adverse determination.





Example Scenario:


Member Doe calls to report that her home health aide is inattentive and providing poor service. Member believes that the plan should intervene to correct this behavior.


Possible Outcome: 


The plan documents the contact. The customer service representative reports the contact to the Network department in order to review other customer survey results and member or plan staff concerns related to this provider. This plan decides to complete a site survey. A letter is mailed to the member documenting the action taken by the plan. An adverse decision is not made, therefore appeal language is not included. This grievance is counted on the QR-M2.





A member may file a grievance orally, or in writing and should be included in the reporting count regardless of how the grievance was initiated. A member may request an expedited grievance in any instance in which the matter may seriously jeopardize the life or health of the member or the member’s ability to reach and maintain maximum function. Expedited grievances should be included in this count.





Appeals


The Member Pharmacy Appeal report includes any appeal that is a result of any of the following “actions” as bulleted below:


The denial or limited authorization of a requested service, including the type or level of service


The reduction, suspension or termination of a previously authorized service


The denial, in whole or in part, of payment for a service 


The failure to provide services in a timely manner


The failure to act within the required timeframe


The failure to allow a resident of a rural area, with access to only one MCE, to obtain services outside the network


It further includes any appeal resulting from an adverse decision of a grievance. These appeals may be filed by the member, or the provider on the behalf of a member.


Example Scenario:


Member Smith calls to inquire why she received a discontinuance/denial notice for further home health services.


Expected Outcome: Upon pulling up the concurrent review decision, the customer service representative reiterates the denial rationale as described on the denial letter. The CSR reiterates the appeal language that is included on the denial notice and asks Member Smith if she would like to file an appeal orally. The plan documents the contact and takes all applicable information. The CSR informs the member that the appeal is filed, but will also mail her the appeal for her signature to confirm her wish to pursue the appeal for continued services.


This appeal is counted in the QR-M2. 





The Member Pharmacy Appeal report does not include claim payment disputes.  This report only includes appeals reconsidered by the MCE or its sub-delegated entity and not those appealed to an IER or State fair hearing as those are separately reported.





			Performance Measures


			The MCE should resolve all member grievances within 20 business days of receipt.  The MCE should resolve standard member appeals within 20 business days of receipt. The MCE should resolve expedited appeals within 48 hours.





			
QR-Pharm M2 Data Elements





			Item 1  


			 Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the pharmacy grievance data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description


 


			Enter the experience period (e.g. 2014 Q1).





			
Item 3  


			Member Months





			Description 


			Identify the number of member months (i.e., number of members enrolled) for the MCE during the reporting quarter. 


Enter a whole number. 





			Item 4


			Total Number of Pharmacy Grievances Received





			Description


			Indicate the total number of new member pharmacy grievances received during the reporting quarter as of the last day of the reporting period.  


Enter a whole number.  





			Item 5


			Total Number of Pharmacy Grievances Pending from Prior Reporting Periods





			Description


			Indicate the total number of pharmacy grievances that were pending a resolution from prior reporting periods. 


Enter a whole number.





			Item 6


			Total Number of Pharmacy Grievances Resolved in the Same or Next Business Day





			Description


			Indicate the total number of pharmacy grievances that were resolved in the same or next business day after it was received by the MCE.


Enter a whole number.





			Item 7


			Total Number of Pharmacy Grievances Resolved in Two to Five Business Days





			Description


			Indicate the total number of pharmacy grievances that were resolved in two to five business days after it was received by the MCE.


Enter a whole number.





			Item 8


			Total Number of Pharmacy Grievances Resolved in Six to 20 Business Days





			Description


			Indicate the total number of pharmacy grievances that were resolved in six to 20 business days after it was received by the MCE.


Enter a whole number.





			Item 9


			Total Number of Pharmacy Grievances Resolved in More than 20 Business Days





			Description


			Indicate the total number of pharmacy grievances that were resolved in more than 20 business days after it was received by the MCE.


Enter a whole number.





			Item 10  


			Total Number of Pharmacy Grievances Not Resolved as of the last day of Experience Period/Reporting Quarter





			Description 


			Indicate the total number of pharmacy grievances that were not resolved as of the last day of the experience period/reporting quarter.


Enter a whole number.





			Item 11  


			 Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the pharmacy appeals data reported for a previous quarter has been updated on this submission of the report.





			Item 12  


			Experience Period





			Description


 


			Enter the experience period (e.g. 2014 Q1).





			Item 13  


			Type of Appeal





			Description


 


			For the remainder of the columns sort the data by Expedited and Non-Expedited appeals.














			General Report Description





			MO-Pharm U1    Pharmacy Services Utilization





			Purpose


			To monitor HIP Basic members’ access and utilization of pharmacy services including those members in RCP.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report submitted quarterly. The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period. 





			MO-Pharm U1 Data Elements





			Item 1


			Month of Service





			Description


			Enter the name of the month for month of service #1, month #2, and month #3. Enter the months included in the reporting period.





			Item 2


			No. of Unduplicated Members for HIP Basic





			Description


			For each month of service and quarter, list the total number of HIP Basic members, including those members in RCP, who obtained one or more pharmacy services as of the last day of the reporting period.


Enter a whole number.





			Item 3


			No. of Paid Pharmacy Claims for HIP Basic Members





			Description


			For each category of service, list the total number of pharmacy claims for HIP Basic members paid as of the last day of the reporting period.


Enter a whole number.





			Item 4


			Total Pharmacy Expenditures for HIP Basic Members





			Description


			For pharmacy services, list the total dollar amount of claims paid for HIP Basic members as of the last day of the reporting period.


Enter a dollar value.





			Item 5


			Avg. Monthly Pharmacy Expenditures Per HIP Basic Member





			Description


			For each category of service, provide the average monthly pharmacy expenditure per HIP Basic member spent during the reporting period.


Enter a dollar value.





			Item 6


			No. of Paid Generic Drug Pharmacy Claims for HIP Basic Members





			Description


			Indicate the number of paid generic drug pharmacy claims for HIP Basic members during the reporting period.


Enter a whole number.





			Item 7


			Total Pharmacy Expenditures for Generic Drugs for HIP Basic Members





			Description


			Indicate the total pharmacy expenditures for generic drugs for HIP Basic members during the reporting period.


Enter a dollar value.





			Item 8


			Average Expenditures per HIP Basic Member for Generic Drug Pharmacy Claims





			Description


			Indicate the average expenditures per HIP Basic member for generic drug pharmacy claims during the reporting period.


Enter a dollar value.
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Sheet1


			HEDIS RY 2014 to RY 2015 Statistical Analysis


			State Bonus and Withhold Measures


			Measure			Bonus/Withhold			Reporting Year			Eligible Population			Admin Denom			Admin Num			Admin Rate*			Hybrid Denom			Hybrid Num			Hybrid Rate			Statistical p-value**			↑/↓			Statistical Significance


									2014																											↑


									2015


									2014																											↑


									2015


									2014																											↑


									2015


									2014																											↓


									2015


									2014																											↓


									2015


									2014																											↓


									2015


									2014																											↑


									2015


									2014																											↓


									2015


									2014																											↑


									2015


									2014																											↑


									2015
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Copy of Section II. A. Performance Report Catalogue (Final).xlsx

Reporting Index


			Item No.			Report 
No.			Name of Report			Report Purpose			Report Deadline			Template Type			Claims Lag?			Priority Report			HIP


			Systems and Claims Reports


			1			QR-S1			Claims Processing Summary			To assess the MCE's claims processing productivity and timeliness in adjudicating clean provider claims.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			2			QR-S2			Adjudicated Claims Inventory Summary			To assess the MCE's efficiency in processing and remitting adjudicated clean claims within the State required timeframes.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			3			QR-S3			Claims Denial Reasons			To assess the MCE's adjudicated clean claims denial reasons and determine if common reasons for claims denials could indicate opportunities for improving claims submissions through additional provider education and outreach.			Last day of the month following the end of the reporting quarter FOR THE  UB-04s AND CMS-1500s.			MCE format			No			Yes			Yes


			4			QR-AB			Paid Abortion Claims Summary			To track all paid abortion claims for the report quarter in order for OMPP to identify the appropriate source of funding for each claim.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			Member Services Reports


			5			WK-M1			Member Helpline Performance 			To monitor the MCE's availability to provide service to its members calling the Member Helpline.			The following Monday of each week by 12:00 noon.			Excel template			No			Yes			Yes


			6			MO-M1			Member Helpline Performance 			To monitor the MCE's availability to provide service to its members calling the Member Helpline.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			7			QR-M2			Member Grievances and Appeals			To monitor the volume and timely resolution of the MCE's member grievances and appeals			Last day of the month following the end of the reporting quarter 			Excel template			No			Yes			Yes


			8			QR-M3			Independent External Reviews and FSSA Hearings			To monitor the number and timely resolution of member requests for IERs and FSSA hearings during the reporting period.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			9			QR-M4			Marketing and Outreach Report			To monitor the methods of marketing and populations accessed by the MCEs to increase enrollment. 			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			10			AN-M1			Consumer Assessment of Healthcare Providers and Systems (CAHPS) Summary			To assess and document the experiences members report with their MCE as an indicator of quality of various aspects of care and customer service.			Last day of the month following the end of the second quarter. July 31st			NCQA-certified vendor survey format			No			Yes			Yes


			Provider Services Reports


			11			WK-P1			Weekly Provider Helpline Perfomance			To monitor the MCE's availability to provide service to its providers calling the Provider Helpline.			The following Monday of each week by 12:00 noon.			Excel template			No			Yes			Yes


			12			MO-P1			Provider Helpline Performance			To monitor the MCE's availability to provide service to its providers calling the Provider Helpline.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			13			QR-P2			Provider Claims Disputes			To monitor the volume of provider claims disputes received from all providers by the MCE.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			14			QR-P3			Provider Credentialing Timeframes			To monitor the MCE's ability to credential new providers in a timely manner.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			Network Development and Access Reports


			15			QR-PMP1			PMP Assignment Report			To monitor the method and volume of PMP selection and assignment linkages to an MCE's membership.			Quarterly report, due the last day of the month following the experience period			Excel template			No			No			Yes


			16			QR-NA1			PMP Enrollments and Disenrollments			To monitor the number of PMP enrollments and disenrollments.			Last day of the month following the end of the reporting quarter			MCE format			No			No			Yes


			17			QR-NA2			Network Geographic Access Assessment - Members in Open Network			To monitor the volume and proximity of members with an open network designation.			Last day of the month following the end of the reporting quarter			Geo access map			No			No			Yes


			18			QR-NA3			Network Geographic Access Assessment - PMP			To confirm that the MCE's members have access to needed PMP services within reasonable travel times.			Last day of the month following the end of the reporting quarter			Geo access map			No			Yes			Yes


			19			QR-NA4			Network Geographic Access Assessment - Specialist			To confirm that the MCE's members have access to needed specialist health care services within reasonable travel times.			Last day of the month following the end of the reporting quarter			Geo access map			No			Yes			Yes


			20			QR-NA5			Network Geographic Access Assessment - Behavioral Health			To confirm that the MCE's members have access to needed behavioral health care services within reasonable travel times.			Last day of the month following the end of the reporting quarter			Geo access map			No			Yes			Yes


			21			AN-SC1			Subcontractor Compliance Summary			To identify the MCE's subcontractors and document the MCE's oversight of delegated activities.			January 31st  			Excel template			No			No			Yes


			22			AN-AA1			24-Hour Availability Audit			To monitor members' access to PMPs outside regular business hours.			January 31st  			Excel template			No			Yes			Yes


			Quality Management and Improvement Reports


			23			QR-Q1			Quality Management and Improvement Committee Meetings' Minutes			To review the issues the MCE is addressing during its internal quality management and improvement committee meetings and evaluate the correlation of internal committee activities to the MCE's quality management and improvement work plan goals.			For review during OMPP on-site visits			MCE format			No			No			Yes


			24			QR-Q2			Key Staff and Other Staffing			To confirm that the MCE is appropriately staffed when key staff vacancies occur.			Ad Hoc report due the last day of the month following the end of the reporting quarter if the MCE has any key staff and other staff vacancies			Excel template			No			No			Yes


			25			QR-VC1			Vendor Contact Sheet			To confirm the MCE staffing contact data to ensure OMPP may readily contact key staff.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			26			QR-Q3			Quality Management and Improvement Work Plan - Annual Prospective Report, Evaluation Report and Quarterly Updates			To identify and monitor the high-level primary work plan goals the MCE has set to address as its strategy for improving the delivery of health care benefits and services to its  members.			Quarterly updates - Last day of the month following the end of the reporting quarter
Prospective and Annual Evaluation - March 31st			Excel template
Narrative			No			Yes			Yes


			27			QR-PI1			Program Integrity Plan Report			To identify and monitor the high-level primary work plan goals the MCE has set to address for compliance with program integrity regulations.			Quarterly updates - Last day of the month following the end of the reporting quarter
Prospective and Annual Evaluation - January 31st			Excel template
Narrative			No			Yes			Yes


			28			AN-Q1			Quality (Performance) Improvement Projects (QIPs)			To describe the detailed methods, strategies and tasks for carrying out the MCE goals for improving the delivery of health care benefits and services to its members.			March 31st and updated at OMPP's request			NCQA approved format			No			No			Yes


			29			AN-Q2			HEDIS® Data			To evaluate the MCE's data compiled for its annual Healthcare Effectiveness Data and Information Set (HEDIS®) audit survey.			NCQA due date or June 15, whichever is earlier			HEDIS			Yes			Yes			Yes


			30			AN-Q3			HEDIS® Compliance Auditor's Final Report			To assess the MCE's compliance with the HEDIS® reporting requirements when reporting annual HEDIS® rates.			Ten days after receipt of final report from Auditor			HEDIS			No			Yes			Yes


			31			AN-Q4			QIP and P4P Statistical Analysis			To monitor the effectiveness of programs and initiatives set forth in the QIP and P4P by calculating for statistical significance in the percent change from previous reporting period			Ten days after receipt of final report from Auditor			Excel Template			No			No			Yes


			Utilization Management Reports


			32			MO-ES1			Extended Services Report			To monitor services which facilitate the participation and delivery of health care services for vulnerable population groups.			Monthly report, due the last day of the month following 60-day lag period following the end of the experience period			Excel template			No			No			Yes


			33			MO-PREG1			Pregnancy Identification			To monitor the outcomes of members who become pregnant while on HIP to ensure successful transition to coverage under another IHCP program.			Monthly report, due the last day of the month following the experience period			Excel template			No			Yes			Yes


			34			MO-PREG2			Pregnancy Identification			To identify pregnant members remaining in HIP			Monthly report, due the last day of the month following the experience period			Excel template			No			Yes			Yes


			35			QR-HS1			New Member Health Screening Report			To monitor the MCE's ability to conduct health screeners for new members in order to effectively manage identified medical conditions			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			36			QR-MF1			Medically Frail Member Identification 			To identify the number of members who are medically frail and enrolled in either HIP State Plan Plus or HIP State Plan Basic. 			Last day of the month following the end of the reporting quarter			Excel template						Yes			Yes


			37			QR-PA1			Prior Authorization Reports			To monitor the volume, type and effectiveness of prior authorization decision-making in various service areas by the MCE.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			38			QR-CMPH1			Complex Case Management Report - Physical Health			To monitor the effectiveness of MCE's complex case management for physical health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			39			QR-CMBH1			Complex Case Management Report - Behavioral Health			To monitor the effectiveness of MCE's complex case management for behavioral health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			40			QR-CRPH1			Care Management Report - Physical Health			To monitor the effectiveness of MCE's care management for physical health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			41			QR-CRBH1			Care Management Report - Behavioral Health			To monitor the effectiveness of MCE's care management for behavioral health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			42			QR-DMPH1			Disease Management Report - Physical Health			To monitor the effectiveness of MCE's disease management for physical health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			43			QR-DMBH1			Disease Management Report - Behavioral Health			To monitor the effectiveness of MCE's disease management for behavioral health intervention activities geared towards increasing member's ability to prevent, manage and control symptoms of specific or chronic conditions.			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			44			QR-U1                                                                         			Service Utilization			To monitor members' access and utilization of services by various service categories.			Last day of the month following the end of the reporting quarter                                                                                                                  			Excel template			No			No			Yes


			Financial Reports


			45			MO-CPAY1			ER Co-Payment Report 			To monitor members’ co-payment expenditures by income levels.			Monthly report, due the 6th of the month following the reporting month			Excel template			No			No			Yes


			46			QR-IDOI			Indiana Department of Insurance (IDOI) Filing			To monitor the MCE's financial solvency and confirm the MCE's financial ability to administer health care service delivery to its members.			No later than 45 calendar days after the end of the quarter (May 15, Aug 15th) except for the fourth quarter (i.e., annual) report which is  due March 1st			IDOI format			No			Yes			Yes


			47			QR-LOB1			Line of Business Report			To monitor the MCE's financial performance by program.			No later than 45 calendar days after the end of the quarter (May 15, Aug 15th) except for the fourth quarter (i.e., annual) report which is  due March 1st			MCE format			No			Yes			Yes


			48			QR-MLR1			Medical Loss Ratio			To monitor the MCE's medical expense ratio.			No later than 45 calendar days after the end of the quarter (May 15, Aug 15th) except for the fourth quarter (i.e., annual) report which is  due March 1st			NAIC format			No			No			Yes


			49			QR-TPL1			Third Party Payments and Recoveries 			To monitor the extent and effectiveness of the MCE to perform third party liability adjustments and recoveries 			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			50			QR-CRCS			Capitation Rate Calculation Sheet			To monitor the MCE's utilization rates and costs. Comparisons may be made to submitted encounter data, among the categories of service, across rate categories and regions.			Due quarterly 45 calendar days following a 90-day claims lag . A total of 135 days after the experience period.  May 15th, August 15th, November 15th.			Excel template			Yes			Yes			Yes


			51			QR-CR1			Capitation Reconciliation Report			To monitor the MCE's reconciliation of premiums received from the State via the 820 - Capitation file.			Last day of the month following the end of the reporting quarter			MCE format			No			No			Yes


			52			AN-FQHC			Reimbursement for FQHC and RHC Services			To identify encounters, payments and performance incentives to Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) to identify any supplemental payments that may be required of the State to submit to the FQHC or RHC to ensure that the FQHC or RHC receives reimbursement for the services rendered to the MCE's members equal to the amount the provider is entitled under the Benefits Improvement and Protection Act of 2000 (BIPA).			Due February 15th. 45 calendar days after the end of the reporting period.  			Excel template						Yes			Yes


			53			AN-PIP			Physician Incentive Plan			To identify and describe the MCE's provider incentive agreements between various contractual relationships.			January 31st for OMPP's review during on-site visits			MCE format			No			No			Yes


			54			AN-F1			Insurance Premium Notice			To monitor insurance premium renewals annually.			For review during OMPP on-site visits			MCE format			No			No			Yes


			Power Account Reports


			55			MO-PR1			POWER Account Contribution - Employer Participation Summary			To monitor the participation of employers’ contributions towards the POWER account on behalf of HIP members.			Monthly report, due the 6th of the month following the reporting month			Excel template			No			No			Yes


			56			MO-PR2			POWER Account Contribution - Non-Profit Organization Participation			To monitor the participation of Non-Profit Organizations contributions towards the POWER account on behalf of HIP members.			Monthly report, due the 6th of the month following the reporting month			Excel template			No			No			Yes


			57			QR-PRPAY1			Aggregate POWER Account Contribution Detail			To monitor the POWER account contribution activity.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			58			QR-PRREF1			Aggregate POWER Account Contribution Refund Detail			To monitor the number and amounts of POWER account contributions that result in a refund.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			59			QR-PRTERM1			Non-Payment of POWER Account Contributions - Initial Payment			To monitor initial POWER account payment cycles to ensure members are making initial payments and plans are accurately applying contributions.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			60			QR-PRTERM2			Non-Payment of POWER Account Contributions - Subsequent Payment			To monitor initial POWER account payment cycles to ensure members are making subsequent payments and plans are accurately applying contributions.			Last day of the month following the end of the reporting quarter			Excel template			No			No			Yes


			Preventive Services and Chronic Care Reports


			61			QR-PCC1 (PLUS, BASIC, & State Plan)			Adults' Access to Preventive Ambulatory Services (HEDIS)			To identify members who had a preventive or ambulatory care visit.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			62			QR-PCC2 (PLUS, BASIC, & State Plan)			Preventive Exam (Rollover Related)			To identify members who received a preventive exam applicable to rollover.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			63			QR-PCC3 (PLUS, BASIC,& State Plan)			Breast Cancer Screening			To assess the percentage of women who had a mammogram to screen for breast cancer.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			64			QR-PCC4 (PLUS, BASIC, & State Plan)			Cervical Cancer Screening			To assess the percentage of women who received one or more Pap tests to screen for cervical cancer.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			65			QR-PCC5 (PLUS, BASIC, & State Plan)			Chlamydia Screening in Women			To assess the percentage of women who were identified as sexually active and who had at least one test for Chlamydia.			Last day of the month following a 90-day claims lag period following the close of the quarter			Excel template			Yes			No			Yes


			66			QR-PCC6 (PLUS, BASIC, & State Plan)			Use of Appropriate Medications for Members with Asthma (HEDIS)			To assess the use of appropriate medications for members identified as having persistent asthma.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			67			QR-PCC7 (PLUS, BASIC, & State Plan)			Monitoring for Patients on Persistent Medications (HEDIS)			To assess outpatient utilization of medication management for chronic conditions.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			68			QR-PCC8 (PLUS, BASIC, & State Plan)			Comprehensive Diabetes Care (HEDIS)			To assess utilization of  members with diabetes (type 1 and type 2) who received an appropriate treatment monitoring screening exam.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			69			QR-PCC9 (PLUS, BASIC, & State Plan)			Utilization of Imaging Studies for Low Back Pain			To assess the utilization of imaging studies for low back pain.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			70			QR-PCC10 (PLUS, BASIC, &State Plan)			Adolescent Well-Care Visits			To assess the percentage of enrolled members 19- 21 years of age who had at least one comprehensive well-care visit with a PCP or an OB/GYN practitioner.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			General Services Utilization Reports


			71			QR-GSU1			Ambulatory Care			To summarize utilization of ambulatory care services.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			72			QR-GSU2			Ambulatory Sensitive Conditions			To summarize utilization of ambulatory care services for different ambulatory sensitive condition categories.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			73			QR-GSU3			ER Bounce Back			To summarize the rate of members who return to the emergency room within 30 days of a prior ER visit.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			74			QR-GSU4			Inpatient Utilization General Hospital/ Acute Care Discharges			To summarize utilization of acute inpatient services.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			75			QR-GSU5			Inpatient Utilization General Hospital/ Acute Care ALOS			To summarize the average length of stay for acute care, general hospital stays.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			76			QR-GSU6			Inpatient Readmission Rate			To summarize the rate at which members are readmitted post discharge.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			77			QR-GSU7 PLUS			Type of Emergency Room Utilization			To summarize the utilization of emergency room services			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			78			QR-GSU7 BASIC			Type of Emergency Room Utilization			To summarize the utilization of emergency room services			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			79			QR-GSU7 State Plan			Type of Emergency Room Utilization			To summarize the utilization of emergency room services			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			80			QR-GSU8 PLUS			Frequency of Emergency Room Utilization			To summarize utilization of emergency room services and to identify opportunities for participation in case or care management			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			81			QR-GSU8 BASIC			Frequency of Emergency Room Utilization			To summarize utilization of emergency room services and to identify opportunities for participation in case or care management			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			82			QR-GSU8 State Plan			Frequency of Emergency Room Utilization			To summarize utilization of emergency room services and to identify opportunities for participation in case or care management			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			Behavioral Health Services Reports


			83			QR-BH1			Behavioral Health Medical Expenses			To monitor the health care costs for behavioral health services.			Last day of the month following a 90-day claims lag period following the close of the quarter 			Excel template			Yes			No			Yes


			84			QR-BH2			Follow-up After Hospitalization for Mental Illness			To assess the continuity of care in relation to the follow-up care received after a behavioral health inpatient treatment stay.			Last day of the month following a 90-day claims lag period following the close of the quarter 			Excel template			Yes			No			Yes


			85			QR-BH3			Atypical Antipsychotic Monitoring			To monitor the successful medical management of members receiving atypical antipsychotic medication.			 Last day of the month following a 90-day claims lag period following the close of the quarter 			Excel template			Yes			No			Yes


			86			AN-BH1			Behavioral Health Utilization - Facilities with Inpatient Beds			To monitor available access to behavioral health inpatient facility beds to ensure the full spectrum of care is available.			January 31st			Excel template			No			No			Yes


			 Maternity Reports


			87			QR-MN1			Maternity Reports 			To indicate the number of pregnant members in HIP whose POWER Account contributions were suspended and the number of pregnant members in HIP whose POWER Account contributions were reinstated.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			88			QR-MN2			Weeks of Pregnancy			To assess the weeks of pregnancy at the time of enrollment into the MCO for women who delivered a live birth.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			89			QR-MN3			Prenatal and Postpartum Care			To assess the timeliness of prenatal care and postpartum care among women who delivered a live birth during the reporting period.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			90			QR-MN4			Maternity Discharges			To summarize utilization of maternity inpatient services by age and delivery type.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			No			Yes


			 Pharamacy Reports


			90			QR-Pharm PDL			Prospective Drug Utilization Review			To identify HIP Basic, HIP Plus, and HIP State Plan members’ drug utilization.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			Yes			Yes


			92			QR-Pharm P1			Pharmacy Helpline Performance to Providers			To monitor the MCE’s availability to provide service to its providers calling the Pharmacy Helpline.  			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			93			QR-Pharm M2			Pharmacy Grievances and Appeals			To monitor the volume and timely resolution of the MCE’s pharmacy grievances and appeals.  			Last day of the month following the end of the reporting quarter			Excel template			No			Yes			Yes


			94			MO-Pharm U1			Pharmacy Utilization Report			To monitor HIP Plus members’ access and utilization of pharmacy services including those members in RCP.			Last day of the month following a 90-day claims lag period following the close of the quarter.			Excel template			Yes			Yes			Yes


			NOTE: If Contractor fails to submit any Priority Report (other than the HEDIS and CAHPS reports), Contractor will pay liquidated damages of $4,654 for each Priority Report (other than the HEDIS and CAHPS reports) that is not submitted in a timely, complete and accurate manner.


			NOTE: If Contractor fails to submit a HEDIS or CAHPS report that was based on the NCQA methodology for sampling data, Contractor will pay liquidated damages of $4,931 for EACH BUSINESS day the report is not submitted in a timely, complete and accurate manner.


			NOTE: If Contractor fails to submit in a timely, complete and accurate manner any report, other than the Priority Reports identified above, which Contractor is required to provide under the Contract or Contracting Reporting Manual, Contractor will pay liquidated damages of $482 PER REPORT for EACH BUSINESS day for which such report has not been submitted correctly, complete, on time and in the correct reporting format.


			NOTE: If, during any quarter after the first year of the Contract, Contractor fails to submit Capitation Rate Calculation Sheet (CRCS) reports to the Office in a timely, complete and accurate manner, and does not meet the 98% completeness threshold, the Contractor will PAY liquidated damages of $49,192 PER QUARTER, PER PROGRAM.
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Section III-E: Quality Management and Improvement Reports



DRAFT





			General Report Description





			QR-Q1    Quality Management and Improvement Committee Meeting Minutes





			Purpose


			To review the issues the MCE is addressing during its internal quality management and improvement committee meetings and evaluate the correlation of internal committee activities to the MCE’s quality management and improvement work plan goals.





			Format


			Narrative text.  MCE’s choice of narrative format but must include required elements.





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP on the last day of the month following the end of the reporting quarter or at OMPP’s discretion may be requested on-site.



The MCE should provide the Quality Management and Improvement Committee meeting minutes for all committee meetings that occurred during the reporting quarter. 





			QR-Q1 Data Elements





			Item 1 


			All Data Elements





			Description 


			Narrative text on the meeting’s minutes must include:



· MCE name 



· Name of committee 



· Date of meeting 



· Names and position titles of attendees 



· Subcommittees, work groups or task force reports or updates



· Agenda items 



· Narrative description of agenda items, issues, discussion, planned actions, follow-up, responsible party, dates due, problem resolution, next steps, etc. 



· Date of next scheduled meeting 








			General Report Description





			QR-Q2    Key Staff and Other Staffing





			Purpose


			Confirm that the MCE is appropriately staffed when key staff vacancies occur.





			Format


			Excel template





			Qualifications/ Definitions


			This is submitted quarterly and on an ad hoc basis if the MCE has vacancies for any of the positions listed below.  



The MCE must submit this report to OMPP per the contract within 5 business days of receiving notice to terminate employment or 5 days before the vacancy, whichever is earlier.  





			QR-Q2 Data Elements





			Item 1  


			Key staff position





			Description 


			Identify the vacant key staff position from those listed here that are required per the contract.  If all key staff positions are filled, insert “NONE” in this field.


Key staff include: 



· Chief Executive Officer (President/CEO/ED)


· Chief Financial Officer 



· Compliance Officer



· Medical Director



· Information Systems (IS) Coordinator



· Quality Management Manager



· Utilization Management Manager



· Member Services Manager



· Provider Services Manager



· Behavioral Health Manager


· Data Compliance Manager



· Power Account Operation Manager



· Pharmacy Director



· Transition Coordination Manager



· Grievance and Appeals Manager



· Claims Manager









			Item 2


			Staff Name





			Description


			First and Last Name of the individual vacating the position.





			Item 3


			Title





			Description


			The MCE’s title of the staff position that will be left vacant.








			Item 4


			Plan for Covering Vacancy in Interim





			Description


			A written plan describing how the coverage of duties will be managed in the interim to filling the position.





			Item 5


			Contact Info (email and phone)





			Description


			Provide the full name, email and telephone number for the contact person who will be responsible for overseeing the duties in the interim.





			Item 6


			Plan for Filling Vacancy





			Description


			A written plan describing the hiring process, timeline and target date for permanently filling the vacancy.





			Item 7


			Status





			Description


			If the position remains vacant for a duration that extends to a new quarterly reporting period, provide an update to the report as to progress, revised target dates, or changes to the staffing plan.








			General Report Description





			QR-VC1  Vendor Contact Sheet





			Purpose


			To confirm that the MCE staffing contact information is current and readily available for OMPP to contact key staff as necessary.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly and ad hoc report.  The MCE must at a minimum submit the report to OMPP by the last day of the month following the end of the reporting quarter whether or not any changes have occurred in staffing contract information. This report is to be submitted on an ad hoc basis if key staff or other primary business contact information changes. 





			QR-VC1 Data Elements





			Item 1  


			All Data Elements





			Description 


			Identify the required MCE contact information as provided for in the excel template. This information includes but is not limited to:



· MCE general mailing address



· General phone numbers



· Web sites



· Key contact personnel phone and fax numbers – (key staffing positions are identified which require completion)



· Primary work site – (if the individual’s primary work site is other than the primary business address, identify the city and state where the individual’s primary work site is located)



· Key contact email addresses



It is the responsibility of the MCE to ensure accurate contact information is maintained and readily available to OMPP for key staff and business function areas.








			General Report Description





			QR-Q3    Quality Management and Improvement Work Plan – Annual Prospective Report, Evaluation Report, and Quarterly Updates





			Purpose


			The Quality Management and Improvement Program Work Plan (QMIP) report identifies the high-level primary work plan goals the MCE has set to address its strategy for improving the delivery of health care benefits and services to its members.  



 There are two elements to monitor the MCEs’ Quality Initiatives:



1) The Quality Improvement Project (QIP) Report



2) The Quality Management and Improvement Program Work Plan



The QIP Report should be submitted prospectively for each year, along with a final evaluation of the prior year.  The Quality Management and Improvement Program Work Plan should be submitted quarterly and provide updates related to the progress of items documented in the QIP Report.  This section (QR-Q3) provides a description of these reporting requirements. (Annual Prospective, Evaluation, and Quarterly) 





			Format


			2 Excel templates (1 for each element)








			Qualifications/ Definitions


			The QIP Report template was built in Microsoft Excel.  The OMPP requests that MCEs complete QIP Reports and submit them in this format.  The QIP Report is divided into the following six sections.  Each section is a separate tab in the Excel file and is formatted for printing as one page.



1. Introduction



2. Measure Definitions



3. Measure Results



4. Intervention Definitions



5. Intervention Results



6. Qualitative Assessment



It should be noted that the Intervention Definitions and Intervention Results tabs allow for additional information that can carry over to a second page.  This is only required if an MCE has more than five interventions for a specific QIP.  If so, the MCE should change the print range to allow for printing on two pages.



The QIP Report is intended to allow for use across multiple years if the MCE chooses to continue the QIP across years.  For example, if the QIP is a multi-year initiative, there is opportunity to report results from measures as well as interventions over time.  If an MCE chooses to extend a QIP over multiple years, the OMPP requests that the same template be used and simply added to each year with the latest data so that history can be recorded and stored over time. Some of the narrative in the qualitative responses may be changed each year and the MCE may choose to retain or simply replace these qualitative responses in each year’s version of the QIP Report. 



A brief description of the contents of each section of the QIP Report is described below.



Introduction



The section requests information on key attributes of the QIP itself.  Since the template may be used over multiple years, at the top of the page it is asked for the date that the report was completed (to track when multiple templates have been completed over time).  At the bottom of the page, the MCE is asked why the QIP has continued over multiple years (if this is true) and if the most current year is the last year of the QIP (and, if so, why).



Measure Definitions



This section of the tool allows the MCE to define the specific measures that will be used in the QIP to assess outcomes.  Specifically, give the measure a name (if it is a HEDIS measure, use the HEDIS name).  Describe in words what is in the content of the numerator and denominator.  If the measure itself is not a rate, then fill in a description only in the numerator field and type N/A in the denominator field.



The MCE should also indicate if the measure will be used for the HHW population, the HIP population, or both.  Additionally, indicate if the data used to compute the measure is based on HEDIS, and if it is not based on HEDIS indicate if the data used to compute the measure uses information on the entire population (e.g., an administrative claims-based measure) or a sample (e.g., a hybrid methodology).



MCEs may choose to use multiple measures for a QIP.  Some of these may cover the entire population in HHW or HIP while others may address a subpopulation.  For example, one QIP may be for breast cancer screening.  One measure that the MCE may track in this QIP is the HEDIS measure for breast cancer screening.  Separately, the MCE may choose create a measure that is HEDIS-like but is specific to African American women.



One reason why an MCE may choose to create separate measures for different subpopulations is because of the interventions that are selected in the QIP.  To the extent possible, the MCE is encouraged to tie interventions back to measures to determine if and how specific interventions may impact a measure.  The OMPP recognizes that this one-to-one relationship between interventions and measures is not always possible. The outcome of a measure may very well be a result of the compounding effect of multiple interventions.  In some cases, it may be possible to assign interventions to specific measures.  Using the breast cancer screening example, if the MCE has a specific intervention to improve the screening rate among African American women, then this intervention may be tied to a measure assigned to this subpopulation.   



The bottom half of this page asks questions pertaining to data sources as well as how often the measure will be reported.  In both grids, when an X is placed in the ‘Other’ box, please briefly describe how other is defined.



The bottom of the page queries if either the data sources or sampling techniques (when applicable) have changed over the course of the QIP (if the QIP is multi-year).  



Measure Results



This section contains tables to report the results of each measure defined in the previous section.  For every measure defined in Section 2, the name of the measure is carried forward to populate the same cell in Section 3.



The OMPP asks that each measure begin with a baseline much like the NCQA form did.  This should always appear on the first row of the table for a measure’s results.  The results from subsequent periods should be continually added to in table as time goes on.



In the first column, input the label for any period after the baseline period.  An example if MY1 or MY2 is shown in the column heading.  This stands for Measurement Year 1 or Measurement Year 2.  For clarity, if the MCE just completed the second year of a QIP and the measures are reported on annually (as indicated in Section 2), then the measure results box would contain three lines of data---one for the Baseline period, one for MY1 and one for MY2.



Beside the label for the measurement period, indicate the specific timeframe.  Using the example above, it may be shown that Baseline is CY 2012, MY1 is CY 2013 and MY2 is CY 2014.



Enter the numerator and denominator values and the calculated rate (that is, numerator / denominator) when the measure is a rate.  If the measure is not a rate but, for example, a whole number, do not enter any data in the numerator or denominator field.  Enter the whole number in the rate field instead.  For example, the measure may be number of Notification of Pregnancy forms received in a year.  The value in the Baseline period is shown in the rate field as 150.  The goal in the first year may have been 500.  The benchmark may be 1,000 per year.  



The column ‘Difference in Rate: Current Period and Baseline’ shows the actual change in the measure from the starting point of the QIP.  This is simply the difference between values shown in the table.



A Goal and a Benchmark value (expressed either as a rate or a whole number) is required to be filled in for each reporting period, even if the actual values did not change from the previous reporting period.  The OMPP is interested in tracking if the MCE is changing its goal or benchmark each year.  Other columns allow the MCE to show the difference between the current year rate and the goal or between the rate and the benchmark.



If a goal or benchmark was changed, please supply the reason why in the field below the table.  On the form itself, some examples are provided as to when a baseline is considered changed.  For example, if the MCE is using a HEDIS measure and the benchmark is the 75th percentile for the measure, just because the absolute value at the 75th percentile changes modestly from one HEDIS year to the next does not constitute a benchmark change.  What would qualify as a benchmark change is if the MCE chose to move from the 75th percentile up to the 90th percentile.



The column asking about statistical significance reflects if there was a statistically significant change in the rate from the current period to the most recent prior period.  It is not intended to measure statistical significance from the current period against the baseline.



Intervention Definitions



One of the main reasons for modifying the QIP Report template was to enable better reporting on interventions.  The use of the term intervention as it pertains to this template is active engagement with the members based on something that can be measured.  The term activity in this QIP Report template is intended to define those actions that may assist in the improvement of measures in a QIP but in and of themselves cannot be quantified to assess their effectiveness.  For example, a targeted intervention to conduct follow-up calls to HHW or HIP members who accessed the emergency department for non-emergent reasons within 48 hours after they present in the ER would be counted as an intervention since the MCE can assess its effectiveness (such as how many members were actually spoken to in a live call post-ER presentation).  An example of an activity would be promotion of the MCE’s nurse line in a member newsletter to educate members that the nurse line can help them distinguish between emergencies and non-emergencies.



The study questions on the OMPP QIP Report will pertain to the specific interventions created by the MCE.  In other words, what is the intervention trying to do or address and to whom?  Where relevant, be specific if the intervention is targeted to a specific subpopulation.



Another note on the study questions.  In the Introduction section, the template asks the MCE to provide the rationale for the conducting the QIP.  The study questions are shown in the Interventions Definition section because the OMPP would like the study questions to be specific and answered by data.  If an MCE conducts a QIP over multiple years and the interventions related to the QIP change over time, it is expected that the study questions would also change.  It is also possible that even if an intervention remains over multiple years in a QIP, it is possible that the study question related to the intervention could change each year (if the focus of the intervention was adjusted, for example).



The remainder of the box for each intervention asks about other attributes of the intervention such as who the intervention is intended for, the population it is targeted to, and whether data is obtainable to support analyzing the intervention (and when this data became available).



The MCEs are encouraged to consider interventions across these domains and to test a variety of interventions where possible.  The key factors to consider before starting the interventions are:  what data will be collected to analyze the success of the intervention (and can this be collected from the outset) and what is the study question related to the intervention.  If neither of these factors can be addressed, then it may be that the item being considered is classified as an activity rather than an intervention.     



Intervention Results



The Intervention Results section is set up similarly to the Measure Results section.  For each intervention defined in the prior section, the name of the intervention is carried forward into this section.  MCEs should identify the specific data in narrative format that will be used to assess the intervention.  What is different here from the Measures Results section is that the MCE may or may not have baseline data to use to measure the intervention results against.  Therefore, it is not mandatory in this section like it is in the Measures Results section.  Likewise, since interventions may occur more sporadically, the time period of the intervention is not expected to always be annual.  Therefore, for the column Time Period Intervention was Measured, enter the from and to date so that the reader understands the full time period the intervention was in place (especially if it was not the entire year).  



As mentioned in the Measure Results discussion, enter numerators, denominators and the rate where applicable.  If the result is not a rate (but rather a whole number), leave the numerator and denominator fields blank and simply enter the result in the rate column. 



After reporting data on each time period of the intervention (if there is more than one time period), fill in an X in the appropriate column about the status of the intervention (e.g., continue with or without changes or discontinued).  To the extent that any trend can be seen, please describe this as well.  Finally, write in narrative format the MCE’s overall assessment of the effectiveness of the intervention.



Qualitative Assessment



The Qualitative Assessment section allows the MCE to provide feedback in a more narrative format about its QIP.  Specifically, the OMPP is interested in knowing about:



· Any activities (as defined previously in this document) that were conducted for this QIP in addition to the interventions



· Any barriers to implementing interventions (and what was done to alleviate the barrier)



· Any barriers to computing results from interventions (and what was done to alleviate the barrier)



· Any barriers to computing results for measures (and what was done to alleviate the barrier)



· Successes, challenges and the MCE’s overall assessment of the QIP for the year of study



OMPP allows and encourages the MCE to add new goals/interventions or modify its goals/interventions at any time during the calendar year.  



The MCE must submit its Prospective QIP Report to OMPP by October 31st of each calendar year for all goals.  The MCEs should complete sections 1 (Introduction), 2 (Measure Definitions) and 4 (Intervention Definitions) of the QIP Report for the Prospective QIP Report requirement.


Based off the Prospective QIP Report, the MCE must provide quarterly progress updates related to the QIP Report Interventions to be submitted the last day of the month following the end of each reporting quarter. This is to be submitted utilizing the Quality Management and Improvement Work Plan template provided in the MCE’s Excel workbook. 



The MCE must review its Work Plan in its entirety and submit an annual Retrospective evaluation to OMPP by August 1st of each calendar year.  The MCEs should complete all sections of the QIP Report for the QIP Report Retrospective Evaluation.  Since many QIPs of the MCEs are tied to HEDIS measures, the QIP Report Final Evaluation will be due August 1st of each year (to allow for HEDIS annual measure results to be incorporated).  In other words, the QIP Report submitted in August 2015 will be reporting on information pertaining to the QIP through December 31, 2014.  Although not every QIP of the MCE will be tied to HEDIS, the OMPP proposes to require that all QIP Reports be due at the same time to be consistent.



Quality Improvement Projects (QIPs)/Performance Improvement Projects (PIPs) are an inclusive element of the Quality Work Plan and the annual Retrospective evaluation will satisfy the requirement of submitting the MCEs’ QIPs/PIPs.


Reporting Submission Example:



January 1st  – Prospective Year’s QI Work Plan due



August 1st  – Previous Year’s Annual  Evaluation QI Work Plan due


April 30th, July 31st, October 31st, January 31st Quarterly QI Work Plan Updates 


October 31st  – Draft Prospective Year’s QI Work Plan due








			Annual Program Evaluation





			Qualifications/



Description


			Based on the guidance provided in the Qualifications/Definitions section of the report specification and using the QIP Report template, this is an annual written evaluation of the work plan goals that includes:



· Introduction


· Measure Definitions


· Measure Results


· Intervention Definitions


· Intervention Results


· Qualitative Assessment


Completed and ongoing QI activities



The organization must annually evaluate its performance on planned QI activities described within its work plan, including all delegated functions. 



Quantitative analysis and trending of measures



The organization should present the results of QI initiatives in measurable terms. Trended data shows performance overtime compared with established performance thresholds. 



Barrier analysis



The organization must also conduct a root cause analysis or barrier analysis to identify reasons when the organization's goals are not met. Analysis must include organization staff who has direct experience with the processes that have presented barriers to improvement.



Overall effectiveness



After giving careful consideration to its performance in all aspects of the QI program, the organization determines and describes the overall effectiveness of the QI program. The organization considers the adequacy of resources, committee structure, practitioner participation and leadership involvement in the QI program and determines whether to restructure or change.









			QR-Q3 Data Elements





			Current QIP Status


			





			Item 1  


			Managed Care Organization (MCE)





			Description 


			Enter the name of the MCE submitting the work plan.





			Item 2


			Reporting Period





			Description


			Enter the year and quarter to which the update pertains.





			Item 3


			QIP Project Name





			Description


			Enter the QIP Project Name from each QIP Report being completed as part of quality initiatives.








			Item 4


			QIP Related to Current P4O?





			Description


			Indicated with a Y (yes) or N (no) if each QIP Project Name is related to a current pay-for-outcome measure.





			Item 5


			Calendar Year QIP Began





			Description


			Enter the year each QIP Project Name began.





			Item 6 


			Population





			Description


			Indicated if each QIP Project Name is related to Hoosier Healthwise (HHW), Healthy Indiana Plan (HIP), or both HHW and HIP (Both).





			Item 7  


			Person Responsible





			Description


			Provide the First and Last Name of the individual responsible for the QIP Project Name.





			Item 8


			Measureable Intervention(s) Documented on QIP Annual Report





			Description


			Provide all Intervention documented on the Prospective QIP Report for each QIP Project Name.





			Item 9 


			Quarterly Status Update





			Description


			Provide an update, including data, of activities completed in the reporting quarter related to each measureable intervention documented.  









			Closed QIP Monitoring


			





			Item 10


			QIP Project Name





			Description


			Enter the name of closed QIPs or other activities which the MCE is monitoring, but not as thoroughly as current Quality Projects. 








			Item 11


			QIP Related to Current P4O?





			Description


			Indicated with a Y (yes) or N (no) if each closed QIP or other activity is related to a current pay-for-outcome measure.





			Item 12


			Calendar Year QIP Closed





			Description


			If the documented activity is a closed QIP, enter the year the QIP ended.  If the documented activity is not a closed QIP, enter N/A.





			Item 13


			Population





			Description


			Indicated if each closed QIP or other activity is related to Hoosier Healthwise (HHW), Healthy Indiana Plan (HIP), or both HHW and HIP (Both).





			Item 14


			Person Responsible





			Description


			Provide the First and Last Name of the individual responsible for the closed QIP Project or other activity.





			Item 15


			Describe Activities to Maintain QIP Results





			Description


			If the documented activity is a closed QIP, enter the current activities being conducted to maintain the results of the former QIP.  If the documented activity is not a closed QIP, enter the current activities being conducted. 





			Item 16


			Quarterly Status Update





			Description


			Provide an update, including data, of activities completed in the reporting quarter related to each closed QIP or activity documented.








			General Report Description





			AN-Q1    Quality (Performance) Improvement Projects (QIPs)





			Purpose


			Describe specific MCE goals for improving the outcomes of health care benefits and services for members.  





			Format


			Plans must use the Quality Improvement Project (QIP) Report. The MCEs shall submit drafts of any QIP as part of the Draft QI Work Plan.  


See QR-Q3 for report specifications. However, review of the updated QIP Report may be requested throughout the year by OMPP staff.



 





			Qualifications/ Definitions


			OMPP requires at least two Performance Improvement Projects (PIPs) be conducted that address high priority clinical goals.  If an MCE has sub-contracted behavioral health services to an MBHO, coordination for behavioral health PIPs are required.





			AN-Q1 Data Elements





			Item 1  


			All Data Elements - QIPs





			


			See QR-Q3 for data elements and instructions for completing the QIP Report.








			General Report Description





			AN-Q2    Healthcare Effectiveness Data and Information Set (HEDIS() 





			Purpose


			Evaluate the MCE’s data compiled for its annual Healthcare Effectiveness Data and Information Set (HEDIS() audit survey.





			Format


			Excel





			Description


			This is an annual report.  The MCE must submit this report to OMPP by June 15th, or on the date the data is due to NCQA, whichever is earlier, for the preceding calendar year’s data.  









			AN-Q2 Data Elements





			Item 1


			All Data Elements





			Description


			Provide the same audited data provided to NCQA.








			General Report Description





			AN-Q3     Healthcare Effectiveness Data and Information Set (HEDIS() Compliance Auditor’s Final Report





			Purpose


			Assess the MCE’s compliance with the Healthcare Effectiveness Data and Information Set (HEDIS®) Technical Specifications reporting requirements when reporting annual HEDIS( rates.





			Format


			HEDIS( Auditor’s final audit report, as submitted to the health plan from the Auditor.





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to OMPP within ten business days of receiving the report from the Auditor. 





			AN-Q3 Data Elements





			Item 1  


			All Data Elements





			Description


			Submit Auditor’s final report.








			General Report Description





			AN-Q4 QIP and P4P Statistical Analysis





			Purpose


			To monitor the effectiveness of programs and initiatives set forth in the QIP and P4P by calculating for statistical significance in the percent change from previous reporting period





			Format


			OMPP template





			Qualifications/ Definitions


			OMPP requires statistical analysis of the P4P and QIP measures reported annually with the HEDIS audit survey.  Measures should be reported in the format shown in the letter presented in Appendix IV.





			AN-Q4 Data Elements





			Item 1


			All Data Elements





			Description


			In order to monitor the effectiveness of plan initiatives OMPP reviews the results of quality HEDIS metric results. In order to determine the significance of change, year over year for these measures’ results and in comparison to the national benchmarks, additional detail regarding the statistical significance for the plan’s QIP and P4P measures is requested. 



This includes supplying:



· At least two years, current and prior year, of reporting results



· Eligible population



· Administrative denominator, numerator and rate



· Hybrid denominator, numerator and rate



· Statistical significance data (ex. effect sizes based on z-tests for different rates)



See Appendix VI for format of report.
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Section III-H: POWER Accounts


DRAFT






			General Report Description





			MO-PR1 and MO-PR2 POWER Account Contribution - Employer Participation Summary





			Purpose


			To monitor the participation of employers’ and non-profit organizations’ contributions towards the POWER account on behalf of HIP members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly and year to date report.  The MCE must submit the report by the date designated on the reporting catalogue.





			Performance Measures


			An employer’s contribution must not exceed 50% of the member’s annual contribution amount.





			MO-PR1  Data Elements





			Item 1  


			Number of Employers Participating





			Description 


			Indicate the total number of employers that made member contributions on behalf of a member during the reporting period.



Enter a whole number.





			Item 2


			Number of Members on Whose Behalf an Employer Made a Contribution





			Description


			Indicate the total number of members on whose behalf an employer has made one or more member contribution payments during the reporting period.



Enter a whole number.





			Item 3


			Total Amount of Employer Contributions





			Description


			Indicate the total amount of employer contributions made on behalf of a member during the reporting period.



Enter a dollar value.





			Item 4


			Average Amount of Employer Contributions





			Description


			Indicate the average amount of employer contributions made on behalf of a member during the reporting period.



Enter a dollar value.





			Formula


			· Numerator = Item 3



· Denominator = Item 2





			  MO-PR2  Data -PR2 Data Elements





			Item 1  


			Number of Non-Profit Organizations Participating





			Description


			Indicate the total number of non-profit organizations that made member contributions on behalf of a member during the reporting period.



Enter a whole number.





			Item 2


			Number of Members on Whose Behalf a Non-Profit Organization Made a Contribution





			Description


			Indicate the total number of members on whose behalf a non-profit organization has made one or more member contribution payments during the reporting period.



Enter a whole number.





			Item 3


			Total Amount of Non-Profit Organization Contributions





			Description


			Indicate the total amount of non-profit organization contributions made on behalf of a member during the reporting period.



Enter a dollar value.





			Item 4


			Average Amount of Non-Profit Organization Contributions





			Description


			Indicate the average amount of employer contributions made on behalf of a member during the reporting period.



Enter a dollar value.





			Formula


			· Numerator = Item 3



· Denominator = Item 2








			General Report Description





			QR-PRPAY1  Aggregate POWER Account Contribution Detail





			Purpose


			To monitor the POWER account contribution activity.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter.



This report is broken into categories including the source of the contribution:



· Member



· State



· Third party sources including employers and non-profit organizations


It is also separated by the payment methods:



Electronic Transfer



Payroll Deduction



Paper Check



Money Order



Credit Card



Other 









			Performance Measures


			The plan must deposit checks no later than 10 calendar days after receipt.





			QR-PRPAY1 Data Elements





			Item 1


			Number of Initial Member POWER Account Contributions Received





			Description


			Indicate the number of initial member contributions received by the plan during the reporting period by FPL. The initial member contribution is the first contribution due after an individual is determined to be conditionally eligible for HIP, and is required before coverage under the plan begins. The sum of all members under all FPLs equals the total number of initial member contributions received by the plan during the reporting period.


Enter a whole number.





			Item 2


			Number of Initial Member POWER Account Contributions Pending From Previous Reporting Period





			Description


			Enter the total number of initial member contributions received in previous reporting periods that were pending as of the last day of the previous reporting period. 



Enter a whole number.








			Item 3


			Number of Member POWER Account Contributions Processed





			Description


			Enter the total number of initial member contributions processed during the reporting period. 



Enter a whole number.





			Item 4


			Average Number of Days to Process Initial Member Contribution





			Description


			Indicate the average length of time in calendar days to process initial member contributions in the reporting period.





			Formula


			To accurately calculate the processing time period, the plan must identify the Julian date of the lockbox deposit of the initial member contribution then subtract (-) the Julian date the plan notified HP that the member’s payment has been processed. 



· Numerator = Total number of days 



· Denominator = Total number of payments processed





			Item 5


			Number of Initial Member Contributions Pending Deposit





			Description


			Indicate the total number of initial contributions that are pending deposit as of the last day of the reporting period. 



Enter a whole number.





			Item 6


			Number of Lockbox Deposits





			Description


			Indicate the total number of Lockbox deposits made as of the last day of the reporting period.



Enter a whole number.





			Item 7


			Total Amount of Lockbox Deposits





			


			Enter the total amount of all lockbox deposits during the reporting period, sorted by source (i.e. / member and employer) and method of deposit (i.e., electronic transfer, payroll deduction, paper check, money order, other).



Enter a dollar value.








			Item 8


			Average Amount of Lockbox Deposits





			Description


			To calculate the average amount of lockbox deposits, sum the amounts of all lockbox deposits during the reporting period and divide by the total number of lockbox deposits made during the reporting period. Sort by source (i.e./ member and third party) and method of deposit (i.e., electronic transfer, payroll deduction, paper check, money order, other).



Enter a dollar value.








			General Report Description





			QR-PRREF1  Aggregate POWER Account Contribution Refund Detail





			Purpose


			To monitor the number and amounts of power account contributions that result in a refund.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter.



This report is broken into addressee:



· Member



· State



It is also separated by the payment methods:



Electronic Transfer



Paper Check



Credit Card



Other 









			QR-PRPREF1 Data Elements





			Item 1


			Number of Refunds





			Description


			Indicate the number of contribution payment refunds that were returned during the reporting period.



Enter a whole number.





			Item 2


			Total Amount of Refunds





			Description


			Indicate the total dollar value for all refunds returned during the reporting period.



Enter a dollar value.





			Item 3


			Average Amount of Refunds





			Description


			Indicate the average amount of the refund returned.



Enter a dollar value.





			Formula


			· Numerator = Item 2



· Denominator = Item 1





			Item 4


			Average Number of Days to Process Refund





			Description


			Indicate the average length of time to process a power account contribution refund.





			Formula


			To accurately calculate the processing time period, the plan must identify the Julian date for which a refund was required then subtract (-) the Julian date the plan mailed/returned the payment contribution as a refund.





			Item 5


			Returned Member Refunds





			Description


			Itemize all member refunds distributed that subsequently were returned to the plan. Include the following elements:



Item No.



Member RID#



Amount of Refund



Date of Refund



Date of Returned Refund



Reason for Return



Insurer Follow-up












			General Report Description





			QR-PRTERM1  Non-Payment of POWER Account Contributions – Initial Payment





			Purpose


			To monitor initial POWER account payment cycles to ensure members are making payments and plans are accurately applying contributions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter.





			Performance Measures


			Conditionally eligible and HIP enrollees who are 60 days delinquent in making a full member contribution payment must be terminated from HIP coverage.





			QR-PRTERM1 Data Elements





			Item 1  


			Termed Due to No Payment





			Description 


			Enter the number of individuals reported to the plan as conditionally eligible who were terminated during the reporting period for being 60 days late in making their first member contribution. Indicate the total number of individuals failing to make any payment by FPL tier:



a) < 22% FPL



b) 23% FPL  - 50% FPL



c) 51% FPL – 75% FPL



d) 76% FPL – 100% FPL



e) 101% FPL – 138% FPL



Enter a whole number.





			Item 2


			Termed Due to NSF Payment





			Description


			Enter the number of individuals reported to the plan as conditionally eligible who were terminated during the reporting period for being 60 days late in making their first member contribution. Indicate the total number of individuals terminated due to an NSF (non-sufficient funds) payment of the initial payment by FPL tier:



a) > 22% FPL



b) 23% FPL  - 50% FPL



c) 51% FPL – 75% FPL



d) 76% FPL – 100% FPL



e) 101% FPL – 138% FPL


Enter a whole number.





			Item 3


			Total Termed





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a full subsequent member contribution payment. Total those terminated for making either no payment or an NSF payment by FPL tier:



a) > 22% FPL



b) 23% FPL  - 50% FPL



c) 51% FPL – 75% FPL



d) 76% FPL – 100% FPL



e) 101% FPL – 138% FPL


Enter a whole number.





			Item 4


			Amount Owed in Aggregate – First Payments





			Description


			Enter the total value of member contributions owed by individuals who were terminated during the reporting period for being 60 days late in making their first member contribution by FPL tier:



a) > 22% FPL



b) 23% FPL  - 50% FPL



c) 51% FPL – 75% FPL



d) 76% FPL – 100% FPL



e) 101% FPL – 138% FPL


Enter a dollar value.





			Item 5


			Average Amount Owed Per Delinquent Eligible





			Description


			Indicate the average amount of contribution that was owed by those individuals terminated for being 60 days late in making their first member contribution by FPL tier:



a) > 22% FPL



b) 23% FPL  - 50% FPL



c) 51% FPL – 75% FPL



d) 76% FPL – 100% FPL



e) 101% FPL – 138% FPL


Enter a dollar value.





			Formula


			· Numerator = Item 3



· Denominator = # of Conditionally HIP Eligible Persons Terminated (Item 1 + Item 2)








			General Report Description





			QR-PRTERM2  Non-Payment of POWER Account Contributions – Subsequent Payment





			Purpose


			To monitor subsequent POWER account payment cycles to ensure members are making payments and plans are accurately applying contributions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report by the last day of the month following the end of the reporting quarter. 



This report indicates members that were termed due to non-payment of a subsequent POWER account contribution. The terminations are also monitored and divided into the following population and income level groups:



1. Medically Frail


2. Section 1931 Low Income Parent Caretaker


3. HIP  Plus


<22% FPL



23-50% FPL



51-75% FPL



76-100% FPL


101-138% FPL









			Performance Measures


			Conditionally eligible and HIP enrollees who are 60 days delinquent in making a full member contribution payment must be terminated from HIP coverage. 





			QR-PRTERM2 Data Elements





			Item 1


			Termed due to No Payment





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a subsequent member contribution payment. 



Enter a whole number.





			Item 2


			Termed Due to NSF Payment





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a full subsequent member contribution payment. Indicate those terminated for making an NSF payment. 



Enter a whole number.





			Item 3


			Total Termed





			Description


			Enter the number of HIP enrollees who were terminated during the reporting period for being 60 days late in making a full subsequent member contribution payment. Total those terminated for making either no payment or an NSF payment.



Enter a whole number.





			Item 4


			Amount Owed in Aggregate – Subsequent Payments





			Description


			Indicate the total value of member contributions owed by individuals who were terminated during the reporting period for being 60 days late in making a subsequent member contribution.



Enter a dollar value.





			Item 5


			Average Amount Owed Per Delinquent Eligible





			Description


			Indicate the average amount of subsequent contributions owed by individuals who were terminated due to non-payment or insufficient payment.



Enter a dollar value.





			Formula


			· Numerator = Item 4



· Denominator = Item 3





			Item 6


			Average Number of Months on HIP before Termination





			Description


			Indicate the average number of coverage months a member received prior to program termination due to non-payment or insufficient payment.



Enter a whole number.





			Formula


			· Numerator = Total number of coverage months for HIP Enrollees  terminated during the reporting period due to delinquent or insufficient payment of subsequent member contributions



· Denominator = Total number of HIP enrollees terminated during the reporting period due to delinquent or insufficient payment of subsequent member contributions















Section III. A. Systems and Claims Reports.docx

HIP 2.0 MCE Reporting Manual


Section III - A:  Systems and Claims Reports


DRAFT





			General Report Description





			QR-S1 Claims Processing Summary





			Purpose


			To assess the MCE’s claims processing productivity and timeliness in adjudicating clean provider claims. 





			Format


			Excel template 





			Qualifications/ Definitions


			This is a quarterly report.  No claims lag. The MCE must submit the report to OMPP by the last day of the month following the end of the reporting quarter. The HIP report should also include the proper Behavioral Health (BH) claims; there is no longer a separate BH Claims Processing Summary report Unless specifically indicated otherwise, the following definitions apply in all OMPP performance claims reports:





Claim:  A claim is a billing encounter notice submitted for reimbursement consideration or a health care utilization document that itemizes health care service(s) (i.e., claim line items) that have been rendered to a member.


A behavioral health claim is identified utilizing the HEDIS codes specified by the Mental Health Utilization measure and Identification of Alcohol and Other Drug Services measure OR as outlined by the contract with a sub-delegated MBHO as applicable.





UB-04 Claim:  The nationally recognized claim form approved for the submission for payment of institutional services. Under the Health Insurance Portability and Accountability Act (HIPAA), electronically submitted institutional claims are referred to as 837I claims.  Unless specifically indicated otherwise, the term UB-04 is used for either paper or electronically submitted institutional claims. 





CMS 1500 Claim:  The nationally recognized claim form for the submission for payment of professional services. Under HIPAA, electronically submitted professional claims are referred to as 837P claims.  Unless specifically indicated otherwise, the term CMS 1500 is used for either paper or electronically submitted professional claims. 





American Dental Association (ADA) Dental Claim: The nationally recognized claim form for the submission for payment of professional services.





Clean Claim:  A claim in which all information required for processing the claim is on the claim form. 





Adjudicated Clean Claim:  An original claim that has been received by the MCE and processed through its claims system to a “paid” or “denied” decision status. 


Adjudicated clean claims should NOT include:


· rejected claims


· replacement or adjustment claims


· misdirected claims


· claims for members not currently enrolled


· claims for which the MCE is not financially responsible 


· unclean claims that require additional information


· pended or suspended claims





Clean Claim Paid On Time:  For electronically submitted claims, a clean claim is paid on time when it is paid within 21 calendar days of the MCE’s receipt.  For paper submitted claims, a clean claim is paid on time when it is paid within 30 calendar days of the MCE’s receipt. 





Clean Claim Paid Late:  For electronically submitted claims, a clean claim is paid late when it is paid more than 21 calendar days after the MCE’s receipt.  For paper submitted claims, a clean claim is paid late when it is paid more than 30 calendar days after the MCE’s receipt.





Paid Clean Claim:  A paid claim is a billing encounter notice submitted for reimbursement consideration or (health care) utilization documentation that itemizes (health care) service(s) (i.e., claim line items) rendered to a covered person eligible to receive the (health care) service(s) on the date rendered in which at least one of the (health care) services (i.e., a claim line item(s)) is either partially or fully reimbursable or deemed eligible for full or partial reimbursement if the submitting entity had not been pre-paid for the (health care) service(s).  Paid clean claims should not include:


· rejected claims


· replacement claims


· misdirected claims


· claims for members not currently enrolled


· claims for which the MCE is not financially  responsible 


· unclean claims





Denied Clean Claim:  A denied claim is a billing encounter notice submitted for reimbursement consideration or health care utilization documentation that itemizes health care service(s) (i.e., claim line items) rendered to a person in which ALL the health care service(s) (i.e., claim line item(s)) are deemed NOT eligible/appropriate for reimbursement. Denied clean claims should NOT include:


· rejected claims


· replacement claims


· misdirected claims


· claims for members not currently enrolled


· claims for which the MCE is not financially  responsible 


· unclean claims





Unclean Claim: A claim in which all the information required for processing is not present per IC 12-15-13.0.6. 


For OMPP reporting purposes this includes claims that were:


· Claims received and denied by the MCE because the claim failed to pass HIPAA compliancy edits. These claims will not pass the fiscal agent’s pre-adjudication edits for encounter submissions.


· Claims that do not have the National Provider Identifier. These claims are treated as a rejected claim regardless of whether the MCE accepts the claim into its inventory system.


·  A final decision regarding the service cannot yet be made due to lack of information. 





Rejected Claim:  A claim that the MCE cannot accept into its inventory for future adjudication, or accepts into its inventory but OMPP has specified should be treated as a rejected claim. Rejected claims should not be submitted to OMPP in the encounter data process. Rejected claims should include the following scenarios:  


· misdirected claims: a claim submitted to the wrong entity for processing (e.g., claim submitted to the wrong MCE)


· claims for members not currently enrolled


· claims for which the MCE is not financially  responsible 


· unclean claims (a claim in which all the information required for processing is not present – per IC 12-15-13.0.6)


For purposes of this report, rejected claims and unclean claims should be treated the same.





Misdirected Claim:  A claim submitted to the wrong entity for processing, e.g. a claim submitted to the wrong MCE.





Received Claim:  A claim the MCE has accepted into its inventory management system for future adjudication.  For the purposes of this report, rejected claims and replacement claims are not considered received claims. 





Replacement Claim:  A claim the MCE has previously adjudicated but has been resubmitted for reprocessing (i.e., adjustment).  This adjustment may be due to a provider correction regarding the original submission. If a replacement claim is received, it is not considered as an original clean claim for reporting purposes.





Remittance Advice (RA) Date:  The date the MCE generates the provider remittance advice for an adjudicated claim. This is the date the provider’s check or EFT is remitted to the provider and sometimes referred to as the paid date.





Julian Date:  Represents the calendar day’s number in the total days available in a calendar year (i.e., 365 days).  A Julian date calculator, which converts standard calendar dates to Julian dates, can be accessed at the following website:  http://www.nr.com/julian.html 








			QR-S1 Data Elements





			Item 1


			Total Submitted Dollars (not paid amount)





			Description


			Indicate the total submitted dollars for all UB-04 (Institutional), CMS 1500 (Professional), and ADA Dental claims received during the reporting period. This is the total billed amount by the provider. This is not the amount paid by the MCE for services rendered.





			Item 2


			Clean Claims Received – Electronic





			Description


			Indicate the number of electronically submitted clean claims received into the MCE’s claims inventory management system during the reporting quarter.  This is to be broken out by claim type [UB-04 (institutional), CMS 1500 (professional), and ADA Dental] and provider type [in-network and out-of-network provider.]





The MCE should not count rejected claims nor replacement claims as received claims if the MCE can identify these coming into inventory.





			Item 3  


			Clean Claims Received – Paper





			Description


			Indicate the number of submitted clean paper claims received into the MCE’s claims inventory management system during the reporting quarter.  This is to be broken out by claim type [UB-04 (institutional), CMS 1500 (professional), and ADA Dental] and provider type [in-network and out-of-network provider.]





The MCE should not count rejected claims nor replacement claims as received claims if the MCE can identify these coming into inventory.





			Item 4  


			Clean Claims Adjudicated  and Paid On Time





			Description


			Indicate the number of adjudicated clean claims that the MCE paid on time during the quarter, by claim type [in-network and out-of-network, UB-04 (institutional), CMS 1500 (professional), and ADA Dental]. 





Clean claims adjudicated during the quarter can include claims that were received during the quarter as well as those claims received in prior quarters.  Claims paid on time are considered to be those that have a remittance date on or before the time standard indicated for the claim type. [21 days for electronic claims; 30 days for paper claims]





Clean claims adjudicated should not include rejected or replacement claims.





The Excel template auto-calculates a Paid On Time Rate. 





			Item 5  


			Clean Claims Adjudicated - Paid Late





			Description


			Indicate the number of adjudicated clean claims that the MCE paid late during the quarter, by claim type [in-network and out-of-network, UB-92 (institutional), CMS 1500 (professional), and ADA Dental].





Clean claims adjudicated during the quarter can include claims that were received during the quarter as well as those claims received in prior quarters.  Claims paid late are considered to be those that have a remittance date after the time standard indicated for the claim type. [21 days for electronic claims; 30 days for paper claims]





Clean claims adjudicated should not include rejected or replacement claims.





			Item 
6


			Clean Claims Adjudicated - Denied





			Description


			Indicate the number of adjudicated clean claims that the MCE denied for payment during the quarter, by claim type [in-network and out-of-network, UB-04 (institutional), CMS 1500 (professional), and ADA Dental].





Clean claims adjudicated during the quarter can include adjudicated claims that were received during the quarter as well as those claims received in prior quarter.  





The Excel template auto-calculates a Denial Rate. It is not necessary to separately report a denial rate in the comments.





			Item 7


			Total Number of Claims Paid with Interest





			Description


			Indicate the total number of claims that the MCE paid with interest for all providers by claim type [UB-04 (institutional), CMS 1500 (professional), and ADA Dental].  





Per IC 12-15-13 the MCE must pay interest on all clean claims paid late to providers for which the MCE is responsible.





The MCE should include replacement claims in this data.





			Item 8


			Total Dollar Amount of Interest Paid





			Description


			Indicate the total dollars in interest that the MCE paid to all providers by claim type [UB-04 (institutional), CMS 1500 (professional), and ADA Dental claims].  





Per IC 12-15-13 the MCE must pay interest on all clean claims paid late to providers for which the MCE is responsible.





The MCE should include replacement claims in this data. Enter whole dollar amounts in $000,000,000.00 format.





			Item 
9


			Claims Lag – Average number of days between the last date of service on claim and MCE's receipt of claim from provider





			Description


			Indicate by claim type [in-network and out-of-network, UB-04 (institutional), CMS 1500 (professional) claims, and ADA Dental], the average number of calendar days between the last date of service listed on the claim and the date the MCE received the claim into the MCE’s claims inventory management system.





			Formula





			Calculate the total number of calendar days between the last date of service listed on the claim and the date the MCE received the claim into the MCE’s claims inventory management system by subtracting the Julian Date of the last date of service on the claim from the Julian date of the MCE’s receipt date of the claim.





Calculate the average number of days for each claim type by summing the total number of days between the date of service and receipt date of claims and dividing by the total number of claims received. 





			Item 10


			Claims Lag – Average number of days between receipt date of claim by the MCE to adjudication date





			Description


			Indicate by claim type [in-network and out-of-network, UB-04 (institutional), CMS 1500 (professional) claims, and ADA Dental], the average number of calendar days between the date the MCE received the claim in its claims inventory management system and date the MCE adjudicated the claim [finalized a claim determination/ decision] in its claims system. 





			Formula


			Calculate the total number of calendar days between the date the MCE received the claim into inventory and the date the MCE adjudicated [finalized a claim determination/ decision] in its claims system by subtracting the Julian Date of the MCE’s receipt of the claim from the Julian date the claim was adjudicated [finalized claim determination/ decision].





Calculate the average number of days between the MCE’s receipt of the claim and the MCE adjudication date [finalized claim determination/decision] for the claim by summing the number of calendar days for all claims adjudicated and dividing by the total number of claims adjudicated. 





			Item 11


			Claims Lag – Average number of days from adjudication date to payment (remittance advice) date





			Description


			Indicate by claim type [in-network and out-of-network, UB-04 (institutional), CMS 1500 (professional), and ADA Dental], the average number of calendar days between the date the MCE adjudicated the claim to the date the MCE generated a remittance advice [i.e., payment date].





			Formula


			[bookmark: _GoBack]Calculate the total number of calendar days between the date the MCE adjudicated the claim to the date the MCE generated a remittance advice [i.e., payment date by subtracting the Julian Date of decision from the Julian Date the remittance advice was generated.]











 





			General Report Description





			QR-S2 – Adjudicated Claims Inventory Summary





			Purpose


			Assess the MCE’s efficiency in processing and remitting adjudicated clean claims within the State required timeframes.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  No claims lag. The MCE must submit the report to OMPP by the last day of the month following the end of the reporting quarter. The HIP report should also include the proper Behavioral Health (BH) claims; there is no longer a separate BH Claims Processing Summary report 





OMPP defines specific claims terms in the Claims Processing Summary (QR-S1) report for all claims related reports. This report is broken out by processed data spans. This information should correspond to data reported on the QR-S1.





			Performance Measures


			Per SOW, the MCE must pay or deny clean electronically submitted claims within 21 calendar days of receipt and clean paper submitted claims within 30 calendar days of receipt.





			QR-S2 Data Elements





			Item 1  


			In-Network Clean Claims Adjudicated





			Description


			Indicate the number of claims from in-network providers that were adjudicated and paid if applicable, sorted by claim type [i.e., UB-04 (institutional), CMS 1500 (professional), and ADA Dental] in the reporting quarter in the identified date spans provided. A claim should be counted in only one processing date span.





The MCE should omit replacement (adjusted) claims from this data.  The information required for in-network adjudicated clean claims includes:


· Number of calendar days between the date the claim was received into the MCE’s inventory and the date the MCE sent a remittance advice to the provider after adjudicating the claim


· Clean claim submission type (i.e., paper or electronic)


A claim should be counted in only one processing date span.





The report is separated into the following processing date spans:


· 0-10 days


· 11-21 days


· 22-30 days


· 31-60 days


· 61-90 days


· > 90 days





			Formula


			Calculate the number of calendar days from date of receipt into inventory to date of remittance advice by subtracting the Julian Date of the claim’s receipt from the Julian Date of the remittance advice’s generation. 





			Item 
2


			Out-of-Network Clean Claims Adjudicated





			Description


			Indicate the number of clean claims from out-of-network providers that were adjudicated and paid if applicable, sorted by claim type [i.e., UB-04 (institutional), CMS 1500 (professional), and ADA Dental] in the reporting quarter in the identified date spans provided. 





The MCE should omit replacement (adjusted) claims from this data.  The information required for out-of-network adjudicated clean claims includes:


· Number of calendar days between the date the claim was received into the MCE’s inventory and the date the MCE sent a remittance advice to the provider after adjudicating the claim


· Clean claim submission type (i.e., paper or electronic)


· The report is separated into the same date spans as listed for the in-network providers.





			Formula


			Calculate as the number of calendar days from date of receipt into inventory to date of the remittance advice by subtracting the Julian date of receipt of the claim into inventory from the Julian date of the remittance advice.












































			General Report Description





			QR-S3 Clean Claims Denial Reasons





			Purpose


			Assess the MCE’s adjudicated clean claims denial reasons and determine if common reasons for claims denials could indicate opportunities for improving claims submissions through additional provider education and outreach.





			Format


			MCE format





			Qualifications/ Definitions


			The MCE must submit the top 20 denial reasons for CMS 1500, UB-04, and ADA Dental clean claims to OMPP for any claim type during the reporting quarter. This is not to be an average of the two.  The MCE report provides the percentage of denials by denial reason for that claim type and a narrative explanation for the high denial rates exceeding 15 percent.  





OMPP defines specific claims terms in the Claims Processing Summary (QR-S1) report for all claims related reports. 















			General Report Description





			QR–AB   Paid Abortion Claims Summary 





			Purpose


			To track all paid abortion claims for the report quarter in order for OMPP to identify the appropriate source of funding for each claim.





			Format


			Excel template 





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP on the last day of the month following the end of the reporting quarter.  No claims lag.  List all abortion claims that were paid during the quarter based upon one of the four (4) listed categories of elective abortions.  All other abortion claims should be denied payment. The supporting medical documentation must also be submitted and posted to the SharePoint site used for all other report submissions.  Supporting medical documentation must be separately submitted in a .pdf file for each claim included in the report. 





This report must be submitted even if no abortion claims were paid during the reporting quarter and should contain documentation that no abortion claims were paid.





			Data Elements





			Item 1


			Original Claim Number





			Description


			Indicate the original claim number; DO NOT indicate the claim attachment number.





			Item 2  


			HCPCS Procedure Code





			Description


			Indicate the HCPCS Procedure Code on the claim, if applicable.





			Item 3 


			Diagnosis Code





			Description


			Indicate the ICD-9 Diagnosis Code on the claim.





			Item 4  


			ICD-9 Procedure Code





			Description


			Indicate the ICD-9 Procedure Code on the claim, if applicable.





			Item 
5


			Provider Number





			Description


			Indicate the NPI number on the claim.





			Item 
6


			Claim Category





			Description


			Abortion claims should be reviewed by the MCE to determine which of the four (4) categories the claim falls into: 1) rape; 2) incest; 3) necessary to save the life of the mother; or, 4) necessary to avoid serious risk of substantial and irreversible impairment of a major bodily function of the pregnant woman. 





			Item 7


			Attachment Name 





			Description


			Indicate the file name of the .pdf file for the supporting medical documentation for each claim.








 












Section III. B. Member Services  Reports.docx




			General Report Description





			WK-M1 Member Helpline Call Reasons 





			Purpose


			To monitor the members’ concerns being handled by the MCE’s Member Helpline.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a weekly report for the first quarter of 2015 and a monthly report thereafter.  As a weekly report, the MCE must submit the report to the FSSA Share Point site no later than noon Monday for the previous week’s calls.  Thereafter, the MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  








			Performance Measures


			The reporting period for the weekly report is Monday through Sunday.  The report must be submitted by noon Monday for the previous week’s calls..





			WK-M1 Data Elements





			Item 1  


			Number of Member Calls Received





			Description 


			Identify the total number of member calls received by the Member Helpline during hours of operation, including calls in which the member calls directly into the Member Helpline, transfers into the Member Helpline, or selects a member services option placing the member into the automatic call distribution (ACD) call queue.  This does not apply to other external call centers (e.g., pharmacy).


Enter a whole number.





			Item 2 


			Top 10 Reasons for Member Calls





			Description


			Identify the top 10  topic(s) of concern for the HIP member calls.  Enter the number of callers for each topic.  The total of concerns may be greater than the number of callers. 


Enter a whole number.


















			General Report Description





			QR-M1 Member Helpline Performance





			Purpose


			To monitor the MCE’s availability to provide service to its members calling the Member Helpline.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report for the remainder of 2015. The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  





			Performance Measures


			The MCE must maintain average quarterly telephone service for the member services helpline with service efficiency of at least 85 percent of calls received answered by a live voice within 30 seconds (i.e., a 85 percent service efficiency rate) and less than five percent of the calls received in the Member Helpline remaining unanswered (abandonment rate).





			QR-M1 Data Elements





			Item 1  


			Number of Member Calls Received





			Description 


			Identify the total number of member calls received by the Member Helpline during hours of operation, including calls in which the member calls directly into the Member Helpline, transfers into the Member Helpline, or selects a member services option placing the member into the automatic call distribution (ACD) call queue.  This does not apply to other external call centers (e.g., pharmacy).


Enter a whole number.





			Item 2 


			Number of Member Calls Answered





			Description


			Identify the total number of all member calls answered on the Member Helpline in the reporting period.  This number should not be greater than the number of calls received and should include the number of calls answered within 30 seconds by a live voice.


Enter a whole number.





			Item 3  


			Number of Calls Answered Live Within 30 Seconds





			Description


			Identify the number of member calls answered within 30 seconds by a live voice on the Member Helpline in the reporting period.  This number should not be greater than the number of calls received.


Enter a whole number.





			Item 4  


			Percent of Calls Answered Live Within 30 Seconds





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Member Calls Answered Live Within 30 Seconds divided by 


Number of Member Calls Received





			
Item 5  


			Number of Abandoned Calls





			Description


			Identify the number of calls received into the Member Helpline during hours of operation that were abandoned (disconnected) by the caller or the system before being answered.


Enter a whole number.





			Item 6  


			Percent of Calls Abandoned





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Abandoned Calls divided by Number of Member Calls Received





			Item 5  


			Number of Calls Received After Hours





			Description


			Indicate the number of member calls received after business hours on the after-hours voice messaging system for the Member Helpline. 


Enter a whole number.
























			General Report Description





			QR-M2 Member Grievances and Appeals





			Purpose


			To monitor the volume and timely resolution of the MCE’s member grievances and appeals.  Member grievances and appeals involving pharmacy issues are not included in this report.





			Format


			Excel template	





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  





Grievances


 A grievance is defined as an expression of dissatisfaction about any matter other than an “action.” Therefore a grievance does not include any of the following matters:


· The denial or limited authorization of a requested service, including the type or level of service


· The reduction, suspension or termination of a previously authorized service


· The denial, in whole or in part, of payment for a service


· The failure to provide services in a timely manner


· The failure to act within the required timeframe


· The failure to allow a resident of a rural area, with access to only one MCE, to obtain services outside the network





Any others matters that pertain to the delivery of health care, such as dissatisfaction with the quality of care or services received, provider or provider staff conduct (such as rudeness) or the failure to respect an enrollee’s rights should be counted as a grievance regardless of the timeframe for resolution. If the matter requires that the MCE review the situation and supply a decision, the grievance should include appeal rights if the subsequent decision is an adverse determination.





Example Scenario:


Member Doe calls to report that her home health aide is inattentive and providing poor service. Member believes that the plan should intervene to correct this behavior.


Possible Outcome: 


The plan documents the contact. The customer service representative reports the contact to the Network department in order to review other customer survey results and member or plan staff concerns related to this provider. This plan decides to complete a site survey. A letter is mailed to the member documenting the action taken by the plan. An adverse decision is not made, therefore appeal language is not included. This grievance is counted on the QR-M2.





A member may file a grievance orally, or in writing and should be included in the reporting count regardless of how the grievance was initiated. A member may request an expedited grievance in any instance in which the matter may seriously jeopardize the life or health of the member or the member’s ability to reach and maintain maximum function. Expedited grievances should be included in this count.





Appeals


The Member Appeal report includes any appeal that is a result of any of the following “actions” as bulleted below:


· The denial or limited authorization of a requested service, including the type or level of service


· The reduction, suspension or termination of a previously authorized service


· The denial, in whole or in part, of payment for a service 


· The failure to provide services in a timely manner


· The failure to act within the required timeframe


· The failure to allow a resident of a rural area, with access to only one MCE, to obtain services outside the network


It further includes any appeal resulting from an adverse decision of a grievance. These appeals may be filed by the member, or the provider on the behalf of a member.





Example Scenario:


Member Smith calls to inquire why she received a discontinuance/denial notice for further home health services.


Expected Outcome: Upon pulling up the concurrent review decision, the customer service representative reiterates the denial rationale as described on the denial letter. The CSR reiterates the appeal language that is included on the denial notice and asks Member Smith if she would like to file an appeal orally. The plan documents the contact and takes all applicable information. The CSR informs the member that the appeal is filed, but will also mail her the appeal for her signature to confirm her wish to pursue the appeal for continued services.


This appeal is counted in the QR-M2. 





The Member Appeal report does not include claim payment disputes.  This report only includes appeals reconsidered by the MCE or its sub-delegated entity and not those appealed to an IER or State fair hearing as those are separately reported.





			Performance Measures


			The MCE should resolve all member grievances within 20 business days of receipt.  The MCE should resolve standard member appeals within 20 business days of receipt. The MCE should resolve expedited appeals within 48 hours.





			
QR-M2 Data Elements





			Item 1  


			 Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the grievance data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description


 


			Enter the experience period (e.g. 2014 Q1).





			
Item 3  


			Member Months





			Description 


			Identify the number of member months (i.e., number of members enrolled) for the MCE during the reporting quarter. 


Enter a whole number. 





			Item 4


			Total Number of Grievances Received





			Description


			Indicate the total number of new member grievances received during the reporting quarter as of the last day of the reporting period.  (Member grievances and appeals involving pharmacy issues are not included in this number.)


Enter a whole number.  





			Item 5


			Total Number of Grievances Pending from Prior Reporting Periods





			Description


			Indicate the total number of grievances that were pending a resolution from prior reporting periods. 


Enter a whole number.





			Item 6


			Total Number of Grievances Resolved in the Same or Next Business Day





			Description


			Indicate the total number of grievances that were resolved in the same or next business day after it was received by the MCE.


Enter a whole number.





			Item 7


			Total Number of Grievances Resolved in Two to Five Business Days





			Description


			Indicate the total number of grievances that were resolved in two to five business days after it was received by the MCE.


Enter a whole number.





			Item 8


			Total Number of Grievances Resolved in Six to 20 Business Days





			Description


			Indicate the total number of grievances that were resolved in six to 20 business days after it was received by the MCE.


Enter a whole number.





			Item 9


			Total Number of Grievances Resolved in More than 20 Business Days





			Description


			Indicate the total number of grievances that were resolved in more than 20 business days after it was received by the MCE.


Enter a whole number.





			Item 10  


			Total Number of Grievances Not Resolved as of the last day of Experience Period/Reporting Quarter





			Description 


			Indicate the total number of grievances that were not resolved as of the last day of the experience period/reporting quarter.


Enter a whole number.





			Item 11  


			 Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the appeals data reported for a previous quarter has been updated on this submission of the report.





			Item 12  


			Experience Period





			Description


 


			Enter the experience period (e.g. 2014 Q1).





			Item 13  


			Type of Appeal





			Description


 


			For the remainder of the columns sort the data by Expedited and Non-Expedited appeals.











			Item 14  


			Total Number of Appeals Received





			Description 


			Enter the number of member appeals received during the reporting quarter as of the last day of the reporting period sorted by Expedited and Non-Expedited appeals. (Member appeals involving pharmacy issues are not included in this report.)


Enter whole numbers.





			Item 15  


			Total Number of Appeals Pending from Prior Report Periods





			Description


			Indicate the total number of appeals that were pending a resolution from the prior reporting timeframe sorted by Expedited and Non-Expedited appeals.


 


Enter whole numbers.





			Item 16


			Total Number of Expedited Appeals Resolved in 48 Hours





			Description


			For expedited appeals only, indicate the total number of appeals that were resolved in 48 hours or less after it was received by the MCE.


Enter a whole number.





			Item 17


			Total Number of Expedited Appeals Resolved in More than 48 Hours





			Description


			For expedited appeals only, indicate the total number of appeals that were resolved in more than 48 hours after it was received by the MCE.


Enter a whole number.





			Item 18


			Total Number of Non-Expedited Appeals Resolved in 30 Business Days





			Description


			For non-expedited appeals only, indicate the total number of appeals that were resolved in 30 business days or less after it was received by the MCE.


Enter a whole number.





			Item 19


			Total Number of Non-Expedited Appeals Resolved in More than 30 Business Days





			Description


			For non-expedited appeals only, indicate the total number of appeals that were resolved in more than 30 business days after it was received by the MCE.


Enter a whole number.





			Item 20


			Total Number of Appeals Not Resolved as of as of the last day of Experience Period/Reporting Quarter 





			Description


			Indicate the total number of appeals that were not resolved as of the last day of the experience period/reporting quarter.


Enter a whole number.




























































			General Report Description





			QR-M3 Independent External Reviews & FSSA Hearings and Appeals 





			Purpose


			To monitor the number and timely resolution of member requests for Independent External Reviews (IERs) or FSSA hearings during the reporting period. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period. Additionally, the MCE may be asked to submit this report to OMPP at other times during the year upon specific request from OMPP.





The resolution date is considered to be either:


· For IERs, the date that the IER gives its decision to the MCE; or


· For FSSA hearings, the date that the FSSA informs the member of the resolution decision (i.e., date FSSA mailed the resolution notice to the member or date FSSA verbally notified the member and the FSSA documented that notification date in its member appeal files).





FSSA State Fair Hearings include any matter that has been subsequently appealed after receipt of an MCE or sub-delegated entity level appeal decision.





			QR-M3 Data Elements





			Items 1 and 8  


			Sequential Tracking Number





			Description 


			Consecutively number either the IERs (Item 1) or member FSSA-level appeals (Item 8) received, resolved or pending resolution during the reporting period.


Enter number with the convention year number-x, e.g. 2013-1.





			Items 2 and 9 


			Reason for Hearing





			Description 


			Briefly describe the reason(s) the member requested the IER (Item 2) or FSSA hearing (Item 9). 





			Items 3 and 10


			Date Received





			Description 


			Identify the date the request was made by the member for an IER (Item 3) or that FSSA received the member’s request for a FSSA State fair hearing (Item 10). 


Enter date in MM/DD/YY format.












			Item 4 and 11  


			Resolution Date





			Description 


			Indicate the date the member was notified of the IER’s decision (Item 4) of FSSA's decision (Item 11). 


Enter date in MM/DD/YY format.  





			
Items 5, 6, 7 or Items 12, 13, 14


			Resolution Status





			Description 


			Identify by placing an X in the field that represents the status of the member’s request for the IER or FSSA hearing as of the last day of the reporting period using the status descriptions below:


Descriptions


A resolution decision was rendered in favor of the member (Item 5 or 12)


A resolution decision was rendered in favor of the MCE (Item 6 or 13)


A resolution decision was pending (Item 7 or 14)





If the resolution decision has not been communicated to the member as of the last day of the reporting period, the hearing decision is considered pending and the member request should be included in subsequent reports until resolved (i.e., member is notified).















			General Report Description





			QR-M4 Marketing and Outreach Report 





			Purpose


			To monitor the methods of marketing and populations accessed by the MCEs to increase enrollment.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period. 





In accordance with 42 CFR 438.104, the Plan cannot conduct, directly or indirectly, door-to-door, telephone or other “cold-call” marketing enrollment practices. However, OMPP expects the Plan to promote the program to the general community. This allows market by mail, mass media advertising and community-oriented marketing directed at potential members.  The Plan may offer gifts, incentives, or other financial or non-financial inducements, so long as the Plan acts in compliance with all marketing provisions provided for in 42 CFR 438.104, etc. 
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			Item 1  


			Planned Activity Name





			Description 


			Indicate the planned marketing and outreach activity.


Enter a brief title.





			Item 2 


			Population Impacted





			Description 


			Indicate the section of the population that the market is directed to reach.





			Item 3  


			Functional Area





			Description 


			Indicate the business unit expected to pursue, organize and/or oversee the marketing and outreach goals.





			Item 4  


			Goals





			Description 


			Summarize the marketing and outreach goals and timelines proposed for this campaign.





			Item 5  


			Person Responsible





			Description 


			Indicate the contact person for this planned activity.





			Item 6  


			Results





			Description 


			Summarize the results of the activity.











HIP 2.0 MCE Reporting Manual


Section III - B:  Member Services Reports


DRAFT











			General Report Description





			AN-M1 Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Summary





			Purpose


			Assess and document the experiences members report with their managed care organization as an indicator of quality of various aspects of care and customer service.





			Format


			NCQA-certified survey vendor format





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to OMPP by July 31st. 





Each MCE must meet the minimum response total of 411 responses to ensure the representative scores are accurate and statistically valid. Over-sampling and monitoring prior year response rates are recommended to meet this minimum.





			AN-M1 Data Elements





			Item 1


			All Data Elements





			Description


			MCEs must use an NCQA-certified vendor to conduct the CAHPS survey.  The MCE can find additional information about this survey, survey tool and NCQA’s nationally standardized reporting methodology on the NCQA website at: http://www.ncqa.org. 
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HIP 2.0 MCE Reporting Manual


Section III - C:  Provider Services Reports


DRAFT


			General Report Description





			WK-P1 Provider Helpline Call Reasons





			Purpose


			To monitor the providers’ concerns being handled by the MCE’s Provider Helpline.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a weekly report for the first quarter of 2015 and a monthly report thereafter.  As a weekly report, the MCE must submit the report to the FSSA Share Point site no later than noon Monday for the previous week’s calls.  Thereafter, the MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  








			Performance Measures


			The reporting period for the weekly report is Monday through Sunday.  The report must be submitted by noon Monday for the previous week’s calls.





			WK-P1 Data Elements





			Item 1  


			Number of Provider Calls Received





			Description


			Identify the total number of provider calls received by the MCE in to the Provider Helpline ACD call queue during open hours of operation, including calls in which the provider calls directly into the Provider Helpline, transfers into the Provider Helpline or selects a provider services option placing the provider into the call queue.  


Enter a whole number.





			Item 2  


			Top 10 Reasons for Provider Calls





			Description


			Identify the top 10 topic(s) of HIP concerns  for the  provider calls.  Enter the number of callers for each topic.  The total of concerns may be greater than the number of callers. 


Enter a whole number.





















			General Report Description





			MO-P1 Provider Helpline Performance





			Purpose


			To monitor the MCE’s availability to provide service to its providers calling the Provider Helpline.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report for the remainder of 2015. The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.  








			Performance Measures


			The MCE must maintain average monthly telephone service for the provider services helpline with service efficiency at 85 percent of calls received being answered by a live voice within 30 seconds (i.e., an 85 percent service efficiency rate) and less than five percent of the calls received in the Provider Helpline remaining unanswered (abandoned).





			QR-P1 Data Elements





			Item 1  


			Number of Provider Calls Received





			Description


			Identify the total number of provider calls received by the MCE in to the Provider Helpline ACD call queue during open hours of operation, including calls in which the provider calls directly into the Provider Helpline, transfers into the Provider Helpline or selects a provider services option placing the provider into the call queue.  


Enter a whole number.





			Item 2  


			Number of Provider Calls Answered





			Description


			Identify the number of provider calls answered on the Provider Helpline ACD call queue in the reporting period.  This number should not be greater than the number of calls received and should include the number of calls answered within 30 seconds by a live voice.


Enter a whole number.





			Item 3  


			Number of Provider Calls Answered Live Within 30 Seconds





			Description


			Identify the number of provider calls answered within 30 seconds by a live voice on the Provider Helpline in the reporting period.  This number should not be greater than the number of calls received.


Enter a whole number.





			Item 4  


			Percent of Calls Answered Live Within 30 Seconds





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Provider Calls Answered Live Within 30 Seconds divided by 


Number of Provider Calls Received





			Item 5  


			Number of Abandoned Calls





			Description


			Identify the number of calls received into the Provider Helpline during open hours of operation that were abandoned (disconnected) by the caller or the system before being answered.


Enter a whole number.





			Item 6  


			Percent of Calls Abandoned





			Description


			This is a calculated field that uses the data reported in previous items.  The formula is: 


Number of Abandoned Calls divided by Number of Member Calls Received





















			 General Report Description





			QR-P2 Provider Claims Disputes





			Purpose


			To monitor the volume of MCE provider claim disputes received from all providers.  Provider objections and formal appeals involving pharmacy issues are not included in this report.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit this report to OMPP by the last day of the month following the end of the reporting quarter.  


This report must be submitted by the MCE for those provider disputes received from all providers (i.e., in-network and out-of-network). A dispute may be informal or formal, verbal or written, to be captured in this report.





Informal Objection: A provider’s verbal or written objection to a determination (or failure to make a determination) by the MCE involving the provider’s claim. It is the provider’s inquiry at any time to resolve a claim matter.





Formal Appeal: A provider’s written request to appeal the MCE’s decision resulting from the informal provider claims dispute process. In the event an informal objection is not resolved to the provider’s satisfaction within 30 days of making an informal objection, the provider may appeal in writing to the MCE.





The OMPP expects that the MCE has the capacity to provide drilled down data descriptions from the plan’s internal tracking systems to report on the reason types for disputes and resolution outcomes.





			Performance Measures


			MCE must determine a resolution within 30 days of receiving the provider’s informal dispute. 


MCE must determine a resolution within 45 calendar days of receiving a provider’s written formal dispute.





			QR-P2 Data Elements





			Items 1 and 11


			 Updated data from a Previous Submission





			Description


			Mark an X on any row for which the informal dispute data reported for a previous quarter has been updated on this submission of the report.





			Items 2 and 12


			Experience Period





			Description


			Enter the experience period (e.g. 2012Q4).





			Item 3


			Total Number of Informal Disputes Received





			Description


			Identify the number of all verbal or written informal disputes received during the reporting quarter. (Provider disputes involving pharmacy issues are not included in this number.)


Enter a whole number.











			Item 4


			Total Number of Disputes Pending from Prior Reporting Periods





			Description


			Indicate the total number of verbal or written informal disputes that were pending a resolution from prior reporting periods. 


Enter a whole number.





			
Item 5


			Number of Disputes Resolved in the Reporting Quarter





			Description


			Indicate the total number of informal disputes resolved as of the last day of the reporting quarter. 


OMPP considers a provider claims dispute to be resolved when the provider has been notified of the dispute decision.  Until notification, OMPP considers the resolution to be pending. 


Enter a whole number.





			Item 6


			Total Number of Informal Disputes Resolved in 30 Calendar Days





			Description


			Indicate the total number of informal disputes that were resolved in 30 days or less after it was received by the MCE.


Enter a whole number.





			Item 7


			Total Number of Informal Disputes Resolved in More Than 30 Calendar Days





			Description


			Indicate the total number of informal disputes that were resolved in more than 30 days after it was received by the MCE.


Enter a whole number.





			Items  8, 9,10


			Resolution Status





			Description


			Identify the number of disputes by resolution status. 


Enter a whole number for each of the following:


Item 8: The number of informal disputes resolved in favor of the provider


Item 9: The number of informal disputes resolved in favor of the MCE


Item 10: The number of informal disputes with a resolution still pending as of the last day of the  reporting period





			Item 13


			Total Number of Formal Disputes Received





			Description


			Identify the number of all verbal or written formal disputes received during the reporting quarter. (Provider formal disputes involving pharmacy issues are not included in this number.)


Enter a whole number.





			Item 14


			Total Number of Disputes Pending from Prior Reporting Periods





			Description


			Indicate the total number of verbal or written formal disputes that were pending a resolution from prior reporting periods. 


Enter a whole number.





			
Item 15


			Number of Disputes Resolved in the Reporting Quarter





			Description


			Indicate the total number of formal disputes resolved as of the last day of the reporting quarter. 


OMPP considers a provider claims dispute to be resolved when the provider has been notified of the dispute decision.  Until notification, OMPP considers the resolution to be pending. 


Enter a whole number.





			Item 16


			Total Number of Formal Disputes Resolved in 45 Calendar Days





			Description


			Indicate the total number of informal disputes that were resolved in 45 days or less after it was received by the MCE.


Enter a whole number.





			Item 17


			Total Number of Formal Disputes Resolved in More Than 45 Calendar Days





			Description


			Indicate the total number of formal disputes that were resolved in more than 45 days after it was received by the MCE.


Enter a whole number.





			Items 18,19,20


			Resolution Status





			Description


			Identify the number of disputes by resolution status. 


Enter a whole number for each of the following:


Item 18: The number of formal disputes resolved in favor of the provider


Item 19: The number of formal disputes resolved in favor of the MCE


Item 20: The number of formal disputes with a resolution still pending as of the last day of the reporting period








	






			General Report Description





			QR-P3 Provider Credentialing





			Purpose


			To monitor the volume and timeliness of the MCE’s credentialing system.  





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting period.
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			Item 1  


			Number of Enrolled Providers Subject to Credentialing





			Description


			Enter the total number of enrolled providers with the MCE as of the last day of the reporting period for which, per NCQA guidelines, credentialing (and recredentialing) is required.  Enter as a whole number. 





			Item 2


			Number of Providers for which Credentialing or Recredentialing was Initiated





			Description


			Enter the total number of providers for which, per NCQA guidelines, credentialing (and recredentialing) was initiated in the reporting quarter.  Enter as a whole number.





			Item 3


			Number of Providers for which Credentialing or Recredentialing was Completed





			Description


			Enter the total number of providers for which credentialing or recredentialing was completed in the reporting quarter.  For this measure, completed means a decision as a result of a Level 1 review, a Level 2 review, or a decision by the MCE credentialing committee.  Enter as a whole number.





			Item 4


			Number of Providers where Credentialing was Completed with a Level 1 Review





			Description


			Of the total reported in Item #3, report the number of providers for which only a Level 1 review was completed.  A Level 1 review is also referred to as a “clean” review, i.e. the provider was not presented to the MCE credentialing committee for review.












			Item 5


			Number of Providers where Credentialing was Completed with a Level 2 Review





			Description


			Of the total reported in Item #3, report the number of providers for which only a Level 2 review was completed.  A Level 2 review means that the provider was presented to the MCE credentialing committee for review.





			Item 6


			Number of Providers that were not Credentialed or Recredentialed





			Description


			Of the total reported in Item #3, report the number of providers for which the MCE decided not to credential or recredential the provider for any reason.  





			Item 7


			Average Time to Complete the Credentialing Process





			Description


			For those providers whose credentialing or recredentialing process was completed during the reporting quarter, identify the average number of business days to complete the credentialing process. 


Enter a whole number.





			Formula


			To report this measure, use the date when the provider submitted the application as the beginning date and the date when the credentialing or recredentialing application was fully processed as the end date. 


· Numerator = Total number of business days to process all credentialing applications 


· Denominator = Total number of credentialing applications processed
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			General Report Description





			QR- HIP PMP1 Assignment Report





			Purpose


			To monitor the method and volume of PMP selection and assignment linkages to an MCE's membership.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12-month report, due quarterly on the last day of the month following the experience period. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.  


“Smart” Logic: For the purposes of this report, is the pre-defined State hierarchy that is to be utilized to facilitate PMP to member linkages. Internal MCE assignment reason codes should be mapped to indicate when the following information is utilized to select a PMP on the behalf of a member:


· Right Choices Program PMP Assignment


· Member’s PMP assignment within the last 12 months


· Family member’s current PMP


· Family member’s previous PMP


· PMP in previous group


· PMP in family member’s current group or previous group


When any of this information is applied, the total of the mapped reason codes equals the total assignments made with “smart” logic as pre-defined by the State.





“Default” Logic: For the purposes of this report, any method excluding the “smart” logic that is utilized by the MCE to facilitate PMP to member linkages is defined as default logic. Default logic is not pre-defined by the State, but must receive State approval. 





A new member may be identified utilizing the 834 – Benefit Enrollment and Maintenance Transaction for those records with an “INS03 012” value. This is a member that is either new to the network or had a break in eligibility and has regained eligibility.





			QR-PMP1 Data Elements





			Item 1


			Newly Assigned Plan Members 





			Description


			As of the last day of the reporting period, indicate the total number of members received on the enrollment roster during the reporting period.


Enter a whole number.





			Item 2


			Members who Self-Selected a PMP





			Description


			As of the last day of the reporting period, indicate the number and percentage of members who self-selected a PMP during the reporting period.


Enter a whole number.


Also indicate the percentage of members who self-selected a PMP during the reporting period. Use the formula below.





			Formula


			· Numerator = Item 2


· Denominator = Item 5 





			Item 3


			Members Auto-Assigned with "smart" Logic





			Description


			Indicate the number and percentage of members who were auto-assigned using system logic that includes the following:


· Member’s PMP assignment within the last 12 months


· Family member’s current PMP


· Family member’s previous PMP


· PMP in previous group


· PMP in family member’s current group or previous group


Also indicate the percentage of members who were auto-assigned using the described system logic. Use the formula below.





			Formula


			· Numerator = Item 3


· Denominator = Item 5





			Item 4


			Members Auto-Assigned with "default" Logic





			Description


			Indicate the number and percentage of members who were auto-assigned using an approved default logic that does not include the described “smart” logic.


Enter a whole number.


Also indicate the percentage of members who were auto-assigned using an approved “default" logic. This excludes the “smart” logic described. Use the formula below.





			Formula


			· Numerator = Item 6


· Denominator = Item 8





			
Item 5


			Members Assigned a PMP





			Description


			As of the last day of the reporting period, indicate the total number of members assigned a PMP during the reporting period. This number will not be an exact total of the assignment method counts. A member may have multiple types of assignments occur during the reporting period.


Enter a whole number.





			Item 6


			Total Members Assigned a PMP





			Description


			As of the last day of the reporting period, indicate the total number of all members assigned a PMP regardless of when a PMP assignment was made.


Enter a whole number.





			Item 7


			Total Members with Open Network status





			Description


			Indicate the total number of members that have an open network status either due to PMP assignment logic that has not been applied, or due to lack of PMP availability within the required access targets.
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			General Report Description





			QR- HIP NA1    PMP Enrollments and Disenrollments





			Purpose


			To monitor the number of PMP enrollments and disenrollments.





			Format


			MCE Format


The MCE may submit the report in the MCE’s choice of format, as long as the report requirements defined below are met.





			Qualifications/ Definitions


			This is a quarterly report. The MCE must submit this report to OMPP by the last day of the month following the end of the reporting period.  








			QR- HIP NA1 Data Elements





			Item 1  


			All Data Elements





			Description 


			Identify the number of PMP enrollments, disenrollments and reasons for disenrollments during the reporting period, as well as the resulting PMP overall counts. PMP enrollments should only include new PMPs added to the MCE’s network; it should not include renewals or other administrative changes to current PMPs. Likewise, disenrollment counts should only include PMPs who are no longer providing services in the MCE’s network.





Describe the MCE’s plans for addressing PMP disenrollments and ensuring continued access for members.











			
General Report Description





			QR- HIP NA2   Network Geographic Access Assessment – Members in Open Network





			Purpose


			To monitor the volume and proximity of members with an open network designation.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is a quarterly report for 2015 and an annual report thereafter.  The MCE must submit the report to OMPP by the last day of the month following the end of the reporting quarter.  





			QR- HIP NA2  Data Elements





			Item 1


			All Data Elements





			Description


			Provide a statewide geo-access map that plots members who have not been assigned a PMP and therefore have an open network status. Include a table with a count of open network members by region.


















			General Report Description





			QR-HIP NA3    Network Geographic Access Assessment - PMP





			Purpose


			To confirm that the MCE’s members have access to needed primary care services within reasonable travel times based on the proximity of the members’ residential zip code to the providers’ office location zip code.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is a quarterly report for 2015 and an annual thereafter.  The MCE must submit this report to OMPP by the last day of the month following the end of the reporting period, or more frequently at OMPP’s discretion.





			Performance Measures


			Members must have access to a Primary Medical Provider (PMP) within 30 miles of their residence





			QR-HIP NA3 Data Elements





			Item 1  


			All Data Elements





			Description 


			Provide a geo-access map that indicates the required member access to PMP locations relative to the MCE’s members’ counties of residence. Identify either on one map or through separate maps, the applicable regions. Include a table that indicates the: 


· Member count by region, county, and zip code; 


· Provider count by region, county, and zip code; and 


· Member to provider ratio by region, county, and zip code. 











			
General Report Description





			QR-HIP NA4    Network Geographic Access Assessment - Specialist





			Purpose


			To confirm that the MCE’s members have access to needed specialist services within reasonable travel times based on the proximity of the members’ residential zip codes to the providers’ office location zip codes.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is a quarterly report for 2015 and an annual report thereafter.  The MCE must submit this report to OMPP by the last day of the month following the end of the reporting period, or more frequently at OMPP’s discretion.





			Performance Measures


			Members must have access to specialty care within at least 60 miles of their residence.





			QR-HIP NA4 Data Elements





			Item 1  


			All Data Elements





			Description 


			Provide a geo-access map that indicates the required member access to specialist locations relative to the MCE’s members’ counties of residence.  Include a table that indicates the: 


· Member count by region, county, and zip code; 


· Specialist count by region, county, and zip code; and 


· Member to specialist ratio by region, county, and zip code.





			General Report Description





			QR-HIP NA5   Network Geographic Access Assessment – Behavioral Health





			Purpose


			To confirm that the MCE’s members have access to behavioral health services within reasonable travel times based on the proximity of the members’ residential zip codes to the behavioral health providers’ office location zip codes.





			Format


			Geo-access map





			Qualifications/ Definitions


			This is a quarterly report for 2015 and an annual report thereafter.  The MCE must submit this report to OMPP by the last day of the month following the end of the reporting period, or more frequently at OMPP’s discretion.





			QR-NA5 Data Elements





			Item 1  


			All Data Elements





			Description 


			Provide a geo-access map that indicates the required member access relative to the MCE’s members’ counties of residence. Include a table that indicates the:


· Member count by region, 


· Behavioral health provider count by region and 


· Member to behavioral health provider ratio for serving HIP members.















			General Report Description





			AN-SC1    Subcontractor Compliance Summary





			Purpose


			To identify the MCE’s subcontractors and document the MCE’s oversight of delegated activities.





			Format


			Excel template





			Qualifications/ Definitions


			This is an annual report.  In addition, the MCE must provide the requested information throughout the year to OMPP during on-site monitoring visits.  





For the purposes of this report, a subcontractor may be an entity that manages and administers health care service delivery functions, such as claims processing, or may be an entity that provides for direct patient care, such as an MBHO.  PMPs’ and specialty physicians’ contracts are not included in this report.





			Performance Measures


			The MCE must notify OMPP and request OMPP’s approval 60 calendar days prior to the use or change of any subcontractor or subcontractor’s agreement. 





			AN-SC1 Data Elements





			Item 1  


			Item No.





			Description


			Consecutively number subcontractors listed on the report.


Enter a whole number.





			Item 2 


			MBE





			Description


			Identify the listed subcontractors meeting the minority business enterprise definition. (MBE/WBE)


Enter “X” in the field if applicable.





			Item 3


			WBE





			Description


			Identify the listed subcontractors meeting the women business enterprise definition. (MBE/WBE)


Enter “X” in the field if applicable.





			Item 4


			Subcontractor Name





			Description


			Identify the MCE’s subcontractors that deliver contracted services.  The OMPP requires all subcontractors to be identified that were active during the reporting period.  This includes terminated contracts that were active for only a portion of the reporting period. 


Insert the name of the MCE’s subcontractor as listed on its contract with the MCE.














			Item 5  


			Delegated Activities





			Description


			Identify the delegated activities the subcontractor performs, to support the MCE’s contract with the State using the descriptions below:





Delegated Activities


			Accounts Receivable/Accounts Payable





			Behavioral Health





			Claims Processing/Data Systems





			Disease Management





			Network Development





			Non-emergent Transportation





			Member Services





			Other, identify





			Pharmacy Benefit Management





			Prior Authorization/Medical Management





			Provider Credentialing





			Provider Services





			Website Development/Management





			Direct Patient Care














			Item 6


			If Other, Identify





			Description


			Clarify the activity performed that is outside the scope of services described from the above list. 





			Item 7


			Contract Effective Date





			Description


			Identify the effective date of the subcontractor’s contract with the MCE (i.e., the date the subcontractor will begin delivering contracted services).  


Enter date in MM/DD/YY format.





			Item 8  


			Contract End Date





			Description


			Identify the end date of the subcontractor’s current contracted term.  End dates cannot extend beyond the termination date of the MCE’s contract with the State. 


Enter date in MM/DD/YY format.












			Item 9


			Contract Type (Risk/ Non-risk)





			Description


			Identify the type of financial arrangement, either risk or non-risk based, under which the subcontractor will deliver services by using the following descriptions:





Non-risk contract:   the subcontractor has no risk or the risk is less than five percent of the MCE’s revenue from the Hoosier Healthwise contract.


Risk contract:   the subcontractor has risk equaling five percent or more of the MCE’s revenue from the Hoosier Healthwise contract.





			Item 10.  


			Financial Information Obtained (Yes/ No/ NA)





			Description


			Confirmation the MCE collected the required quarterly financial information when the subcontractor’s financial arrangement is “Risk” by indicating the following options:





Yes:   the MCE has collected the required financial information each quarter of the prior calendar year. 


No:   the MCE has not collected the required financial information each quarter of the prior calendar year. 


NA:   the sub-contract does not carry a risk of five percent or more.





Required performance data includes a statement of revenue and expenses, a balance sheet, cash flows and change in equity/fund balances as well as incurred but not received (IBNR) estimates.





			Item 11


			Stop Loss Coverage





			Description


			Identify the subcontractor’s stop loss insurance coverage arrangement using the following indicators:


			Yes:    this subcontractor has its own stop loss coverage





			No:    this subcontractor does not have its own stop loss coverage





			NA:    Stop loss is not applicable to this subcontractor





















			Item 12


			Committee Participation (>50%/ <50%/ None)





			Description


			Identify the subcontractor’s participation in the MCE’s internal committee structure using the following descriptions:


			>50%:    Participates 50 percent or more in one or more committee(s)





			<50%:    Participates less than 50 percent in one or more committee(s)





			None:    Does not participate in any internal MCE committee(s)


Enter one of the above options.














			Item 13


			Committee Name(s)





			Description


			If the sub-contractor is participating in an MCE committee(s), indicate the name(s) of committee(s) in which the subcontractor participates.





			Item 14


			Monitoring Activities





			Description


			Identify the monitoring activities the MCE employs to oversee the subcontractor’s compliance with the terms of the MCE’s contract with the State. Include routine, annual and ad-hoc monitoring activities that provide the MCE assurances that the sub-contractor performance is adequate.





			Item 15


			Date Corrective Action Plan Implemented





			Description


			Indicate the date any formal or informal corrective actions were implemented.  If no corrective actions were taken leave this field blank.


Enter date(s) for each corrective action taken during the reporting period in MM/DD/YY format.





			Item 16


			CAP End Date





			Description


			Indicate the date the MCE confirmed the subcontractor’s activities were again in compliance.  If there were no corrective actions leave this field blank. 


Enter date(s) for each corrective action taken during the reporting period in MM/DD/YY format.





			Item 17


			CAP Outcome





			Description


			Briefly describe the subcontractor’s outcomes for any corrective action instituted by the MCE. 





			Item 18


			OMPP Approval Date





			Description


			Identify the date OMPP approved the subcontractor agreement. 


Enter date in MM/DD/YY format.








HIP 2.0 MCE Reporting Manual


Section III - D:  Network Development and Access Reports


DRAFT








			General Report Description





			AN-AA1    24-Hour Availability Audit 





			Purpose 


			To monitor members’ access to PMPs outside standard business hours.  





			Format


			MCE Format





The MCE may submit the report in the MCE’s choice of format, but must include the report requirements defined below.





			Qualifications/ Definitions


			This is an annual report.  The MCE must submit this report to the OMPP by January 31st of each year.  


 


Members should be able to access PMPs 24-hours-a-day, seven-days-a-week, for urgent and emergent health care needs, regardless of a holiday.  Therefore, PMPs must have a mechanism in place to ensure that members are able to make direct contact with their PMP, or the PMP’s clinical staff person, through a toll-free member services telephone number 24-hours-a-day, seven-days-a-week.





To monitor that members have appropriate 24-hours-a-day, seven-days-a-week access to PMPs, the MCE must randomly select PMPs to receive test calls each year.  The sample size must include 100 percent of high volume providers and 5% of enrolled providers within each county (a minimum of 1 PMP per county). High volume providers are defined as providers that include the top 10 percent of the enrolled membership.





PMPs are deemed available to provide services if they: 


(1) answer the phone themselves, (2) designate an employee, (3) hire an answering service, or (4) use a pager system to facilitate members’ contact with an on-call medical professional 24-hours-a-day, seven-days-a-week. 





 





			


			To be considered compliant, PMPs must also provide instruction for life threatening situations in all four of the above situations. The PMP must provide appropriate direction to the member to contact 911 or the nearest emergency department.





MCEs must notify PMPs who are found non-compliant with the 24-hour availability requirement and must put corrective actions in place within 30 days of notification and re-survey within three months. The MCE must monitor non-compliant providers in the following year to determine availability and indicate these re-surveys separately on the survey tool.  The MCE must complete these calls in addition to the annual monitoring sample.





The MCE must identify the steps taken to communicate audit results to PMPs and the steps the MCE has taken to achieve future compliance.  





			Performance Measures


			The MCE should have 100 percent compliance.  





			
AN-AA1 Data Elements





			Item 1


			Audit Survey Period





			Description


			Indicate the time period for which the availability audit was conducted. Include the start and end dates for the survey period.





			Item 2


			Selection and Survey Methodology 





			Description 


			Describe the methodology used to identify and select the PMPs included in the audit. Include the methodology utilized to test the 24-hour availability standards.





			Item 3


			Total Number of PMPs Called





			Description


			Indicate the number of audit calls initiated.  This number should include all PMPs who were newly selected for the reporting period’s 24-Hour availability audit as well as those PMPs who were found non-compliant in the previous reporting period.





			Item 4


			PMPs Compliant with Availability Standards





			Description


			Identify the number and percentage of PMPs who were found to meet the 24-hour availability service requirements.  





			Formula


			· Numerator = Total number of PMPs who met the availability standards


· Denominator = Total number of PMPs included in survey





			Item 5


			PMPs Non-Compliant with Availability Standards





			Description


			Identify the number and percentage of PMPs who did not meet the 24-hour availability services requirements.





			Formula


			· Numerator = Total number of PMPs who  failed to meet the availability standards


· Denominator = Total number of PMPs included in survey





			Item 6


			Notice, Corrective Action and Monitoring Activities





			Description


			Indicate the methods for which non-compliant PMPs were notified of the survey results, the time period of notice, the corrective actions required by the MCE and the monitoring activities performed by the MCE.
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Section III - F: Utilization Management Reports


DRAFT





			General Report Description





			MO-ES1   Extended Services Report





			Purpose


			To monitor services which facilitate the participation and delivery of health care services for vulnerable population groups and members verified as medically frail. Consistent with 42 CFR §440.315(f), an individual will be considered medically frail if he or she has one or more of the following: 





· Disabling mental disorder;


· Chronic substance abuse disorder;


· Serious and complex medical conditions; 


· Physical, intellectual, or developmental disability that significantly impairs the individuals’ ability to perform one or more activities of daily living; or


· Disability determination based on the Social Security 


              Administration’s criteria. 








			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report for 2015.  It is due on the last day of the month following a 60-day lag period from the end of the reporting period.


Fulfillment – Fulfillment of a service means the service was held, and attended by all parties; the provider, interpreter and member.





			MO- ES1 Data Elements





			Item 1


			Total Contacts





			Description


			Indicate the total number of tracked contacts who utilized the language line during the reporting period. Indicate monthly and year to date totals.


Enter a whole number.





			Item 2


			Total Requested





			Description


			Indicate the total number of requests for interpreter services made to the MCE during the reporting period. Indicate monthly and year to date totals. 


Enter a whole number.





			Item 3


			Total Completed (Fulfillment)





			Description


			Indicate the number of interpretation services requested and fulfilled on behalf of the member during the reporting period. 


Fulfillment of a service means the service was held, and attended by all parties; the provider, interpreter and member.


Enter a whole number





			Item 4


			% Completed





			Description


			Indicate the percentage of interpretation services completed during the reporting period.


Enter a percentage.





			Formula


			· Numerator = Item 3


· Denominator = Item 2














			General Report Description





			MO-PREG1     Pregnancy Identification 





			Purpose


			To monitor the outcomes of members who become pregnant while on HIP to ensure successful transition to coverage under another IHCP program.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly report.  The MCE must submit the report the last day of the month following the end of the reporting period.





			MO-PREG1 Data Elements





			Item 1  


			Member RID #





			Description 


			Enter the pregnant member’s RID number. Include all members identified as pregnant until the Enrollment Roster indicates they have been successfully disenrolled from HIP.





			Item 2


			Date Plan Becomes Aware of Pregnancy





			Description


			Insert the date the plan is notified of the member’s pregnancy.


Enter in MM/DD/YYYY format.





			Item 3


			Method of Notification





			Description


			Identify the method by which the plan was notified of the member’s pregnancy. 


			Common Methods of Identification





			· ICES notification of disenrollment


· Rejected pregnancy claim


· Member communication


· Provider communication, identify provider type


· Pregnancy test claim follow-up


· Outreach, identify method


· Other, identify











Enter a method from the list.











			Item 4


			Plan Follow-up





			Description


			Identify in summary form, whether the member transitioned to another category and the steps taken by the MCE to ensure the member successfully transitioned to other IHCP coverage. 





			
Item 5


			Stage of Pregnancy





			Description


			If available, identify the weeks of gestation at the time the plan was notified of the member’s pregnancy.





			Item 6


			Member’s Aid Category





			


			Identify the member’s aid category at the time the plan was notified.





			Item 7


			Date Pregnancy Coverage Begins





			Description


			Identify the date the Enrollment Roster indicates the member was disenrolled from HIP. If the member has not been disenrolled as of the last day of the reporting period, enter “pending.” 


Enter MM/DD/YYYY.








			Item 8


			Has the member’s pregnancy been reported in previous reporting periods?





			Description


			Check this column if the pregnant member was included in previous reporting periods.





			Item 9


			Has the member’s POWER Account contribution been suspended?





			Description


			Check this column if the pregnant member’s POWER Account contribution has been suspended.





			Item 10


			Date Co-Pays were Waived





			Description


			Identify the date the member’s co-pays were waived.


Enter MM/DD/YYYY.














			General Report Description





			MO-PREG2  Pregnant Members Remaining in HIP





			Purpose


			To identify pregnant members remaining in HIP





			Format


			Excel template





			Qualifications/ Description


			This is a monthly report which begins the second quarter of 2015.  The MCE must submit the report the last day of the month following the end of the reporting period.





			MO-PREG2 Data Elements





			Item 1  


			Number of Pregnant Members Who Remained in HIP by Category





			Description 


			Indicate the number of pregnant members remaining in HIP by Category:


· MARB – Medicaid Regular Basic


· MARP – Medicaid Regular Plus


· MASB – Medicaid State Plan Basic


· MASP – Medicaid State Plan Plus


· Total of all pregnant members in all categories





Enter a whole number.


















			
General Report Description





			QR-HS1     New Member Health Needs Screening Report





			Purpose


			To monitor the duration it takes for the MCE to complete a  new member health screen 





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly and year to date report to be submitted to OMPP by the last day of the month following a 90 day lag from the end of the reporting quarter.


A new member is any member who has been away from the plan for 12 months and has not had a screener completed even if retro-added. The screener must be completed within 90 days of health plan notification or member eligibility whichever is later.





			QR-HS1 Data Elements





			Item 1


			New Member Totals





			Description


			Indicate the number of new members enrolled with the MCE during the reporting period that require a screening to be completed.


Enter a whole number.





			Item 2


			Terminated Members





			Description


			Indicate the number of new members enrolled with the MCE during the reporting period that have since terminated within their first 90 days of enrollment.


Enter a whole number.





			Item 3


			New Members Net of Terminated





			Description


			Calculation of the total members identified in Item #1 minus total members identified in Item #2.





			Item 4


			Unreachable Members





			Description


			Indicate the number of new members enrolled with the MCE during the reporting period that are determined to be unreachable.  “Unreachable” is defined as a minimum of three outreach calls using the information provided to the MCE by OMPP but for which there is no response from the member.


Enter a whole number.





			Item 5


			New Members Net of Terminated and Unreachable





			Description


			The total members identified in Item #3 minus total members identified in Item #4.





			Item 6


			Total Screened 





			Description


			Indicate the number of new members identified in Item #1 that were screened within their first 90 days of enrollment.


Enter a whole number.





			Item 7


			% Screened (all except Terminated)





			Description


			The percentage of newly enrolled MCE members, net of terminated members, that have had a health screening assessment completed within 90 days.  Calculation is number in Item #6 divided by number in Item #3.





			Item 8


			% Screened (excluding Terminated and Unreachable)





			Description


			The percentage of newly enrolled MCE members, net of terminated and unreachable members, that have had a health screening assessment completed within 90 days.  Calculation is number in Item #6 divided by number in Item #5.




















			
General Report Description





			QR-MF1     Medically Frail Member Identification Report





			Purpose


			To identify the number of members who are medically frail and enrolled in either HIP State Plan Plus or HIP State Plan Basic. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.

















			QR-MF1 Data Elements





			Item 1


			Medically Frail Members Referred to MCE





			Description


			Indicate the number of members during the reporting period who were referred to the MCE and designated as medically frail (MF) based upon responses to the Health Coverage Questionnaire portion of the Indiana Application for Health Coverage. 





Enter a whole number.





			Item 2


			Members Completing a New Member Health Risk Screening





			Description


			Indicate the number of members identified in Item #1 who completed a new member health risk screening in 90 days.


Enter a whole number.





			Item 3


			Members Completing a Health Risk Assessment





			Description


			Indicate the number of enrolled members identified in Item #1 with a  health risk assessment completed within 60 days.


 Enter a whole number.





			Item 4


			Members Verified as Medically Frail 





			Description


			Indicate the number of members identified in Items #2 and #3 who were verified as MF.


Enter a whole number.





			Item 5


			MF Members Enrolled in HIP State Plan Plus





			Description


			Indicate the number of members identified in Item #4 who enrolled in HIP State Plan Plus.


Enter a whole number.





			Item 6


			MF Members Enrolled in HIP State Plan Basic





			Description


			Indicate the number of members in Item #4 who enrolled in HIP State Plan Basic.


Enter a whole number.

















			General Report Description





			QR-PA1 Prior Authorization Report





			Purpose


			To monitor the volume, type and effectiveness of the MCE’s authorization decisions 





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.





For purposes of this report, an authorization review includes any pre-service request (including ER admission), continued/concurrent stay, or those that are retroactive in nature. These counts should include all requests submitted regardless of the reviewer’s clinical or non-clinical credentials.





An authorization may be for one unit of service or multiple units of service. An initial authorization request with applicable MCE decision is counted only once. Any additional decision(s) by the MCE to increase the duration or scope of service is counted for each decision.





			QR-PA1 Data Elements





			Item 1


			Total Number of Authorizations Submitted in Reporting Period





			Description


			Identify the total number of submitted authorization requests in the reporting period. 


Enter a whole number.





			Item 2


			Total Number of Authorizations Adjudicated in Reporting Period





			Description


			Identify the total number of adjudicated authorization requests in the reporting period.  





			Item 3


			Total Number Approved





			Description


			Identify the total number of requests that resulted in an approved service. Enter a whole number. 





			Item 4


			Total Number Fully Denied





			Description


			Identify the total number of requests that resulted in a full denial. Enter a whole number. 





			Item 5


			Total Number Modified





			Description


			Identify the total number of requests that resulted in a partial denial or an approval that was made that was adjusted from the original request. Enter a whole number. 





			Items 6, 7, 8


			% Approved, % Fully Denied, % Modified





			Description


			Percentages are auto-calculated based on the entries made in Items 2 – 5.





			Item 9


			Average # of Days to Process





			Description


			For authorization decisions made during the reporting period, provide the average length of time between the date the request was received (even if the request was made in a prior reporting period) and that of an authorization decision. 


Enter a whole number.





			Formula


			Calculate the total number of calendar days between the receipt date for the authorization request and the MCE decision date by first translating the calendar dates to its Julian date, then subtracting the decision date from receipt date.  


· Numerator = Total Number of Authorization Requests


· Denominator = Total Number of Calendar Days to Process All Authorization Requests





			Item 10


			% Processed Timely





			Description


			For authorization decisions made during the reporting period, indicate the percent of decisions that were made within the required timeframes.  The required timeframes are:


· For non-urgent pre-service requests: 7 business days


· For urgent pre-service requests: 3 business days


· For concurrent reviews: 1 business day after receiving all necessary information to make a decision


· For retrospective reviews: 30 calendar days


Enter a percentage.





			Formula


			· Numerator = Total Number of Decisions Made within the Time Standard


· Denominator = Total Number of Decisions Made





			Item 11


			Total Number of Appeals Filed due to a Denied /Modified Authorization





			Description


			Indicate the number of appeals filed with the MCE by a member, or a provider on the member’s behalf, during the reporting period that were due to a service request denial or modification. 


Enter a whole number.











			General Report Description





			QR- CMPH1    Complex Case Management Report – Physical Health Conditions of Interest


QR-CMBH1    Complex Case Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's case management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-CMPH1 focuses on physical health conditions while QR-CMBH1 focuses on behavioral health conditions.





For both reports, case management refers to the definition of Complex Case Management established by NCQA.


Complex Case Management –


Complex case management is the coordination of care and services provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate appropriate delivery of care and services. Since complex case management is considered an opt-out program, all eligible members have the right to participate or decline participation.





The goal of complex case management is to help members regain optimum health or improved functional capability, in the right setting and in a cost-effective manner. It involves comprehensive assessment of the member’s condition; determination of available benefits and resources; and development and implementation of a case management plan with performance goals, monitoring and follow-up.





Distinguishing factors of complex case management::


1. Degree and complexity of illness or condition is typically severe


1. Level of management necessary is typically intensive


1. Amount of resources required for member to regain optimal health or improved functionality is typically extensive








At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in complex case management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest. For example, if a Member is identified for complex case management for both asthma and diabetes, he should be counted in the identified totals in the asthma row AND the diabetes row. However in the unique members count at the top of the report he should be counted only once.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-CMPH1 or QR-CMBH1 report.





OMPP requires that the Right Choices Program be among the programs reported on the QR-CMPH1 and QR-CMBH1 reports every quarter.





			QR-CMPH1 and QR-CMBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  With the exception of Item #9, all information should be reported for all activity at any point in time during the reporting period.  Individuals who are enrolled in case management over multiple reporting periods should be recorded in each reporting period where they are participating.








			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for care coordination at any level during the reporting period by any means utilized by the MCE.  This number is your universe of all members identified including those not yet assessed or stratified.





For “All Conditions of Interest Combined” (Unique Members), count each member only once.   


Members may be counted in more than one of the individual disease states listed as these totals are not based on “unique” members.





Enter a whole number.





			Item 5


			Total Identified through the HNS or NOP





			Description


			Of the total members entered in Item #4, enter the total number of members that were identified as potential candidates for care coordination at any level specifically through either the Health Needs Screening (HNS) tool or the Notification of Pregnancy (NOP) report.   





For “All Conditions of Interest Combined” (Unique Members), count each member only once.   


Members may be counted in more than one of the specific individual disease states listed as these totals are not based on “unique” members.





Enter a whole number.





			Item 6


			Total Opt Outs (Refusals)





			Description


			Enter the total number of members who, when invited to participate, refused or chose to opt out.  This may include members who were identified for invitation to participate in a prior reporting period.   


Enter a whole number.





			Item 7


			Total Members Receiving Care Coordination in Case Management at Any Time During the Reporting Period





			Description


			Enter the total number of members that were actively enrolled in care coordination in the Case Management program at any time during the reporting period. This number will include members who were enrolled in previous quarters as well as those enrolled on the first through last day of the current reporting quarter.


This number does not include the number of members in Item #6 who opted out of the program. 


“Active Enrollment” means the member has had at least one live verbal conversation with an MCE case manager and has agreed to participate in the Case Management program.  The one exception to this is the CMBH1 Condition of Interest for Inpatient Discharges from a Psychiatric Hospital report.   OMPP requires that all members discharged from a psychiatric hospital be enrolled in case management for 180 days post-discharge, all members in this Condition of Interest are classified as Active.





Enter a whole number.











			Item 8


			Total Participation Days in the Reporting Period





			Description


			Among the members receiving care coordination in the Case Management program identified in Item #7, report the number of days for which each member participated during the reporting period.  Sum all of the days among all active ever enrolled participants.


 Enter a whole number.





			Item 9


			Total Live Verbal Contacts with Active Ever Enrolled 





			Description


			Among the members receiving care coordination in the Case Management program identified in Item #7, report the number of live verbal contacts directly with the member and the MCE case manager.  The total contacts do not include non-verbal contacts, messages left for members, IVRs, or communications with the member’s providers.  Sum all of the phone contacts among all active, ever enrolled participants.


 Enter a whole number.





			Item 10


			Total Disenrolled from Care Coordination in the Case Management Program





			Description


			Enter the total number of members who were disenrolled from care coordination in the Case Management program during the reporting period. This should include members disenrolled for various reasons including successful completion of the member’s treatment plan, transition to a higher functioning program, or due to unsuccessful contact attempts which warrant transition of staffing resources. The MCE should maintain the capacity to drill down on disenrollment statistics upon request.


Enter a whole number.





			Item 11


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #7 who were enrolled in case management on the last day of the reporting period. 


Enter a whole number.





			Item 12


			Total Full Time Equivalent Case Managers





			Description


			Enter the total number of complex case managers reflected as a full time equivalent figure.  If case managers at the MCE also perform care management or other UM functions, assign their time to performing case management based either on total hours per week spent on case management or based on the portion of their caseload that has case management members. 


Enter as a number taken to one decimal point (e.g. 5.7 FTEs).








			Item 13


			Full Period Equivalent Participant Caseload per Case Manager





			Description


			This is an auto- calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Full Time Equivalent Case Managers 


divided by 90 days. 








			
Item 14


			Average Program Participation Length (days in the Reporting Period)





			Description


			This is an auto- calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 








			Item 15


			Average Live Verbal Contacts Per Member Per Month in the Reporting Period





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 


divided by 3 months












			General Report Description





			QR- CRPH1   Care Management Report – Physical Health Conditions of Interest


QR-CRBH1    Care Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's care management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-CRPH1 focuses on physical health conditions while QR-CRBH1 focuses on behavioral health conditions.





There are only two differences between the format of QR-CRPH1 / QR-CRBH1 and QR-CMPH1 / QR-CMBH1.  They are:





1. The distinction between the complex case management enrolled population and the care management enrolled population; and


1. The Care Management reports include contacts beyond live verbal contacts with the member.





For both reports, care management refers to the definition established by NCQA.


Care Management –


Care management services include direct consumer contacts in order to assist members with the access to care for needed health or social services. This includes assistance with location specialty services, scheduling appointments, transportation needs and addressing social service needs.





Note that members in Care Management are not required to have a plan of care developed. 





At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in care management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-CRPH1 or QR-CRBH1 report.





OMPP requires that the Right Choices Program be among the programs reported on the QR-CRPH1 and QR-CRBH1 reports every quarter.








			QR-CRPH1 and QR-CRBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  With the exception of Item #9, all information should be reported for all activity at any point in time during the reporting period.  Individuals who are enrolled in care management over multiple reporting periods should be recorded in each reporting period where they are participating.





			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2015Q1).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for the care coordination at any level during the reporting period by any means utilized by the MCE.  This number is your universe of all members identified including those not yet assessed or stratified.


For “All Conditions of Interest Combined” (Unique Members), count each member only once.   


Members may be counted in more than one of the individual disease states listed as these totals are not based on “unique” members.


Enter a whole number.





			Item 5


			Total Identified through the HNA or NOP





			Description


			Of the total members entered in Item #3, enter the total number of members that were identified as potential candidates for care coordination at any level through either the Health Needs Assessment (HNA) tool or the Notification of Pregnancy (NOP) report.   


Enter a whole number.





			Item 6


			Total Opt Outs (Refusals)





			Description


			Enter the total number of members who, when invited to participate, refused or chose to opt out.  This may include members who were identified for invitation to participate in a prior reporting period.   


Enter a whole number.





			Item 7


			Total Members Receiving Care Coordination in Care Management at Any Time During the Reporting Period





			Description


			Enter the total number of members that who received care coordination in the Care Management program at any time during this reporting period regardless of when they were ever enrolled.  This number will include members who were enrolled in previous quarters as well as those enrolled on the first through last day of the current reporting quarter.


This number does not include the number of members in Item #6 who opted out of the program. 


“Active Enrollment” means that the member has had at least one live verbal conversation with an MCE case manager and has agreed to participate in the program.  


Enter a whole number.





			Item 8


			Total Participation Days in the Reporting Period





			Description


			Among the members identified in Item #7, report the number of days that each member was participating during the reporting period.  Sum all of the days among all active ever enrolled participants.


 Enter a whole number.





			Item 9


			Total Contacts with Active Ever Enrolled 





			Description


			Among the members identified in Item #7, report the number of contacts with the member.  The total contacts may include phone calls with the member, phone calls with the member’s providers, other phone outreach on behalf of the member, IVRs, or mailings to the member directly related to their condition of interest.  Sum all of the contacts among all active ever enrolled participants.


 Enter a whole number.





			Item 10


			Total Disenrolled from Care Coordination in the Care Management Program





			Description


			Enter the total number of members who were disenrolled from care coordination in the Care Management program during the reporting period for any reason.  The MCE should maintain the capacity to drill down on disenrollment statistics upon request.


Enter a whole number.





			Item 11


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #7 who were enrolled in care management on the last day of the reporting period. 


Enter a whole number.





			Item 12


			Total Full Time Equivalent Care Managers





			Description


			Enter the total number of care managers reflected as a full time equivalent figure.  If care managers at the MCE also perform case management or other UM functions, assign their time to performing care management based either on total hours per week spent on care management or based on the portion of their caseload that has care management members. 


Enter as a number taken to one decimal point (e.g. 5.7 FTEs).





			Item 13


			Full Period Equivalent Participant Caseload per Care Manager





			Description


			This is an auto- calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Full Time Equivalent Care Managers 


divided by 90 days. 














			Item 14


			Average Program Participation Length (days in the Reporting Period)





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 








			Item 15


			Average Contacts Per Member Per Month in the Reporting Period





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 


divided by 3 months












			General Report Description





			QR- DMPH1    Disease Management Report – Physical Health Conditions of Interest


QR-DMBH1    Disease Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-DMPH1 focuses on physical health conditions while QR-DMBH1 focuses on behavioral health conditions.





For both reports, disease management refers to the definition established by NCQA.


Disease Management –


Disease management is a multidisciplinary, continuum-based approach to health care delivery that proactively identifies populations with, or at risk for, chronic medical conditions. Disease management supports the practitioner-patient relationship and plan of care, emphasizes the prevention of exacerbation and complications using cost-effective, evidence-based practice guidelines and patient empowerment strategies such as self-management. It continuously evaluates clinical, humanistic and economic outcomes with the goal of improving overall health.





At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in disease management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-DM1 or QR-DM2 report.





OMPP requires that the Right Choices Program be among the programs reported on the QR-DMPH1 and QR-DMBH1 reports every quarter.





			QR-DMPH1 and QR-DMBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  





			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for care coordination at any level during the reporting period by any means utilized by the MCE. 


Enter a whole number.





			Item 5


			Total Members Receiving Care Coordination in Disease Management at Any Time During the Reporting Period





			Description


			Enter the total number of members that were enrolled in the Disease Management program at any time during the reporting period. This number does not include the number of members who opted out of the program. 


Enter a whole number.





			Item 6


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #4 who were enrolled in the Disease Management Program on the last day of the reporting period. 


Enter a whole number.





			Item 7


			Total Contacts with Ever Enrolled 





			Description


			Among the members identified in Item #4, report the number of contacts with the member.  The total contacts may include phone calls with the member, phone calls with the member’s providers, other phone outreach on behalf of the member, IVRs, or mailings to the member directly related to their condition of interest.  Sum all of the contacts among all active ever enrolled participants.


 Enter a whole number.





			
Item 8


			Average Contacts in the Reporting Period





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:


Total Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Ever Enrolled in the Reporting Period 















			General Report Description





			QR- CMPH1    Complex Case Management Report – Physical Health Conditions of Interest


QR-CMBH1    Complex Case Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's case management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-CMPH1 focuses on physical health conditions while QR-CMBH1 focuses on behavioral health conditions.





For both reports, case management refers to the definition of Complex Case Management established by NCQA.


Complex Case Management –


Complex case management is the coordination of care and services provided to members who have experienced a critical event or diagnosis that requires the extensive use of resources and who need help navigating the system to facilitate appropriate delivery of care and services. Since complex case management is considered an opt-out program, all eligible members have the right to participate or decline participation.





The goal of complex case management is to help members regain optimum health or improved functional capability, in the right setting and in a cost-effective manner. It involves comprehensive assessment of the member’s condition; determination of available benefits and resources; and development and implementation of a case management plan with performance goals, monitoring and follow-up.





Distinguishing factors of complex case management::


· Degree and complexity of illness or condition is typically severe


· Level of management necessary is typically intensive


· Amount of resources required for member to regain optimal health or improved functionality is typically extensive








At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in complex case management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest. For example, if a Member is identified for complex case management for both asthma and diabetes, he should be counted in the identified totals in the asthma row AND the diabetes row. However in the unique members count at the top of the report he should be counted only once.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-CMPH1 or QR-CMBH1 report.





OMPP requires that the Right Choices Program be among the programs reported on the QR-CMCM1 every quarter.





			QR-CMPH1 and QR-CMBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  With the exception of Item #9, all information should be reported for all activity at any point in time during the reporting period.  Individuals who are enrolled in case management over multiple reporting periods should be recorded in each reporting period where they are participating.








			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for the complex case management program during the reporting period by any means utilized by the MCE.  For “All Conditions of Interest”, count each member only once.   Members may be counted in more than one of the individual disease states listed.





Enter a whole number.





			Item 5


			Total Identified through the HRS or NOP





			Description


			Of the total members entered in Item #4, enter the total number of members that were identified as potential candidates for the complex case management program specifically through either the Health Risk Screening (HRS) tool or the Notification of Pregnancy (NOP) report.   For “All Conditions of Interest”, count each member only once.  Members may be counted in more than one of the individual disease states listed.





Enter a whole number.





			Item 6


			Total Opt Outs (Refusals)





			Description


			Enter the total number of members who, when invited to participate, refused or chose to opt out.  This may include members who were identified for invitation to participate in a prior reporting period.   


Enter a whole number.





			Item 7


			Total Active Ever Enrolled





			Description


			Enter the total number of members that were enrolled in the program during the reporting period. This number does not include the number of members who opted out of the program. 


“Active Enrollment” means the member has had at least one live verbal conversation with an MCE case manager and has agreed to participate in the program.  The one exception to this is the CMBH1 Condition of Interest for Inpatient Discharges from a Psychiatric Hospital report.   OMPP requires that all members discharged from a psychiatric hospital be enrolled in case management for 180 days post-discharge, all members in this Condition of Interest are classified as Active.





Enter a whole number.











			Item 8


			Total Participation Days in the Reporting Period





			Description


			Among the members identified in Item #7, report the number of days that each member was participating during the reporting period.  Sum all of the days among all active ever enrolled participants.


 Enter a whole number.





			Item 9


			Total Live Verbal Contacts with Active Ever Enrolled 





			Description


			Among the members identified in Item #7, report the number of live verbal contacts directly with the member and the MCE case manager.  The total contacts do not include non-verbal contacts, messages left for members, IVRs, or communications with the member’s providers.  Sum all of the phone contacts among all active, ever enrolled participants.


 Enter a whole number.





			Item 10


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period. This should include members disenrolled for various reasons including successful completion of the member’s treatment plan, transition to a higher functioning program, or due to unsuccessful contact attempts which warrant transition of staffing resources. The MCE should maintain the capacity to drill down on disenrollment statistics upon request.


Enter a whole number.





			Item 11


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #7 who were enrolled in case management on the last day of the reporting period. 


Enter a whole number.





			Item 12


			Total Full Time Equivalent Case Managers





			Description


			Enter the total number of complex case managers reflected as a full time equivalent figure.  If case managers at the MCE also perform care management or other UM functions, assign their time to performing case management based either on total hours per week spent on case management or based on the portion of their caseload that has case management members. 


Enter as a number taken to one decimal point (e.g. 5.7 FTEs).








			Item 13


			Full Period Equivalent Participant Caseload per Case Manager





			Description


			This is an auto- calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Full Time Equivalent Case Managers 


divided by 90 days. 








			
Item 14


			Average Program Participation Length (days in the Reporting Period)





			Description


			This is an auto- calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 








			Item 15


			Average Live Verbal Contacts Per Member Per Month in the Reporting Period





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Live Verbal Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 


divided by 3 months












			General Report Description





			QR- CRPH1   Care Management Report – Physical Health Conditions of Interest


QR-CRBH1    Care Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's care management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-CRPH1 focuses on physical health conditions while QR-CRBH1 focuses on behavioral health conditions.





There are only two differences between the format of QR-CRPH1 / QR-CRBH1 and QR-CMPH1 / QR-CMBH1.  They are:





· The distinction between the complex case management enrolled population and the care management enrolled population; and


· The Care Management reports include contacts beyond live verbal contacts with the member.





For both reports, care management refers to the definition established by NCQA.


Care Management –


Care management services include direct consumer contacts in order to assist members with the access to care for needed health or social services. This includes assistance with location specialty services, scheduling appointments, transportation needs and addressing social service needs.





Note that members in Care Management are not required to have a plan of care developed. 





At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in care management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-CRPH1 or QR-CRBH1 report.








			QR-CRPH1 and QR-CRBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  With the exception of Item #9, all information should be reported for all activity at any point in time during the reporting period.  Individuals who are enrolled in care management over multiple reporting periods should be recorded in each reporting period where they are participating.





			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. 


Enter a whole number.




















			Item 5


			Total Identified through the HRS or NOP





			Description


			Of the total members entered in Item #3, enter the total number of members that were identified as potential candidates for the program specifically through either the Health Risk Screening (HRS) tool or the Notification of Pregnancy (NOP) report.   


Enter a whole number.





			Item 6


			Total Opt Outs (Refusals)





			Description


			Enter the total number of members who, when invited to participate, refused or chose to opt out.  This may include members who were identified for invitation to participate in a prior reporting period.   


Enter a whole number.





			Item 7


			Total Active Ever Enrolled





			Description


			Enter the total number of members that were enrolled in to the program during the reporting period. This number does not include the number of members who opted out of the program. 


“Active Enrollment” means that the member has had at least one live verbal conversation with an MCE case manager and has agreed to participate in the program.  


Enter a whole number.





			Item 8


			Total Participation Days in the Reporting Period





			Description


			Among the members identified in Item #7, report the number of days that each member was participating during the reporting period.  Sum all of the days among all active ever enrolled participants.


 Enter a whole number.





			Item 9


			Total Contacts with Active Ever Enrolled 





			Description


			Among the members identified in Item #7, report the number of contacts with the member.  The total contacts may include phone calls with the member, phone calls with the member’s providers, other phone outreach on behalf of the member, IVRs, or mailings to the member directly related to their condition of interest.  Sum all of the contacts among all active ever enrolled participants.


 Enter a whole number.

















			Item 10


			Total Disenrolled





			Description


			Enter the total number of members who were disenrolled during the reporting period for any reason.  The MCE should maintain the capacity to drill down on disenrollment statistics upon request.


Enter a whole number.





			Item 11


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #7 who were enrolled in care management on the last day of the reporting period. 


Enter a whole number.





			Item 12


			Total Full Time Equivalent Care Managers





			Description


			Enter the total number of care managers reflected as a full time equivalent figure.  If care managers at the MCE also perform case management or other UM functions, assign their time to performing care management based either on total hours per week spent on care management or based on the portion of their caseload that has care management members. 


Enter as a number taken to one decimal point (e.g. 5.7 FTEs).





			Item 13


			Full Period Equivalent Participant Caseload per Care Manager





			Description


			This is an auto- calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Full Time Equivalent Care Managers 


divided by 90 days. 














			Item 14


			Average Program Participation Length (days in the Reporting Period)





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Participation Days in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 








			Item 15


			Average Contacts Per Member Per Month in the Reporting Period





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Active Ever Enrolled in the Reporting Period 


divided by 3 months












			General Report Description





			QR- DMPH1    Disease Management Report – Physical Health Conditions of Interest


QR-DMBH1    Disease Management Report- Behavioral Health Conditions of Interest





			Purpose


			To monitor the participation in and the effectiveness of the MCE's disease management intervention activities.





			Format


			Excel template





			Qualifications/ Definitions


			These are quarterly reports to be submitted to OMPP by the last day of the month following the end of the reporting quarter.  The format of each report is the same.  The difference between the reports is that QR-DMPH1 focuses on physical health conditions while QR-DMBH1 focuses on behavioral health conditions.





For both reports, disease management refers to the definition established by NCQA.


Disease Management –


Disease management is a multidisciplinary, continuum-based approach to health care delivery that proactively identifies populations with, or at risk for, chronic medical conditions. Disease management supports the practitioner-patient relationship and plan of care, emphasizes the prevention of exacerbation and complications using cost-effective, evidence-based practice guidelines and patient empowerment strategies such as self-management. It continuously evaluates clinical, humanistic and economic outcomes with the goal of improving overall health.





At the top of each report, the MCE should enter information about the total unique members enrolled across all conditions of interest.  Below this, information should be reported by each condition of interest.  It is assumed that some participating members may be enrolled in disease management for more than one condition of interest.  Therefore, the information shown for each condition of interest may not be mutually exclusive to information reported for another condition of interest.





The MCE should distinguish between programs for each condition of interest in a manner that is reflective of the plan’s measurement objectives. This may either be through a disease condition, risk stratification, or population-based methodology.  In addition to the OMPP required conditions of interest, the MCE may enumerate and report separately on MCE-specific programs on the QR-DM1 or QR-DM2 report.





			QR-DMPH1 and QR-DMBH1 Data Elements





			Item  1


			Program Title





			Description


			Utilize the preselected conditions of interest provided on the report for the OMPP required conditions, or provide the program title that corresponds to the MCE-specific program description provided by the plan.





			Item 2


			Reporting Period





			Description


			Enter the information requested for each calendar quarter of the year.  





			Item 3


			Experience Period





			Description


			Enter the experience period corresponding to the reporting period (e.g. 2012Q4).





			Item 4


			Total Identified through any Method





			Description


			Enter the total number of members that were identified as potential candidates for the program during the reporting period by any means utilized by the MCE. 


Enter a whole number.





			Item 4


			Total Ever Enrolled





			Description


			Enter the total number of members that were enrolled in to the program during the reporting period. This number does not include the number of members who opted out of the program. 


Enter a whole number.





			Item 6


			Total Enrolled at End of the Reporting Period





			Description


			Enter the subset of the total number of members reported in Item #4 who were enrolled in disease management on the last day of the reporting period. 


Enter a whole number.























			Item 7


			Total Contacts with Ever Enrolled 





			Description


			Among the members identified in Item #4, report the number of contacts with the member.  The total contacts may include phone calls with the member, phone calls with the member’s providers, other phone outreach on behalf of the member, IVRs, or mailings to the member directly related to their condition of interest.  Sum all of the contacts among all active ever enrolled participants.


 Enter a whole number.





			
Item 8


			Average Contacts in the Reporting Period





			Description


			This is an auto-calculated field.  The calculation is based on the data entered in the previous items.  The formula is:





Total Contacts in the Reporting Period Represented by the Active Ever Enrolled 


divided by 


Total Ever Enrolled in the Reporting Period 












			General Report Description





			QR-U1    Service Utilization





			Purpose


			To monitor members’ access and utilization of services by various service categories including those members in RCP.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report due to OMPP by the end of the month following the reporting period. 





A list of the codes to be used for this report is located in Appendix V .A.1 of the reporting manual








			QR-U1 Data Elements





			Item 1


			No. of Members





			Description


			For each category of service, list the total number of members, including those members in RCP, who obtained one or more services in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 2


			No. of Paid Claims





			Description


			For each category of service, list the total number of claims paid in the service category as of the last day of the reporting period.


Enter a whole number.





			Item 3


			Total Expenditures





			Description


			For each category of service, list the total dollar amount of claims paid as of the last day of the reporting period.


Enter a dollar value.





			Item 4


			Avg. Monthly Expenditures Per Member





			Description


			For each category of service, provide the average monthly expenditure per member spent during the reporting period.





			Item 5


			Avg. Expenditures Per Service 





			Description


			Indicate the average expenditure per service. 











			Item 6


			Top 20 Reasons for Emergency Room Visit





			Description


			Indicate the most common, top 20 presenting diagnoses at the ER during the reporting period.


Enter ICD-9 code with short description.





			Item 7


			Total Number of Inpatient Days





			Description


			Indicate the total number of inpatient days for which a claim was submitted during the reporting period.


Enter a whole number.





			Item 8


			Average Length of Stay (ALOS)





			Description


			For the reporting period, indicate the average length of inpatient stays.


Enter a whole number.
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			General Report Description





			MO-CPAY1     ER Co-Payment Report





			Purpose


			To monitor members’ co-payment expenditures by income levels.





			Format


			Excel template





			Qualifications/ Definitions


			This is a monthly and calendar year-to-date report to be submitted to OMPP by the 6th day of the month following the end of the experience period to ensure timely delivery to CMS. 








			MO-CPAY1 Data Elements





			Item 1


			All Data Elements





			Description


			Indicate the number of members who had an ER visit during the reporting period, and the resulting ER co-payment applied to that encounter.





The data collected for this report is separated into the following population and FPL distribution:


			Basic


			$8 for first visit


$25 thereafter


Waived





			Plus


			$8 for first visit


$25 thereafter


Waived





			State Plan


			$8 for first visit


$25 thereafter


Waived

















1 Note: For the populations listed with waived co-pay, this indicates that the visit was considered to meet the prudent layperson definition of emergency and the co-pay was waived, or reimbursed. Co-pays are also waived for members in specific populations including Native Americans and pregnant women.





Enter whole numbers.






































			General Report Description





			QR-IDOI   Indiana Department of Insurance (IDOI) Filing





			Purpose


			To monitor the MCE’s financial solvency and confirm the MCE’s financial ability to administer health care service delivery to its members.





			Format


			Electronic submission per the IDOI required format





			Qualifications/ Definitions


			This is a quarterly report.  The MCE must submit copies of its quarterly and annual IDOI filings to OMPP no later than 45 calendar days after the end of the calendar quarter except for the fourth quarter (i.e., annual) report, which is due by March 1st each year. 





			Performance Measures


			The MCE must meet and maintain the solvency standards established by the State.





			QR-IDOI Data Elements





			Item 1  


			All Data Elements





			Description 


			Insert required data per the IDOI filings using the National Association of Insurance Commissioners (NAIC) format.


















			General Report Description





			QR-LOB1     Line of Business Report





			Purpose


			To monitor the MCE’s financial performance by program.





			Format


			MCE format





			Qualifications/ Definitions


			This is a quarterly report. The MCE must submit copies on the same timeline as IDOI filings which are due to OMPP no later than 45 calendar days after the end of the calendar quarter except for the fourth quarter which is due by March 1st of each year.





			QR-LOB1 Data Elements





			Item 1


			All Data Elements





			Description


			Provide similar financial detail line items as that required for the IDOI submission by HIP program expenses and revenue in order to allow financial metrics to be calculated by program.



























			General Report Description





			QR-MLR1     Medical Loss Ratio





			Purpose


			To monitor the MCE’s medical expense ratio





			Format


			Electronic submission per the NAIC required format





			Qualifications/ Definitions


			This is a quarterly report. The MCE must submit copies on the same timeline as IDOI filings which are due to OMPP no later than 45 calendar days after the end of the calendar quarter.





			Data Elements





			Item 1


			All Data Elements





			Description


			Insert required data per the filings prescribed by the National Association of Insurance Commissioners (NAIC) format.


http://www.naic.org/documents/committees_ex_mlr_reg_asadopted.pdf


Please note that because of differences between the NAIC and OMPP methodologies, several lines in the standard report format are not applicable.





1. HIP 2.0, HHW, and HCC will be calculated separately.  For CY 2015, the HIP calculation may combine HIP 1.0 (Jan 2015) and HIP 2.0 (Feb – Dec 2015).
2. Any reconciliation will be based on calendar year (for example, January 1, 2015- December 31, 2015).   


3. The medical loss ratio calculation will include all capitation payments for members, including maternity case rate payments, but excluding HAF.  The MLR calculation will therefore include the capitation payments as income in the denominator and the claim related expenditures in the numerator.  


4. The medical loss ratio also includes bonus and incentive payments.  


5. Beginning with CY 2015, the calculation should include benefit payments paid with POWER account contributions in both the numerator and the denominator of the calculation (same value). 
6. Taxes that are allowable within the NAIC guidelines will be deducted according to the formula.


7.  Credibility factors from the model regulation Appendix B may be used, where applicable (HIP).
8. The calculation will include all claims with a DOS within the reconciliation period (for example, January 1, 2015- December 31, 2015 - numerator). 






			Description


			9. The first reconciliation for CY 2015 will occur based on data and information through June 30,-2016 to allow for 6 months claims run-out.  The final reconciliation will allow for 18 months of run-out.  IBNR will not be included in either calculation. 





The final area in which the OMPP methodology differs from the NAIC is that OMPP is looking at individual contract years.  The NAIC loss ratio calculation will roll forward for a three-year period.  OMPP will be using individual years for the calculation.

















			
General Report Description





			QR-TPL1   Third Party Liability Payments and Recoveries





			Purpose


			To monitor the impact of third party liability adjustments and recoveries for members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly report to be submitted to OMPP by the last day of the month following the end of the reporting quarter.





Third party coverage can include auto insurance, worker’s compensation or newly obtained health insurance, either comprehensive or limited in scope. To be found eligible for the HIP program, HIP members should not have had six months of comprehensive insurance coverage.








			QR-TPL1 Data Elements





			Item 1


			Number of Members reporting new TPL – Quarter





			Description


			The number of unduplicated members who reported new TPL during the experience period. 





			
Item 2


			Number of Recipients Reporting New TPL - YTD





			Description


			The number of unduplicated members who reported new TPL for the calendar year as of the end of the reporting period





			Item 3


			Number of Claims with TPL





			Description


			The number of claims processed that include TPL.





			Item 4


			TPL Amount Applied – Current Quarter





			Description


			Identify and report the amount of TPL reported during the quarter. This number is also considered the amount that was cost avoided.





Enter a dollar amount.








			Item 5


			TPL Amount Applied - YTD





			Description


			Identify and report the amount of TPL reported during the calendar year as of the end of the reporting period. 





Enter a dollar amount.





			Item 6


			Amount Recovered - Quarter





			Description


			Report the amount of money recovered as a result of seeking reimbursement from third parties during the course of the experience period.





Enter a dollar amount.





			Item 7


			Amount Collected to Date





			Description


			Indicate the amount of “pay-and-chase” recovery that has been recovered from the third party as of the last day of the reporting period. Report the amount of money recovered as a result of seeking reimbursement from third parties during the calendar year as of the end of the experience period.





Enter a dollar amount.















			

General Report Description





			QR-CRCS Capitation Rate Calculation Sheet





			Purpose


			To monitor the MCE’s utilization rates and costs.  Comparisons may be made to submitted encounter data among the categories of service, across rate categories and regions.  





			Format


			Excel 





			Qualifications/ Definitions


			This is a quarterly report.  The MCE should submit cumulative year-to-date data each reporting period.  The Capitation Rate Calculation Sheet (CRCS) report is based on those services with dates of service during the reporting period (i.e., the experience period) and for which the claims were paid, no later than 90 calendar days after the end of the reporting period (i.e., the claims lag period).  The MCE must submit this report to OMPP no later than 45 calendar days after the lag period (i.e., approximately 135 calendar days after the end of the experience period).  





Example 1, Reporting period #1 - Experience period (dates of service) – January 1st through March 31st; Lag period (claims paid for services incurred during experience period) – January 1st through June 30th; Report due date – August 15th.





Example 2, Reporting period #2 - Experience period (dates of service) – January 1st through June 30th; Lag period (claims paid for services incurred during experience period) – January 1st (reporting year) through September 30th; Report due date – November 15th.





The MCE must submit one file that includes the data elements specified in this report description and with consideration of the information included within the applicable CRCS Appendices.  The MCE must submit data summarized by category of service (COS), member package, rate category and region as defined for the separate programs.





			Performance Measures


			In this year of the contract period, each MCE will be required to pay liquidated damages of $49,192 per program for each quarter that the CRCS report fails to meet the following requirements: 


a. is submitted in a timely, complete and accurate manner; and





b. can be verified to a degree of at least 98% completeness for all claims (i.e., an incompleteness rate of no more than 2%).





OMPP will use the MCE’s encounter data, or other method of data completion verification deemed reasonable, to verify the completeness of the CRCS report in comparison to the MCE’s encounter claims.





			QR-CRCS Data Elements





			Item 1  


			Category of Service (COS)





			Description


			The MCE must report data summarized by the following categories of service (COS).  Refer to the CRCS Appendices included within this manual for additional information regarding procedure code, DRG and revenue ranges for the applicable service category.





Please note the following service category changes: 


· Service categories have changed to reflect reinstatement of the maternity case rate for HIP 2.0 and HHW. The components of the maternity case rate are no longer grouped within the Inpatient and Physician categories, and have been re-grouped under the maternity section.


· MS-DRG mappings for Inpatient Categories has been provided to allow COS assignments based on Medicare DRGs.


· Physician and facility dispensed drugs sub-categories were added(Office Administered Drug under Physician and Pharmacy – Outpatient under Outpatient Hospital). 


· Pathology and Radiology are now separate sub-categories under Physician. 


· A separate sub-category for Vision has been created under Physician (previously under self-referral).


· Services carved into the capitation rates have been added. Dental and Prescribed Drugs, 


· Services of greater interest to the HCC population have been listed as sub-categories under ancillary: Nursing Home, and Hospice.



Category of Services:	Comment by Susan Elaine Beecher: Are these correct for HIP 2.0?


			1. Inpatient Hospital 





			Medical/Surgical/Non-Delivery Maternity


Well Newborn





			Behavioral Health


Other Inpatient





2. Outpatient Hospital


Emergency Room


Pharmacy - Outpatient


Other Outpatient








			3. Pharmacy





			Prescription Drugs/OTC Drugs








			4. Ancillaries





			Transportation





			DME, Home Health, Other Ancillary


Dental


Nursing Home


Hospice








			5. Physician





			Inpatient and Outpatient Surgery





			 Office Visits/Consults


Well Baby Exams/Physical Exams





			Hospital Inpatient Visits





			Emergency Room Visits





			Radiology


Pathology





			Outpatient Behavioral Health 


Self Referral


Vision


Office Administered Drugs





			Other Professional








			6. Maternity


Inpatient Maternity Delivery


Physician Maternity Delivery 


Physician Maternity Non-Delivery








			Refer to the CRCS Appendices included with this manual which provide additional information regarding effective CRCS calculation.














			

Item 2


			Capitation code





			Description


			The capitation code is a 2-digit code assigned by HP based on demographic information on the member, as listed below:





The capitation code replaces the following information provided in prior years: Package, Rate Category, and Region.





During the month of January 2015, please use the HIP 1.0 capitation categories:





			HIP  1.0


			Capitation categories (Jan 2015)





			Age/Gender


			Caretaker


			Noncaretaker





			Male


			


			





			19-24


			M1


			Y1





			25-34


			M2


			Y2





			35-44


			M3


			Y3





			45-54


			M4


			Y4





			55-64


			M5


			Y5





			Female


			


			





			19-24


			F1


			X1





			25-34


			F2


			X2





			35-44


			F3


			X3





			45-54


			F4


			X4





			55-64


			F5


			X5











Starting February 2015, please use the HIP 2.0 capitation categories:





			HIP  2.0


			Capitation categories (Feb 2015 and after)





			Age/Gender


			MA-SB


			MA-SP


			MA-RB


			MA-RP





			Male


			


			


			


			





			19-24


			B1


			S1


			R1


			P1





			25-34


			B2


			S2


			R2


			P2





			35-44


			B3


			S3


			R3


			P3





			45-54


			B4


			S4


			R4


			P4





			55-64


			B5


			S5


			R5


			P5





			Female


			


			


			


			





			19-24


			B6


			S6


			R6


			P6





			25-34


			B7


			S7


			R7


			P7





			35-44


			B8


			S8


			R8


			P8





			45-54


			B9


			S9


			R9


			P9





			55-64


			BX


			SX


			RX


			PX














For the HIP 2.0 rate groups listed below, there is no age/gender stratification


.


			HIP 2.0 Rate Groups with no age/gender breakout


			Capitation code





			Medically Frail - Plus


			FP





			Medically Frail - Basic


			FB





			Hospital Presumptive Eligibility


			AP





			Pregnant Females - State Plan


			PS





			Pregnant Females - HIP


			PR





			Maternity Case Rate - State Plan


			CS





			Maternity Case Rate - HIP


			CR














			Item 3


			Service Quarter





			Description


			Indicate the quarter based on the date of service.  The date format should include year and quarter.


Example: 


Second quarter of 2015 =  201502   





			Item 4


			Payment Quarter





			Description


			Indicate the payment quarter based on the date of payment.  The date format should include year and quarter.


Example:


Third quarter of 2015 = 201503












			
Item 5


			Number of Units





			Description


			Identify the number of units of service countable for each service category specific to the population (rate group, gender, and age band) selected. 


For each category of service, the unit represented is dependent upon the type of encounter. 


Refer to the CRCS Appendices included with this manual which provides additional information which clarifies how each unit is to be considered per COS.








			
Item 6 


			Plan Amount Paid





			Description


			Identify the total net dollar amount paid for each service category specific to the population category and rate category as applicable by program. 


Enter a total dollar amount paid by the plan (net of POWER account payments).





			Item 7


			POWER Account Amount Paid





			


			Identify the total dollar amount of POWER account funds used to pay claims.





			Item 8


			Total Amount Paid





			


			Sum of Item 6 and Item 7.





			
Item 9  


			Member Months





			Description


			On a separate excel worksheet, identify the total member months for each service quarter specific to the rate group, gender, and age band.





For maternity case rate payments, please identify the number of deliveries for each service quarter.





















			

General Report Description





			QR-CR1 Capitation Reconciliation Report





			Purpose


			To monitor the MCE's reconciliation of premiums received from the State via the 820 - Capitation file.





			Format


			MCE format





			Qualifications/ Definitions


			This is a quarterly report due the last day of the month following the reporting quarter.


The MCE is expected to confirm payment totals, returning any identified overpayments made to the plan.





			QR-CR1 Data Elements





			Item 1  


			All Data Elements





			Description


			The MCE must submit a reconciliation report HIP membership capitation, as well as a report for POWER accounts. 


Each membership reconciliation report should be summarized by population: rate cgroup, gender, and age band (if applicable). The report should indicate summary totals of membership and capitation separated by full, half and maternity premium totals. The report should indicate summary totals of adjustments for prior quarter capitation payments applied during the reporting quarter. The report should indicate any identified discrepancies in expected premiums in comparison to membership rosters. This may be either identified over or underpayments, but should be indicated as such. The plan is expected to notify and return any overpayments to the State within forty-five (45) calendar days of discovering the discrepancy. In each reporting period, the plan may indicate prior period discrepancies that have not yet been resolved either as recoupment to the State or as additional premiums to the MCE.





The POWER account reconciling report should indicate summary analysis applied by the health plan that validates receipt and application of POWER account payments during the reporting quarter. The report should separately indicate any identified adjustments applied during the reporting period. The report should indicate any identified discrepancies and overpayments that should be returned to the State.











			General Report Description





			AN-FQHC   Reimbursement for Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) Services





			Purpose


			Identify encounters, performance incentives and payments made to Federally Qualified Health Centers (FQHCs) and Rural Health Clinics (RHCs) by the MCEs in order to identify any supplemental payments that may be required of the State to remit to the FQHC or RHC.  





			Format


			Excel template


This template is separately provided from the routine reporting workbook due to its annual submission. There are separate templates for HHW and HIP due to the differences in packages and claims lag period.





			Qualifications/ Definitions


			This is an annual report due 45 days after the end of the reporting period. 


· For the Healthy Indiana Plan, the reporting period includes a full calendar year and does not include a claims lag period as data is submitted on a paid basis.





FQHCs and RHCs receive reimbursement for the services rendered equal to the amount the provider is entitled under the Benefits Improvement and Protection Act of 2000 (BIPA) utilizing a prospective payment system (PPS) methodology. Therefore, payments must be reviewed by the rate-setting vendor per BIPA allowances.





Submitted reports should collate data related to administrative, capitation, and/ or fee for service payments made by the MCE to the FQHC or RHC. This is to include delegated activities, such as applicable MBHO encounters and payments. 





Any claim for which payment is made should be captured. For claims with multiple claim detail lines, claim detail line information is to be reported on separate lines of the report.


· For the Healthy Indiana Plan, all claims that are dispositioned to a paid status are to be included.  Additionally, for any claims that are adjusted, the claims data reported should consist of the entire claim line history (i.e. the original claim, the voided claim, and the replacement claim, if applicable).





If a claim is dispositioned to a “denied” status due to a third party liability (TPL) payment on the claim is greater than the MCE allowable amount, include these services. If an MCE includes denied claims due to TPL, the MCE must provide a list of applicable TPL explanation of benefit codes with a description as an attachment to the AN-FQHC submission.





The excel template provided includes:


(1) a summary worksheet tab with total expenditures by expenditure type


· Total dollars paid for fee-for-service claims


· Total dollars paid for performance incentives  


· Total dollars paid as capitation payments


· Total dollars paid as administration fees





(2) a detailed claims worksheet tab to report all claim details regardless if it was paid fee-for-service or received as shadow data for which the provider was paid a capitation. HHW and HIP templates contain different tabs due to the inclusion of various applicable coverage packages.





The MCE should submit separate Excel workbooks for each FQHC/RHC provider. 


 


On an on-going basis, the rate-setting contractor will provide to the Compliance Officer for each MCE an updated FQHC and RHC provider file list for which data must be submitted. In addition, the rate-setting contractor will provide a summary of the received “supplemental wrap payment requests” from these providers to date. This data is expected to be shared June of each year. An example of this data is included in the Appendix. FQHC/RHC providers may be identified utilizing the Provider table provided to the MCE monthly by the fiscal agent in conjunction with the data provided by the rate setting contractor.





OMPP reserves the right to audit the data submitted in this report.





			AN-FQHC Data Elements





			Item 1  


			FQHC/RHC Provider Name





			Description 


			Indicate the name of the FQHC or RHC on which the MCE is reporting.  





			Item 
2  


			FQHC/RHC Provider Number





			Description 


			Insert the FQHC/RHC Indiana Health Coverage Program’s (IHCP) provider identification number for the FQHC or RHC provider identified in Item 1, “FQHC/RHC Provider Name.”  





			Item 3  


			Contracted or Non-Contracted Provider





			Description 


			Indicate if the MCE maintained a contract with the provider identified in Item 1 at any time during the reporting period.


Enter the applicable response.





			
Item 4


			Capitated or Non-capitated Provider





			Description


			Indicate if the MCE maintained a contract that was based on a capitated payment arrangement at any time during the reporting time period. 


If the MCE maintained both a capitated and fee-for-service arrangement at any time during the reporting period, ALL claims are to be reported according to the excel template and report specifications.


Enter the applicable response.





			Item 5


			Beginning Incurred Date of Reporting Period





			Description 


			Indicate the beginning date of the reporting period for which the MCE is submitting the report.  Base the reporting period on the applicable reporting “incurred” dates of services period.





Enter in MM/DD/YYYY format.





			Item 6 


			Ending Incurred Date of Reporting Period





			Description 


			Indicate the ending date of the reporting period for which the MCE is submitting the report.  Base the reporting period on the requested “incurred” dates of service period. 


Enter in MM/DD/YYYY format.





			Item 7 


			Paid Date Period





			Description


			Indicate the paid date period for the beginning and ending reporting period or claims lag period, as appropriate. 


Enter in MM/DD/YYYY format.





			Item 8


			Total Dollars Paid For Fee-For-Service Claims





			Description 


			On the Summary Tab, identify the total dollar amount “paid” to the provider as fee-for-service claims during each month separately for the reporting period. 


Enter dollar amount in $XXX,XXX.xx format. 
If there were no fee-for-service claims paid during the month, leave this field blank.





			Item 9 


			Total Dollars Paid For Performance Incentives





			Description 


			On the Summary tab, identify the total dollar amount paid for performance incentives during each month of the reporting period.  This amount should not include administrative fees or dollars reimbursed for fee-for-service or capitated services.


Enter dollar amount in $XXX,XXX.xx format.  


If there were no performance incentives paid during the month, leave this field blank.





			
Item 10 


			Total Dollars Paid As Capitation Payments





			Description


			On the Summary tab, indicate the monthly capitation payments from the MCE to the FQHC/RHC during the reporting period.  This number should not include any performance incentives paid during each month of the reporting period or any amount paid as fee-for-service. 


Enter dollar amount in $XXX,XXX.xx format.  


If there were no capitation payments made or if the MCE’s reimbursement arrangement to the FQHC/RHC does not include capitation, leave this field blank.





			Item 11  


			Total Dollars Paid As Administrative Fees





			Description


			On the Summary tab, indicate the monthly administrative fees paid from the MCE to the FQHC/ RHC during the reporting period.  


Enter dollar amount in $XXX,XXX.xx format. 


If there were no administrative fees paid or if the MCE’s reimbursement arrangement to the FQHC/RHC does not include administrative fees, leave this field blank.





			Item 12  


			Member Count





			Description


			On the Detail tab, consecutively number each row for the report that has claim information. Enter a consecutive number beginning with number 1 with the first claim’s detail line.





			Item 
13


			Member First Name





			Description


			Indicate the member’s first name as listed on the referenced claim item.





			Item 14  


			Member Last Name





			Description


			Indicate the member’s last name as listed on the referenced claim item.





			Item 15  


			Recipient Identification Number





			Description 


			Insert the member’s Medicaid recipient identification number (RID) that is associated with the reported claim.





			

Item 16  


			MCE Claim Number





			Description 


			Identify the MCE claim number being submitted for the report.


This should be the MCE internal claim number as listed within the MCE system and indicated on the shadow claim in the patient account number field.





			Item 17  


			Claim Number Detail Line





			Description 


			Insert the numeric detail line number of the claim.





			Item 18  


			Date of Service





			Description 


			Indicate the date the identified member received the service that is being reported on the claim. 


Enter in MM/DD/YYYY format.












			Item 
19  


			Date Paid





			Description 


			Indicate the date the submitted claim was adjudicated as “paid” by the MCE to the FQHC or RHC.


If the claim was adjudicated to a denied disposition solely due to the fact that the applicable third party liability was greater than the MCE allowed amount, enter the date the adjudication occurred.


Enter in MM/DD/YYYY format.





			Item 20


			Explanation of Benefits (EX1, EX2, EX3)





			Description 


			Explain any benefits (i.e., Explanation of Benefits) using the additional columns as necessary to identify more than one benefit. Limit explanation to 200 alpha/numeric characters.





			Item 21  


			Billed Amount





			Description


			Indicate the billed amount of the detail line number of the claim. 


Enter in $XXX,XXX.xx format.





			Item 22


			Paid Amount





			Description


			Indicate the paid amount of the detail line number of the claim. This should not include any incentive payment, only the fee schedule claim payment.


If the amount paid was zero due to a third party liability payment, enter $00.00.


Enter in $XXX,XXX.xx format.





			Item 23


			Third Party Liability Payments





			Description


			Indicate the paid amount of the detail line number of the claim.


Enter in $XXX,XXX.xx format.












			Item 24


			Place of Service Code





			Description


			Insert the place of service numeric code as appropriate. If “Other, identify” provide a description, limited to 25 alpha/numeric characters.


Place of Service Codes:





			Ambulance


			41





			Ambulatory Surgical Center


			24





			Birthing Center


			25





			Emergency Room - Hospital


			23





			Federally Qualified Health Center


			50





			Home


			12





			Inpatient Hospital


			21





			Laboratory


			81





			Nursing Facility


			32





			Office


			11





			Other, identify


			99





			Outpatient Hospital


			22





			Rehabilitation Facility - Inpatient


			61





			Rehabilitation Facility – Outpatient


			62





			Rural Health Clinic


			72





			Skilled Nursing Facility


			31





			Urgent Care Facility


			20
























			Item 
25  


			Procedure Code





			Description 


			Insert the procedure code as listed for the detail line number on the claim.  





			Item 26  


			Modifier Codes





			Description


			Insert the HCPCS modifiers for the detail line number of the claim using additional columns as necessary for additional modifiers as listed on the claim.  





			Item 27


			Diagnosis Codes





			Description 


			Insert the primary diagnosis code for the detail line number of the claim using additional columns as necessary for secondary diagnosis codes as listed on the claim.  





			Item 28  


			Rendering Provider First Name





			Description 


			Identify the first name of the rendering provider as listed on the claim.





			Item 29  


			Rendering Provider Last Name





			Description 


			Identify the last name of the rendering provider as listed on the claims. 





			Item 30  


			Rendering Provider Number





			Description 


			Enter the National Provider Identifier (NPI) number for the rendering provider.





			Item 31


  


			Claim Level Performance Incentive Payments





			Description 


			Enter any performance incentive payments that are paid on a claim level.  These amounts should be excluded from Item 8 above.  Do not include performance incentive payments that are not paid on a claim level.















			General Report Description





			AN-PIP Physician Incentive Plan (PIP)





			Purpose


			To identify and describe the MCE’s provider incentive agreements between various contractual relationships. 





			Format


			MCE format





			Qualifications/ Definitions


			This is an annual and ad-hoc report.  On an ad-hoc basis, the report must be supplied for any new contract at the start of the contracted arrangement regardless of the start date. The report must be submitted annually by January 31. 


The MCE must submit a listing of physician incentive plans (PIP) in place. Arrangements may include payment structures that promote quality of care outcomes, pays for enhanced services, or limits the amount or duration of services made available to a member. If, however, there is a financial arrangement that meets the strict definition of a physician incentive plan described within, at a minimum the AN-PIP report must contain the attributes described below. 





According to the definitions outlined by 42 CFR § 422.208:


Physician incentive plan is described as, “…any compensation arrangement to pay a physician or physician group that may directly or indirectly have the effect of reducing or limiting the services provided to any plan enrollee.” 


Risk threshold is defined as, “The maximum risk, if the risk is based on referral services (i.e. those services not provided directly by the party being paid under the contract), to which a physician or physician group may be exposed under a physician incentive plan without being at substantial financial risk. This is set at 25 percent risk.”


Stop-Loss Protection is defined as, “Stop-loss protection is coverage designed to limit the amount of financial loss experienced by a health care provider. PIP regulations require that physicians and physician groups be protected from risk beyond the stop-loss threshold.”





An MCE is permitted to operate a physician incentive plan only if:


1) no specific payment is made directly or indirectly to a physician or physician group as an inducement to reduce or limit medical necessary services furnished to an enrollee; and 


2) the disclosure, computation of substantial risk, stop-loss protection, and enrollee survey requirements are met. 


CMS considers the MCE as the first party in the relationship and considers the “Provider” as the second party of the contractual relationship.  


If there are contractual arrangements in place that cause substantial financial risk, the following information must be disclosed.





			AN-PIP Data Elements





			Item 1


			Physician Incentive Plan Attestation





			Description


			The MCE should confirm whether a PIP is in place for the current and future contracting period. 





			Item 2


			Contractual Arrangement





			Description


			Describe the relationship of the contracted provider, and the type of provider. This should describe whether this is a new or modified arrangement. 





The MCE must correctly represent the arrangement of contracting and subcontracting relationships.  For example, if the MCE maintains a PIP between the MCE and a physician group, it should aggregate all physician groups it contracts with that have substantially the same incentive agreements and stop-loss requirements.  





Separately, the MCE should describe any plan between a physician group to physician, to enter the physician group-physician arrangements only for the physicians associated with those provider groups.








			Item 3


			Type of Incentive Arrangement





			Description


			An explanation is to be provided as to the incentive arrangement. This should describe whether the arrangement is based upon a withhold, bonus, or capitation. 





			Item 4


			Percent of Payment based on the Use of Referrals





			Description


			Describe the percentage and calculation method utilized to determine that the substantial risk threshold has been met.





			Item 5


			Panel Size





			Description


			Describe the panel size, whether patients are pooled, the pooling methodology utilized to determine if substantial financial risk exists.












			Item 6


			Stop-loss Requirements





			Description


			Describe the stop-loss protections in place, including the type of coverage (e.g., per member per year, aggregate), the threshold amounts, and any coinsurance required for amounts above the threshold.





			Item 7


			Member Information





			Description


			Detail what information will be supplied to a member or potential enrollee that requests information regarding the provision of a PIP and the method to request and supply that information. 

















			
General Report Description





			AN-F1   Insurance Premium Notice





			Purpose


			To monitor insurance premium renewals annually. 





			Format


			MCE format





			Qualifications/ Definitions


			This is an on-going annual report to be submitted as a part of the fourth quarter MCE reporting.  The MCE must obtain insurance and submit new policies or premium renewal notices to OMPP.


The MCE must provide the requested information throughout the year to OMPP during on-site monitoring visits upon request.





			AN F1 Data Elements





			Item 1


			All Data Elements





			Description


			The MCE must submit for OMPP’s review and approval no fewer than 30 calendar days before a replacement policy becomes effective or the previously approved policy’s renewal is due:


· The policy for re-insurance


· The certificate of insurance coverage for other required insurance 
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DRAFT





			General Report Description





			QR-PCC1 HIP Basic Adults’ Access to Preventive Ambulatory Services (HEDIS)





			Purpose


			To identify HIP Basic members who had a preventive or ambulatory care visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC1 Data Elements





			Item 1


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of HIP Basic members who had a preventive or ambulatory visit in the following age categories by program:


· 19 – 44 years (HIP)


· 45 – 64 years (HIP)


 To identify HIP Basic members with a preventive or ambulatory care visit use Codes to Identify Preventive/ Ambulatory Health Services specified by the HEDIS 2012 Technical Specifications for the measure “Adults’ Access to Preventive/ Ambulatory Care Measure.”


Enter a percentage.



































			General Report Description





			QR-PCC2     HIP Basic Preventive Exam (Rollover Related)





			Purpose


			To identify HIP Basic  members who received a preventive exam applicable to rollover





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report applies to the HIP program.





			QR-PCC2 Data Elements





			Item 1


			Percentage of HIP Basic members who received a Preventive Exam during the reporting period (As described in HIP Preventive Service Policy; Preventive Exam or Alternative Exam Codes apply)





			Description


			Indicate the percent of HIP Basic members in the reporting period that received a preventive care counseling office visit, or the alternative preventive care counseling visit as described by the CPT codes included in the “Coverage for Preventive Services” appendix.


Enter a percentage.





			Item 2


			Percentage of HIP Basic members who received a preventive service (other than a preventive exam) during the reporting period.  (Other preventive services are described in HIP Preventive Services Policy)





			Description


			Indicate the percent of HIP Basic members in the reporting period that received a preventive care service excluding the counseling visits counted in Item 2. See the CPT codes listed in the “Coverage for Preventive Services” appendix for reference.


Enter a percentage.























			General Report Description





			QR-PCC3    HIP Basic  Breast Cancer Screening





			Purpose


			To assess the percentage of women in HIP Basic who had a mammogram to screen for breast cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC3 Data Elements





			Item 1


			Women in HIP Basic who had a Mammogram





			Description


			Indicate number of women ages 40 to 64 in HIP Basic who had a mammogram to screen for breast cancer To identify women 40 – 64years of age in HIP Basic  who had a mammogram, use the Codes to Identify Breast Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Breast Cancer Screening.”  For this measure, include women aged 40-64 years in HIP Basic as of the last day of the reporting period.  Enter a whole number.





			Item 2


			Women in HIP Basic and Enrolled with the MCE





			Description


			Indicate the number of women ages 40-64 in HIP Basic and enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number





			Item 3


			Percentage of Women in HIP Basic who had a Mammogram





			Description


			Indicate the percent of women in HIP Basic who had a mammogram during the reporting timeframe.  Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2























			General Report Description





			QR-PCC4     HIP Basic Cervical Cancer Screening 





			Purpose


			To assess the percentage of women in HIP Basic who received one or more Pap tests to screen for cervical cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.    The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC4 Data Elements





			Item 1


			Women in HIP Basic who had One or More PAP tests





			Description


			Indicate the number of women ages 21-64 in HIP Basic who received one or more Pap tests to screen for cervical cancer during the reporting period.


To identify women 21 - 64 years of age in HIP Basic who received one or more Pap tests, use the Codes to Identify Cervical Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Cervical Cancer Screening.”  Enter a whole number.





			Item 2


			Women in HIP Basic Enrolled with the MCE





			Description


			Indicate the number of women ages 21 - 64 years of age in HIP Basic and enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number.





			Item 3


			Percentage of Women in HIP Basic who had One or More PAP tests





			Description


			Indicate the percentage of women ages 21 – 64 years in HIP Basic who received one or more PAP tests to screen for cervical cancer. Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2














			General Report Description





			QR-PCC5 Chlamydia Screening in Women in HIP Basic





			Purpose


			To assess the percentage of women in HIP Basic who were identified as sexually active and who had at least one test for chlamydia.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC5 Data Elements





			Item 1  


			Sexually Active Women in HIP Basic who had at least One Test for Chlamydia





			Description 


			Indicate the number of sexually active women in HIP Basic ,  19-24 years, who had at least one test for chlamydia. 


To identify women sexually active 19 - 24 years of age in HIP Basic use both Codes to Identify Sexually Active Women and Prescriptions to Identify Contraceptives specified by the HEDIS 2012 Technical Specifications for the measure “Chlamydia Screening in Women.”  A member only needs to be identified by one method to be eligible. Age is as of the last day of the reporting period. Enter a whole number.





			Item 2


			Women in HIP Basic Enrolled with the MCE





			Description


			Indicate the number of women in HIP Basic, aged 19-24 years, enrolled with the MCE. 


Age is as of the last day of the reporting period. Enter a whole number.











			Item 3


			Percentage of Women in HIP Basic who had a Chlamydia Screening





			Description


			Indicate the percentage of women in HIP Basic, aged 19-24 years, who had at least one test for chlamydia in the reporting timeframe. 


Enter a percent.





			Formula


			· Numerator = Women in HIP Basic who had at least One Test for Chlamydia in age cohort


· Denominator = Total Number of Women in age cohort in HIP Basic















			General Report Description





			QR-PCC6    Use of Appropriate Medications for HIP Basic Members with Asthma (HEDIS)





			Purpose


			To assess use of appropriate medications for HIP Basic members who were identified as having persistent asthma. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC6 Data Elements





			Item 1


			Number of HIP Basic members with Asthma (per measure specifications)





			Description


			Indicate the number of HIP Basic members with asthma during the reporting period in the following age categories:


· 19 - 64


To identify those HIP Basic members as having persistent asthma use Codes to Identify Asthma specified by the HEDIS 2012 Technical Specifications for the measure “Use of Appropriate Medications for People with Asthma.”


Enter a whole number.





			Item 2  


			Percent of HIP Basic Members Dispensed at least One Prescription for a Preferred Therapy During the Prior 12 months





			Description


			Indicate the percent of HIP Basic members counted in Item 1 who were dispensed at least one prescription for a preferred therapy during the prior 12 months in the age categories mentioned in Item 1.


Preferred therapies are identified by NCQA in November of the year prior to the measurement year (www.ncqa.org)





			Formula


			· Numerator =  Number of HIP Basic members who were Dispensed a Preferred Therapy 


· Denominator = Number of HIP Basic  members with Persistent Asthma














			General Report Description





			QR-PCC7     Monitoring for HIP Basic  Members on Persistent Medications (HEDIS)





			Purpose


			To assess outpatient utilization of medication management for chronic conditions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC7 Data Elements





			Item 1


			Number of HIP Basic members who received at least 180-day supply ACE inhibitor or ARB





			Description


			Indicate the total number of HIP Basic members that received at least 180-day supply ACE inhibitor or ARB during the reporting period.


To identify HIP Basic members who received an ACE inhibitor or ARB use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a whole number.





			Item 2


			Percentage of HIP Basic members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)





			Description


			Indicate the percentage of HIP Basic members during the reporting period who received appropriate follow-up for ACE inhibitors or ARB.


To identify HIP Basic members who received appropriate follow-up for an ACE inhibitor or ARB, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of HIP Basic members counted in Item 1 who received appropriate follow-up for ACE inhibitors or ARB


· Denominator = Item 1








			Item 3


			Number of HIP Basic members who received at least 180-day supply of Diuretics





			Description


			Indicate the number of HIP Basic members during the reporting period who received at least 180-day supply of diuretics.


To identify HIP Basic members who received a diuretic use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a number.





			Item 4


			Percentage of HIP Basic  members with appropriate follow-up for Diuretics (per HEDIS specifications)





			Description


			Indicate the percentage of HIP Basic members who received appropriate follow-up for diuretics during the reporting period.


To identify HIP Basic members who received appropriate follow-up for a diuretic, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of HIP Basic members counted in Item 3 who received appropriate follow-up for diuretics


· Denominator = Item 3











			General Report Description





			QR-PCC8     HIP Basic Comprehensive Diabetes Care (HEDIS)





			Purpose


			To assess the percentage of HIP Basic members with diabetes (type 1 and type 2) who received an appropriate treatment monitoring screening exam.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC8 Data Elements





			Item 1


			Number of HIP Basic members with diabetes (per measure specifications)





			Description


			Indicate the number of HIP Basic members with Type 1 or Type 2 diabetes per measure specifications.


· 19 - 64 years of age 


To identify HIP Basic members with diabetes use both Prescriptions to Identify Members with Diabetes and Codes to Identify Diabetes specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  A member only needs to be identified by one method to be eligible.


Enter a whole number.





			Item 2  


			Percentage of HIP Basic Members with Diabetes who had a Hemoglobin A1c (HbA1c) Test





			Description


			Indicate the percentage of HIP Basic members with diabetes (type 1 and type 2) who had a hemoglobin A1c (HbA1c) test during the reporting period.  


To identify HIP Basic members who had hemoglobin A1c (HbA1c) test use Codes to Identify HbA1c Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP Basic members counted in Item 1 who had a HbA1c test


· Denominator = Item  1





			Item 3


			Percentage of HIP Basic Members with Diabetes who received an Annual Eye Exam





			Description


			Indicate the percentage of HIP Basic members with diabetes (type 1 and type 2) who received an eye exam during the reporting period.


To identify HIP Basic members who had a LDL-C screening use Codes to Identify Eye Exams specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP Basic members counted in Item 1 who had an Eye Exam


· Denominator = Item 1





			Item 4


			Percentage of HIP Basic Members with Diabetes who received Medical Attention for Nephropathy





			Description


			Indicate the percentage of HIP Basic members with diabetes (type 1 and type 2) who received medical attention for nephropathy during the reporting period.





To identify HIP Basic members who received medical services for nephropathy use Codes to Identify Nephropathy Screening Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP Basic members counted in Item 1 who received medical attention for nephropathy


· Denominator = Item 1











			General Report Description





			QR-PCC9    HIP Basic  Utilization of Imaging Studies for Low Back Pain 





			Purpose


			To assess the utilization of imaging studies for low back pain.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.    The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			[bookmark: _GoBack]QR-PCC9 Data Elements





			Item 1  


			Percentage of HIP Basic members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis





			Description


			Indicate the percentage of HIP Basic members newly diagnosed with low back pain in the reporting period who did not have an imaging study within 28 days of diagnosis. Use the HEDIS 2012 specifications for “Use of Imaging Studies for Low Back Pain.”


Enter a percentage. 





			Formula


			· Numerator = HIP Basic members who received an imaging study within 28-days of diagnosis


· Denominator = HIP Basic members with a new primary diagnosis of low back pain


Measure should be reported as an inverted rate [1-(numerator/denominator). 





						                                                         General Report Description 





			QR-PCC10    Adolescent Well-Child Visits 





			Purpose


			To determine the percentage of HIP Basic  members, ages 19-21 years, who have completed 1 or more well-child visits 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC10 Data Elements





			Item 1  


			Percentage of HIP Basic members who have completed  1 or more well-child visits during the reporting period





			Description


			Indicate the percentage of HIP Basic  members, ages 19-21, who have completed 1 or more well-child visits during the reporting period


 Enter a percentage. 





















































			General Report Description





			QR-PCC1 HIP Plus Adults’ Access to Preventive Ambulatory Services (HEDIS)





			Purpose


			To identify HIP Plus members who had a preventive or ambulatory care visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC1 Data Elements





			Item 1


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of HIP Plus members who had a preventive or ambulatory visit in the following age categories by program:


· 19 – 44 years 


· 45 – 64 years 


 To identify HIP Plus members with a preventive or ambulatory care visit use Codes to Identify Preventive/ Ambulatory Health Services specified by the HEDIS 2012 Technical Specifications for the measure “Adults’ Access to Preventive/ Ambulatory Care Measure.”


Enter a percentage.





			General Report Description





			QR-PCC2     HIP Plus Preventive Exam (Rollover Related)





			Purpose


			To identify HIP Plus members who received a preventive exam applicable to rollover





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report applies to the HIP program.





			QR-PCC2 Data Elements





			Item 1


			Percentage of HIP Plus members who received a Preventive Exam during the reporting period (As described in HIP Preventive Service Policy; Preventive Exam or Alternative Exam Codes apply)





			Description


			Indicate the percent of HIP Plus members in the reporting period that received a preventive care counseling office visit, or the alternative preventive care counseling visit as described by the CPT codes included in the “Coverage for Preventive Services” appendix.


Enter a percentage.





			Item 2


			Percentage of HIP Plus members who received a preventive service (other than a preventive exam) during the reporting period.  (Other preventive services are described in HIP Preventive Services Policy)





			Description


			Indicate the percent of HIP Plus members in the reporting period that received a preventive care service excluding the counseling visits counted in Item 2. See the CPT codes listed in the “Coverage for Preventive Services” appendix for reference.


Enter a percentage.
































			General Report Description





			QR-PCC3     HIP Plus Breast Cancer Screening





			Purpose


			To assess the percentage of women in HIP Plus who had a mammogram to screen for breast cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC3 Data Elements





			Item 1


			Women who had a Mammogram





			Description


			Indicate number of women ages 40 to 64 in HIP Plus who had a mammogram to screen for breast cancer To identify women 40 – 64 years of age in HIP Plus who had a mammogram, use the Codes to Identify Breast Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Breast Cancer Screening.”  For this measure, include women aged 40-64 years as of the last day of the reporting period.  Enter a whole number.





			Item 2


			Women  in HIP Plus Enrolled with the MCE





			Description


			Indicate the number of women ages 40-64 in HIP Plus and enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number





			Item 3


			Percentage of Women in HIP Plus who had a Mammogram





			Description


			Indicate the percent of women in HIP Plus who had a mammogram during the reporting timeframe.  Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2





























			General Report Description





			QR-PCC4     HIP Plus Cervical Cancer Screening 





			Purpose


			To assess the percentage of women in HIP Plus who received one or more Pap tests to screen for cervical cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.    The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC4 Data Elements





			Item 1


			Women in HIP Plus  who had One or More PAP tests





			Description


			Indicate the number of women ages 21-64 in HIP Plus who received one or more Pap tests to screen for cervical cancer during the reporting period.


To identify women 21 - 64 years of age in HIP Plus who received one or more Pap tests, use the Codes to Identify Cervical Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Cervical Cancer Screening.”  Enter a whole number.





			Item 2


			Women in HIP Plus and Enrolled with the MCE





			Description


			Indicate the number of women ages 21 - 64 years of age in HIP Plus and  enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number.





			Item 3


			Percentage of Women  in HIP Plus who had One or More PAP tests





			Description


			Indicate the percentage of women ages 21 – 64 years in HIP Plus who received one or more PAP tests to screen for cervical cancer. Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2














			General Report Description





			QR-PCC5 Chlamydia Screening in Women in HIP Plus 





			Purpose


			To assess the percentage of women in HIP Plus who were identified as sexually active and who had at least one test for chlamydia.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.    The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC5 Data Elements





			Item 1  


			Sexually Active Women in HIP Plus  who had at least One Test for Chlamydia





			Description 


			Indicate the number of sexually active women in HIP Plus , who had at least one test for chlamydia in the following age categories: 


· 19 - 20 years 


· 21 – 24 years


· Total, 19 – 24 years 


To identify women sexually active 19 - 24 years of age in HIP Plus use both Codes to Identify Sexually Active Women and Prescriptions to Identify Contraceptives specified by the HEDIS 2012 Technical Specifications for the measure “Chlamydia Screening in Women.”  A member only needs to be identified by one method to be eligible. Age is as of the last day of the reporting period. Enter a whole number.





			Item 2


			Women in HIP Plus and Enrolled with the MCE





			Description


			Indicate the number of women in HIP Plus and enrolled with the MCE in the following age categories:


· 19 - 20 years 


· 21 – 24 years


· Total, 19 – 24 years 


Age is as of the last day of the reporting period. Enter a whole number.





			Item 3


			Percentage of Women  in HIP Plus who had a Chlamydia Screening





			Description


			Indicate the percentage of women in HIP Plus who had at least one test for chlamydia in the reporting timeframe in the following age categories:


· 19 - 20 years 


· 21 – 24 years


· Total, 19 – 24 years 


Enter a percent.





			Formula


			· Numerator = Women in HIP Plus who had at least One Test for Chlamydia in age cohort


· Denominator = Total Number of Women in HIP Plus in age cohort











			General Report Description





			QR-PCC6    Use of Appropriate Medications for Members in HIP Plus with Asthma (HEDIS)





			Purpose


			To assess use of appropriate medications for members in HIP Plus who were identified as having persistent asthma. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC6 Data Elements





			Item 1


			Number of HIP Plus members with Asthma (per measure specifications)





			Description


			Indicate the number of HIP Plus members with asthma during the reporting period in the following age categories:


· 19 – 64


To identify those HIP Plus members as having persistent asthma use Codes to Identify Asthma specified by the HEDIS 2012 Technical Specifications for the measure “Use of Appropriate Medications for People with Asthma.”


Enter a whole number.





			Item 2  


			Percent of HIP Plus Members Dispensed at least One Prescription for a Preferred Therapy During the Prior 12 months





			Description


			Indicate the percent of HIP Plus members counted in Item 1 who were dispensed at least one prescription for a preferred therapy during the prior 12 months in the age categories mentioned in Item 1.


Preferred therapies are identified by NCQA in November of the year prior to the measurement year (www.ncqa.org)





			Formula


			· Numerator =  Number of HIP Plus members who were Dispensed a Preferred Therapy 


· Denominator = Number of HIP Plus members with Persistent Asthma















			General Report Description





			QR-PCC7     Monitoring for Patients in HIP Plus on Persistent Medications (HEDIS)





			Purpose


			To assess outpatient utilization of medication management for chronic conditions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC7 Data Elements





			Item 1


			Number of HIP Plus members who received at least 180-day supply ACE inhibitor or ARB





			Description


			Indicate the total number of HIP Plus members that received at least 180-day supply ACE inhibitor or ARB during the reporting period.


To identify HIP Plus members who received an ACE inhibitor or ARB use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a whole number.





			Item 2


			Percentage of HIP Plus members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)





			Description


			Indicate the percentage of HIP Plus members during the reporting period who received appropriate follow-up for ACE inhibitors or ARB.


To identify HIP Plus members who received appropriate follow-up for an ACE inhibitor or ARB, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of HIP Plus members counted in Item 1 who received appropriate follow-up for ACE inhibitors or ARB


· Denominator = Item 1








			Item 3


			Number of HIP Plus members that received at least 180-day supply of Diuretics





			Description


			Indicate the number of HIP Plus members during the reporting period who received at least 180-day supply of diuretics.


To identify HIP Plus members who received a diuretic use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a number.





			Item 4


			Percentage of HIP Plus members with appropriate follow-up for Diuretics (per HEDIS specifications)





			Description


			Indicate the percentage of HIP Plus members who received appropriate follow-up for diuretics during the reporting period.


To identify HIP Plus members who received appropriate follow-up for a diuretic, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of HIP Plus members counted in Item 3 who received appropriate follow-up for diuretics


· Denominator = Item 3












			General Report Description





			QR-PCC8     HIP Plus Comprehensive Diabetes Care (HEDIS)





			Purpose


			To assess the percentage of HIP Plus members with diabetes (type 1 and type 2) who received an appropriate treatment monitoring screening exam.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			Item 1


			Number of members with diabetes (per measure specifications)





			Description


			Indicate the number of HIP Plus members with Type 1 or Type 2 diabetes per measure specifications.


· 19 - 64 years of age 


· To identify HIP Plus members with diabetes use both Prescriptions to Identify Members with Diabetes and Codes to Identify Diabetes specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  A member only needs to be identified by one method to be eligible.


Enter a whole number.





			Item 2  


			Percentage of HIP Plus Members with Diabetes who had a Hemoglobin A1c (HbA1c) Test





			Description


			Indicate the percentage of HIP Plus members with diabetes (type 1 and type 2) who had a hemoglobin A1c (HbA1c) test during the reporting period.  





To identify HIP Plus members who had a hemoglobin A1c (HbA1c) tes use Codes to Identify HbA1c Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP Plus members counted in Item 1 who had a HbA1c test


· Denominator = Item  1





			Item 3


			Percentage of HIP Plus Members with Diabetes who received an Annual Eye Exam





			Description


			Indicate the percentage of HIP Plus members with diabetes (type 1 and type 2) who received an eye exam during the reporting period.


To identify HIP Plus members who had a LDL-C screening use Codes to Identify Eye Exams specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP Plus members counted in Item 1 who had an Eye Exam


· Denominator = Item 1












			Item4


			Percentage of HIP Plus Members with Diabetes who received Medical Attention for Nephropathy





			Description


			Indicate the percentage of HIP Plus members with diabetes (type 1 and type 2) who received medical attention for nephropathy during the reporting period.





To identify HIP Plus members who received medical services for nephropathy use Codes to Identify Nephropathy Screening Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP Plus members counted in Item 1 who received medical attention for nephropathy


· Denominator = Item 1











			General Report Description





			QR-PCC9     HIP Plus Utilization of Imaging Studies for Low Back Pain 





			Purpose


			To assess the utilization of imaging studies for low back pain in HIP Plus members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC9 Data Elements





			Item 1  


			Percentage of HIP Plus members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis





			Description


			Indicate the percentage of HIP Plus members newly diagnosed with low back pain in the reporting period who did not have an imaging study within 28 days of diagnosis. Use the HEDIS 2012 specifications for “Use of Imaging Studies for Low Back Pain.”


Enter a percentage. 





			Formula














			· Numerator = HIP Plus members who received an imaging study within 28-days of diagnosis


· Denominator = HIP Plus members with a new primary diagnosis of low back pain


Measure should be reported as an inverted rate [1-(numerator/denominator). 





			                                                         General Report Description 





			QR-PCC10    HIP Plus Adolescent Well-Child Visits 





			Purpose


			To determine the percentage of HIP Plus members, ages 19-21 years, who have completed 1 or more well-child visits 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC10 Data Elements





			Item 1  


			Percentage of HIP Plus members who have completed  1 or more well-child visits during the reporting period





			Description


			Indicate the percentage of HIP Plus members, ages 19-21, who have completed 1 or more well-child visits during the reporting period


 Enter a percentage. 





			QR-PCC1 HIP Plus Adults’ Access to Preventive Ambulatory Services (HEDIS)





			Purpose


			To identify HIP State Plan members who had a preventive or ambulatory care visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC1 Data Elements





			Item 1


			Percentage of Preventive or Ambulatory Visits





			Description


			Indicate the percentage of HIP State Plan members who had a preventive or ambulatory visit in the following age categories by program:


· 19 – 44 years 


· 45 – 64 years 


 To identify HIP State Plan members with a preventive or ambulatory care visit use Codes to Identify Preventive/ Ambulatory Health Services specified by the HEDIS 2012 Technical Specifications for the measure “Adults’ Access to Preventive/ Ambulatory Care Measure.”


Enter a percentage.





			General Report Description





			QR-PCC2     HIP Plus Preventive Exam (Rollover Related)





			Purpose


			To identify HIP State Plan members who received a preventive exam applicable to rollover





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly.  A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report applies to the HIP program.





			QR-PCC2 Data Elements





			Item 1


			Percentage of HIP State Plan members who received a Preventive Exam during the reporting period (As described in HIP Preventive Service Policy; Preventive Exam or Alternative Exam Codes apply)





			Description


			Indicate the percent of HIP State Plan members in the reporting period that received a preventive care counseling office visit, or the alternative preventive care counseling visit as described by the CPT codes included for the “Coverage for Preventive Services” appendix.


Enter a percentage.





			Item 2


			Percentage of HIP State Plan members who received a preventive service (other than a preventive exam) during the reporting period.  (Other preventive services are described in HIP Preventive Services Policy)





			Description


			Indicate the percent of HIP State Plan members in the reporting period that received a preventive care service excluding the counseling visits counted in Item 2. See the CPT Codes listed in the “Coverage for Preventive Services” appendix for reference.


Enter a percentage.











			General Report Description





			QR-PCC3     HIP State Plan Breast Cancer Screening





			Purpose


			To assess the percentage of women in HIP State Plan who had a mammogram to screen for breast cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC3 Data Elements





			Item 1


			Women in HIP State Plan who had a Mammogram





			Description


			Indicate number of women ages 40 to 64 in HIP State Plan who had a mammogram to screen for breast cancer To identify women 40 – 64 years of age in HIP State Plan who had a mammogram, use the Codes to Identify Breast Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Breast Cancer Screening.”  For this measure, include women aged 40-64 years as of the last day of the reporting period.  Enter a whole number.





			Item 2


			Women  in HIP State Plan Enrolled with the MCE





			Description


			Indicate the number of women ages 40-64 in HIP Plus and enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number





			Item 3


			Percentage of Women in HIP State Plan who had a Mammogram





			Description


			Indicate the percent of women in HIP State Plan  who had a mammogram during the reporting timeframe.  Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2





			General Report Description





			QR-PCC4     HIP State Plan Cervical Cancer Screening 





			Purpose


			To assess the percentage of women in HIP State Plan who received one or more Pap tests to screen for cervical cancer.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC4 Data Elements





			Item 1


			Women in HIP State Plan  who had One or More PAP tests





			Description


			Indicate the number of women ages 21-64 in HIP State Plan who received one or more Pap tests to screen for cervical cancer during the reporting period.


To identify women 21 - 64 years of age in HIP State Plan who received one or more Pap tests, use the Codes to Identify Cervical Cancer Screening specified by the HEDIS 2012 Technical Specifications for the measure “Cervical Cancer Screening.”  Enter a whole number.





			Item 2


			Women in HIP State Plan and Enrolled with the MCE





			Description


			Indicate the number of women ages 21 - 64 years of age in HIP State Plan and  enrolled with the MCE during the applicable reporting period. Age is determined based on the last day of the reporting period. Enter a whole number.





			Item 3


			Percentage of Women  in HIP State Plan who had One or More PAP tests





			Description


			Indicate the percentage of women ages 21 – 64 years in HIP State Plan who received one or more PAP tests to screen for cervical cancer. Enter a percentage.





			Formula


			· Numerator = Item 1


· Denominator = Item 2














			General Report Description





			QR-PCC5 Chlamydia Screening in Women in HIP State Plan





			Purpose


			To assess the percentage of women in HIP State Plan who were identified as sexually active and who had at least one test for chlamydia.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			QR-PCC5 Data Elements





			Item 1  


			Sexually Active Women in HIP State Plan  who had at least One Test for Chlamydia





			Description 


			Indicate the number of sexually active women in HIP State Plan , who had at least one test for chlamydia in the following age categories: 


· 19 - 20 years 


· 21 – 24 years


· Total, 19 – 24 years 


To identify women sexually active 19 - 24 years of age in HIP State Plan use both Codes to Identify Sexually Active Women and Prescriptions to Identify Contraceptives specified by the HEDIS 2012 Technical Specifications for the measure “Chlamydia Screening in Women.”  A member only needs to be identified by one method to be eligible. Age is as of the last day of the reporting period. Enter a whole number.





			Item 2


			Women in HIP Plus and Enrolled with the MCE





			Description


			Indicate the number of women in HIP State Plan and enrolled with the MCE in the following age categories:


· 19 - 20 years 


· 21 – 24 years


· Total, 19 – 24 years 


Age is as of the last day of the reporting period. Enter a whole number.





			Item 3


			Percentage of Women  in HIP State Plan who had a Chlamydia Screening





			Description


			Indicate the percentage of women in HIP State Plan who had at least one test for chlamydia in the reporting timeframe in the following age categories:


· 19 - 20 years 


· 21 – 24 years


· Total, 19 – 24 years 


Enter a percent.





			Formula


			· Numerator = Women in HIP State Plan who had at least One Test for Chlamydia in age cohort


· Denominator = Total Number of Women in HIP State Plan in age cohort











			General Report Description





			QR-PCC6    Use of Appropriate Medications for Members in HIP State Plan with Asthma (HEDIS)





			Purpose


			To assess use of appropriate medications for members in HIP State Plan who were identified as having persistent asthma. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC6 Data Elements





			Item 1


			Number of HIP State Plan members with Asthma (per measure specifications)





			Description


			Indicate the number of HIP State Plan members with asthma during the reporting period in the following age categories:


· 19 – 64


To identify those HIP State Plan members as having persistent asthma use Codes to Identify Asthma specified by the HEDIS 2012 Technical Specifications for the measure “Use of Appropriate Medications for People with Asthma.”


Enter a whole number.





			Item 2  


			Percent of HIP State Plan Members Dispensed at least One Prescription for a Preferred Therapy During the Prior 12 months





			Description


			Indicate the percent of HIP State Plan members counted in Item 1 who were dispensed at least one prescription for a preferred therapy during the prior 12 months in the age categories mentioned in Item 1.


Preferred therapies are identified by NCQA in November of the year prior to the measurement year (www.ncqa.org)





			Formula


			· Numerator =  Number of HIP State Plan members who were Dispensed a Preferred Therapy 


· Denominator = Number of HIP State Plan members with Persistent Asthma















			General Report Description





			QR-PCC7     Monitoring for Patients in HIP State Plan on Persistent Medications (HEDIS)





			Purpose


			To assess outpatient utilization of medication management for chronic conditions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-PCC7 Data Elements





			Item 1


			Number of HIP State Plan members who received at least 180-day supply ACE inhibitor or ARB





			Description


			Indicate the total number of HIP State Plan members that received at least 180-day supply ACE inhibitor or ARB during the reporting period.


To identify HIP State Plan members who received an ACE inhibitor or ARB use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a whole number.





			Item 2


			Percentage of HIP State Plan members with appropriate follow-up for ACE inhibitor or ARB (per HEDIS specifications)





			Description


			Indicate the percentage of HIP State Plan members during the reporting period who received appropriate follow-up for ACE inhibitors or ARB.


To identify HIP State Plan members who received appropriate follow-up for an ACE inhibitor or ARB, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of HIP State Plan members counted in Item 1 who received appropriate follow-up for ACE inhibitors or ARB


· Denominator = Item 1








			Item 3


			Number of HIP State Plan members that received at least 180-day supply of Diuretics





			Description


			Indicate the number of HIP State Plan members during the reporting period who received at least 180-day supply of diuretics.


To identify HIP State Plan members who received a diuretic use the NCQA provided list of medications and NDC codes at www.ncqa.org


Enter a number.





			Item 4


			Percentage of HIP State Plan members with appropriate follow-up for Diuretics (per HEDIS specifications)





			Description


			Indicate the percentage of HIP State Plan members who received appropriate follow-up for diuretics during the reporting period.


To identify HIP State Plan members who received appropriate follow-up for a diuretic, use the drug-specific test from the table Codes to Identify Physiologic Monitoring Tests as specified by the HEDIS 2012 Technical Specifications for the measure “Annual Monitoring for Patients on Persistent Medications.”  


Enter a percentage.





			Formula


			· Numerator = Number of HIP State Plan members counted in Item 3 who received appropriate follow-up for diuretics


· Denominator = Item 3












			General Report Description





			QR-PCC8     HIP State Plan Comprehensive Diabetes Care (HEDIS)





			Purpose


			To assess the percentage of HIP State Plan members with diabetes (type 1 and type 2) who received an appropriate treatment monitoring screening exam.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.   





			Item 1


			Number of members with diabetes (per measure specifications)





			Description


			Indicate the number of HIP State Plan members with Type 1 or Type 2 diabetes per measure specifications.


· 19 - 64 years of age 


· To identify HIP State Plan members with diabetes use both Prescriptions to Identify Members with Diabetes and Codes to Identify Diabetes specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  A member only needs to be identified by one method to be eligible.


Enter a whole number.





			Item 2  


			Percentage of HIP State Plan Members with Diabetes who had a Hemoglobin A1c (HbA1c) Test





			Description


			Indicate the percentage of HIP State Plan members with diabetes (type 1 and type 2) who had a hemoglobin A1c (HbA1c) test during the reporting period.  





To identify HIP State Plan members who had a hemoglobin A1c (HbA1c) test use Codes to Identify HbA1c Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP State Plan members counted in Item 1 who had a HbA1c test


· Denominator = Item  1





			Item 3


			Percentage of HIP State Plan Members with Diabetes who received an Annual Eye Exam





			Description


			Indicate the percentage of HIP State Plan members with diabetes (type 1 and type 2) who received an eye exam during the reporting period.


To identify HIP State Plan members who had a LDL-C screening use Codes to Identify Eye Exams specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP State Plan members counted in Item 1 who had an Eye Exam


· Denominator = Item 1












			Item4


			Percentage of HIP State Plan Members with Diabetes who received Medical Attention for Nephropathy





			Description


			Indicate the percentage of HIP State Plan members with diabetes (type 1 and type 2) who received medical attention for nephropathy during the reporting period.





To identify HIP State Plan members who received medical services for nephropathy use Codes to Identify Nephropathy Screening Tests specified by the HEDIS 2012 Technical Specifications for the measure “Comprehensive Diabetes Care.”  


Enter a percentage.





			Formula


			· Numerator = HIP State Plan members counted in Item 1 who received medical attention for nephropathy


· Denominator = Item 1











			General Report Description





			QR-PCC9     HIP State Plan Utilization of Imaging Studies for Low Back Pain 





			Purpose


			To assess the utilization of imaging studies for low back pain in HIP  State Plan members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC9 Data Elements





			Item 1  


			Percentage of HIP State Plan members newly diagnosed with low back pain who did not have an imaging study within 28 days of diagnosis





			Description


			Indicate the percentage of HIP State Plan members newly diagnosed with low back pain in the reporting period who did not have an imaging study within 28 days of diagnosis. Use the HEDIS 2012 specifications for “Use of Imaging Studies for Low Back Pain.”


Enter a percentage. 





			Formula














			· Numerator = HIP State Plan members who received an imaging study within 28-days of diagnosis


· Denominator = HIP State Plan members with a new primary diagnosis of low back pain


Measure should be reported as an inverted rate [1-(numerator/denominator). 





			                                                         General Report Description 





			QR-PCC10    HIP State Plan Adolescent Well-Child Visits 





			Purpose


			To determine the percentage of HIP State Plan members, ages 19-21 years, who have completed 1 or more well-child visits 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-PCC10 Data Elements





			Item 1  


			Percentage of HIP State Plan members who have completed  1 or more well-child visits during the reporting period





			Description


			Indicate the percentage of HIP State Plan members, ages 19-21, who have completed 1 or more well-child visits during the reporting period


 Enter a percentage. 
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DRAFT


			General Report Description





			QR-GSU1    HIP Basic Ambulatory Care





			Purpose


			To summarize utilization of ambulatory care services by HIP Basic members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-GSU1 Data Elements





			Item 1  


			HIP Basic Outpatient visits per 1,000 member months





			Description 


			Identify the occurrence of HIP Basic outpatient visits per 1,000 member months for those members in the following age categories:


· ages 19 years and older (HIP)


To identify HIP Basic outpatient visits use Codes to Identify Outpatient Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”


HIP Basic member months should include all members in the same age cohort as the numerator.


Enter a whole number.





			Item 2


			HIP Basic Emergency Visits per 1,000 member months





			Description


			Identify the occurrence of HIP Basic emergency department visits per 1,000 member members for those HIP Basic members in the following age categories:


· ages 19 years and older 


To identify HIP Basic emergency visits use Codes to Identify ED Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”Enter a whole number.


















			
General Report Description





			QR-GSU2    HIP Basic Ambulatory Sensitive Conditions





			Purpose


			To summarize utilization of ambulatory care services for different ambulatory sensitive condition categories by HIP Basic members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCO must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


.





			QR-GSU2 Data Elements





			Item 3  


			Discharges for HIP Basic Members with Diabetic Short-term Complications per 10,000 Member Months, Ages 19 years and Older





			Description 


			Indicate the number of discharges for diabetic short-term complications per 10,000 member months for HIP Basic members ages 19 years and older.


To identify the number of discharges for diabetic short-term complications use all non-maternal/non-neonatal discharges for ages 19 and older with ICD-9-CM principal diagnosis code for short-term complications (ketoacidosis, hypersmolarity, coma) specified by the AHRQ Quality Indicators report for the measure “Diabetes Short-Term Complications Admission Rate.”


Member months should include all HIP Basic members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2001%20Diabetes%20Short-term%20Complications%20Admissions%20Rate.pdf












			Item 4


			Discharges for HIP Basic Members with Chronic Obstructive Pulmonary Disease per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP Basic members 19 years and older with chronic obstructive pulmonary disease per 10,000 member months.


To identify the discharges for HIP Basic members 19 years and older with chronic obstructive pulmonary disease use all non-maternal discharges with ICD-9-CM principal diagnosis codes for Chronic Obstructive Pulmonary Disease specified by the AHRQ Quality Indicators report, for the measure “Chronic Obstructive Pulmonary Disease or Asthma in Older Adults Admission Rate.”


Member months should include all HIP Basic members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2005%20COPD%20or%20Asthma%20in%20Older%20Adults%20Admission%20Rate.pdf





			Item 5


			Discharges for HIP Basic Members with Congestive Heart Failure (CHF) per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP Basic members 19 years and older with congestive heart failure per 10,000 member months.


To identify discharges for HIP Basic members 19 years and older with congestive heart failure use all non-maternal discharges with ICD-9-CM principal diagnosis codes for heart failure specified by the AHRQ Quality Indicators report for the measure “Heart Failure Admission Rate.”


Member months should include all HIP Basic members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2008%20Heart%20Failure%20Admission%20Rate.pdf












			Item 6


			Discharges for HIP Basic Members with Bacterial Pneumonia per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP Basic members 19 years and older for bacterial pneumonia per 10,000 member months.


To identify discharges for HIP Basic members 19 years and older with bacterial pneumonia use all non-maternal discharges with ICD-9-CM principal diagnosis codes for bacterial pneumonia specified by the AHRQ Quality Indicators report for the measure “Bacterial Pneumonia Admission Rate.”


Member months should include all HIP Basic members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2011%20Bacterial%20Pneumonia%20Admission%20Rate.pdf
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			General Report Description





			QR-GSU3      ER Bounce Back





			Purpose


			To summarize the rate of HIP Basic members who return to the emergency room within 30 days of a prior ER visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting quarter. 


To assist in calculating what a bounce back is, please use the following guide.  All initial ER visits have been coded in gray:


			Member1


			ER Visit


			ER Visit


			ER Visit


			ER Visit





			Date


			1-Jan


			23-Jan


			6-Apr


			5-May





			Julian Date


			1


			23


			96


			125





			Difference


			 


			22 days


			73 days


			29 days





			Countable as ER Bounce Back?


			No


			Yes


			No


			Yes





			Countable as 1 Follow-up?


			No


			Yes


			No


			Yes





			Countable as 2 or more?


			No


			No


			No


			No





			


			


			


			


			





			Member2


			ER Visit


			ER Visit


			


			





			Date


			1-Jan


			23-Feb


			


			





			Julian Date


			1


			54


			


			





			Difference


			 


			53 days


			


			





			Countable as ER Bounce Back?


			No


			No


			


			





			Countable as 1 Follow-up?


			No


			No


			


			





			Countable as 2 or more?


			No


			No


			


			





			


			


			


			


			





			Member3


			ER Visit


			ER Visit


			ER Visit


			





			Date


			1-Jan


			23-Jan


			24-Jan


			





			Julian Date


			1


			23


			24


			





			Difference


			0


			22 days


			1 day


			





			Countable as ER Bounce Back?


			No


			Yes


			Yes


			





			Countable as 1 Follow-up?


			No


			No


			No


			





			Countable as 2 or more?


			No


			No


			Yes


			














			


						Qualify ED Visits


			5


			


			





			No Follow Up Visits


			2


			


			





			One Follow Up Visits


			2


			


			





			Two or more Follow Up Visits


			1


			


			





			Numerator


			3


			


			





			Denominator


			5


			(60% ERBB rate)





			


			


			


			





			


			


			














			QR-GSU3 Data Elements





			Item 7


			Total number of HIP Basic members that were seen subsequently one time in the ER within 30 days of a prior ER visit





			Description 


			Indicate the number of HIP Basic members that returned to the ER one time within 30 days of a prior ER visit.


Enter a whole number.





			Item 8


			Total number of HIP Basic members that were seen subsequently two or more times in the ER within 30 days of a prior ER visit





			Description


			Indicate the number of HIP Basic members that returned to the ER two or more times within 30 days of a prior ER visit.


Enter a whole number.





			Item 9


			Total HIP Basic members that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after the visit





			Description


			Indicate the total number of HIP Basic members  that were seen in the ER during the reporting period that also maintained continuous enrollment for at least 30 days after the visit.


Enter a whole number.





			Item 10


			Percentage of HIP Basic members who visit the ER and subsequently return to the ER within 30 days of discharge.





			Description


			Indicate the percentage of HIP Basic members who that were seen subsequently in the ER within 30 days of a prior discharge.





			Formula


			Numerator = [Item 1] + [Item 2]


Denominator = Item 3














			General Report Description





			QR-GSU4     Inpatient Utilization General Hospital/ Acute Care Discharges





			Purpose


			To summarize utilization of acute inpatient services by HIP Basic members. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-GSU4 Data Elements





			Item 11  


			HIP Basic Maternity Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for HIP Basic members in the following age categories:


· 19 years and older (HIP)


To identify maternity discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all HIP Basic members in the same age cohort as the numerator.


Enter a number.





			Item 12


			HIP Basic Surgery Discharges per 1,000 member months





			Description


			Indicate the number of surgery discharges per 1,000 member months for HIP Basic members in the following age categories:


· 19 years and older 


To identify surgery discharges use Calculations s as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges.  


Enter a number.












			Item 13  


			HIP Basic Medicine Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for HIP Basic members in the following age categories:


· 19 years and older 


To identify medicine discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all HIP Basic members in the same age cohort as the numerator.


Enter a number.





			Item 14


			HIP Basic Total Discharges per 1,000 member months





			Description


			Indicate the total number of acute inpatient service discharges per 1,000 member months for HIP Basic members in the following age categories:


· 19 years and older 


To identify inpatient discharges use Codes to Identify Total Inpatient Discharges as specified by the latest HEDIS 2014 Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” 


Member months should include all HIP Basic members in the same age cohort as the numerator.


Enter a number.


















			
General Report Description





			QR-GSU5     HIP Basic Inpatient Utilization General Hospital/ Acute Care ALOS





			Purpose


			To summarize the average length of stay for acute care, general hospital stays.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


Each of the items in this report should use the same discharges as the corresponding items in report QR-GSU4. 





			QR-GSU5 Data Elements





			Item 15  


			Average Length of Stay for Medicine Discharges





			Description 


			Indicate the average length of stay for identified medicine discharges for those HIP Basic members in the following age categories:


· 19 years and older 


Numerator: Totals inpatient days for all medicine discharges (as defined in the instructions for QR-GSU4)


Denominator: Total medicine discharges (same number as the numerator in Item 1 of QR-GSU4).


Enter a whole number.












			Item 16


			Average Length of Stay for Surgery Discharges





			Description 


			Indicate the average length of stay for identified surgery discharges for those HIP Basic members in the following age categories:


· 19 years and older 


Numerator: Totals inpatient days for all surgery discharges (as defined in the instructions for QR-GSU4)


Denominator: Total surgery discharges (same number as the numerator in Item 2 of QR-GSU4).


Enter a whole number.





			Item 17


			Average Length of Stay for Total Inpatient Discharges





			Description


			Indicate the average length of stay for all acute inpatient discharges for those HIP Basic members in the following age categories:


· 19 years and older 


Numerator: Totals inpatient days for all inpatient discharges (as defined in the instructions for QR-GSU4)


Denominator: Total inpatient discharges (same number as the numerator in Item 3 of QR-GSU4).


Enter a whole number.















			
General Report Description





			QR-GSU6     HIP Basic Inpatient Readmission Rate





			Purpose


			To summarize the rate at which HIP Basic members are readmitted post discharge, these do not include behavioral health readmissions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report measures the percentage of HIP Basic members who are discharged from an inpatient facility and subsequently readmitted within 30 days. The HIP Basic member must have been continuously enrolled for at least 30 days. The anchor event is the readmission. The original discharge does not need to be in the same experience period as the readmission.


The readmission must be for a principal diagnosis that was present on the original discharge. A second admission for a completely unrelated condition is not considered a readmission. The readmission does not need to be at the same facility (or same type of facility) as the original discharge.





			QR-GSU6 All Data Elements





			Item 18  


			Total Inpatient Discharges in Period





			Description 


			Report the total number of inpatient discharges in the experience period. Note that this is a proxy figure for the readmission definition described in the Definitions above. A readmission may actually be related to an inpatient discharge that occurred in the prior experience period.


Report a whole number.





			Item 19


			Readmissions Within 30 Days of Discharge





			Description 


			Report the number of readmissions in the experience period, using the definitions above.


Report a whole number.












			Item 20


			Percentage of HIP Basic members who are discharged from an inpatient facility and subsequently readmitted within 30 days





			Description 


			Numerator: Item 2


[bookmark: _GoBack]Denominator: Item 1


Enter a percent.


















			General Report Description





			QR-GSU7    Type of Emergency Room Utilization for HIP Basic Members





			Purpose


			To summarize utilization of emergency room services.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





Information is to be reported for HIP by two age cohorts:


·  19 years


· Age 20 years and older





The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU7 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).





			Item 3 


			HIP Basic Member Months by Age Cohort





			Description 


			Report the total member months in the reporting period for each age cohort.





			Item 4


			Number of ER Visits Adjudicated for the Experience Period





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent or non-emergent status for making the appropriate payment to the hospital.





			Item 5  


			Number of ER Visits Adjudicated that the MCE Deemed Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent status for making the appropriate payment to the hospital.





			Item 6  


			Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of non-emergent status for making the appropriate payment to the hospital.





			Item 7  


			ER Adjudicated Claims Per 1,000 Members





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated for the Experience Period) divided by


(Total Member Months for Age Cohort in the Reporting Period) * 1,000





			Item 8  


			Percent of Adjudicated ER Claims Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)





			Item 9  


			Percent of Adjudicated ER Claims Non-Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)












			Item 10


			


Check that Column 8+9 equals 100%








			Description


			Verify that columns 8 and 9 add up to 100%.
























			General Report Description





			QR-GSU8    Frequency of Emergency Room Utilization by HIP Basic Members





			Purpose


			To summarize utilization of emergency room services by HIP Basic members and to identify opportunities for participation in case or care management.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





Information is to be reported for all ages 19-64.


The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU8 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).












			Item 3  


			Total Unique HIP Basic Members Enrolled with 180 Days of Continuous Enrollment





			Description 


			Report the total unique number of HIP Basic members within each age cohort that had at least 180 days of continuous enrollment using the ending anchor date as the last day of the reporting period.


For example, if the last day of the reporting period is March 31, 2013, then only count members who have had continuous enrollment for at least the period October 1, 2012 through March 31, 2013.





			Item 4 


			HIP Basic Members with Zero or One ER Visit in the 180 Day Period





			Description 


			Report the total number of unique HIP Basic members identified in Item #2 that had zero or one hospital ER visits in the 180 day period up to the end of the reporting period.  For example, if the last day of the reporting period is March 31, 2013, then count any ER visits that occurred between October 1, 2012 and March 31, 2013.





			Item 5  


			HIP Basic Members with Two ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP Basic members identified in Item #2 that had two hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 6  


			HIP Basic Members with Three to Nine ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP Basic members identified in Item #2 that had three to nine hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 7  


			HIP Basic Members with 10 or More ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP Basic members identified in Item #2 that had ten or more hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 8  


			Percent of HIP Basic Members with Zero or One ER Visit





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Basic members with Zero or One ER Visit in 180 Day Period divided by


Total Unique HIP Basic Members Enrolled that had 180 Days Continuous Enrollment











			Item 9  


			Percent of HIP Basic Members with Two ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Basic members with Two ER Visits in 180 Day Period divided by


Total Unique HIP Basic Members Enrolled that had 180 Days Continuous Enrollment





			Item 10  


			Percent of HIP Basic Members with Three to Nine ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Basic  members with Three to Nine ER Visits in 180 Day Period divided by


Total Unique HIP Basic Members Enrolled that had 180 Days Continuous Enrollment





			Item 11  


			Percent of HIP Basic Members with Ten or More ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Basic members with Ten or More ER Visits in 180 Day Period divided by


Total Unique HIP Basic Members Enrolled that had 180 Days Continuous Enrollment





			Item 12


			Check that Columns 8-11 equal 100%





			Description


			Auto calculations to assure all members are accounted for in the experience period.






































			General Report Description





			QR-GSU1    HIP Plus Ambulatory Care





			Purpose


			To summarize utilization of ambulatory care services by HIP Plus members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-GSU1 Data Elements





			Item 1  


			Outpatient visits per 1,000 member months





			Description 


			Identify the occurrence of outpatient visits per 1,000 member months for those HIP Plus members in the following age categories:


· ages 19 years and older 


To identify outpatient visits use Codes to Identify Outpatient Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a whole number.





			Item 2


			Emergency Visits per 1,000 member months





			Description


			Identify the occurrence of emergency department visits per 1,000 member members for those HIP Plus members in the following age categories:


· ages 19 years and older 


To identify emergency visits use Codes to Identify ED Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”Enter a whole number.


















			
General Report Description





			QR-GSU2    HIP Plus Ambulatory Sensitive Conditions 





			Purpose


			To summarize utilization of ambulatory care services for different ambulatory sensitive condition categories.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCO must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


.





			QR-GSU2 Data Elements





			Item 3  


			Discharges for HIP Plus Members with Diabetic Short-term Complications per 10,000 Member Months, Ages 19 years and Older





			Description 


			Indicate the number of discharges for diabetic short-term complications per 10,000 member months for HIP Plus members ages 19 years and older.


To identify the number of discharges for diabetic short-term complications use all non-maternal/non-neonatal discharges for ages 19 and older with


ICD-9-CM principal diagnosis code for short-term complications (ketoacidosis, hypersmolarity, coma) specified by the AHRQ Quality Indicators report for the measure “Diabetes Short-Term Complications Admission Rate.”


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2001%20Diabetes%20Short-term%20Complications%20Admissions%20Rate.pdf












			Item 4


			Discharges for  HIP Plus Members with Chronic Obstructive Pulmonary Disease per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP Plus members 19 years and older with chronic obstructive pulmonary disease per 10,000 member months.


To identify the discharges for HIP Plus members 19 years and older with chronic obstructive pulmonary disease use all non-maternal discharges with 


ICD-9-CM principal diagnosis codes for Chronic Obstructive Pulmonary Disease specified by the AHRQ Quality Indicators report, for the measure “Chronic Obstructive Pulmonary Disease or Asthma in Older Adults Admission Rate.”


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2005%20COPD%20or%20Asthma%20in%20Older%20Adults%20Admission%20Rate.pdf





			Item 5


			Discharges for HIP Plus Members with Congestive Heart Failure (CHF) per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP Plus members 19 years and older with congestive heart failure per 10,000 member months.


To identify discharges for HIP Plus members 19 years and older with congestive heart failure use all non-maternal discharges with ICD-9-CM principal diagnosis codes for heart failure specified by the AHRQ Quality Indicators report for the measure “Heart Failure Admission Rate.”


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2008%20Heart%20Failure%20Admission%20Rate.pdf












			Item 6


			Discharges for HIP Plus Members with Bacterial Pneumonia per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP Plus members 19 years and older for bacterial pneumonia per 10,000 member months.


To identify discharges for HIP Plus members 19 years and older with bacterial pneumonia use all non-maternal discharges with ICD-9-CM principal diagnosis codes for bacterial pneumonia specified by the AHRQ Quality Indicators report for the measure “Bacterial Pneumonia Admission Rate.”


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2011%20Bacterial%20Pneumonia%20Admission%20Rate.pdf








HIP 2.0 MCE Reporting Manual


	Section IV - D:  General Services Utilization Reports


DRAFT
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			General Report Description





			QR-GSU3      ER Bounce Back for HIP Plus Members





			Purpose


			To summarize the rate of HIP Plus members who return to the emergency room within 30 days of a prior ER visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting quarter. 


To assist in calculating what a bounce back is, please use the following guide.  All initial ER visits have been coded in gray:


			Member1


			ER Visit


			ER Visit


			ER Visit


			ER Visit





			Date


			1-Jan


			23-Jan


			6-Apr


			5-May





			Julian Date


			1


			23


			96


			125





			Difference


			 


			22 days


			73 days


			29 days





			Countable as ER Bounce Back?


			No


			Yes


			No


			Yes





			Countable as 1 Follow-up?


			No


			Yes


			No


			Yes





			Countable as 2 or more?


			No


			No


			No


			No





			


			


			


			


			





			Member2


			ER Visit


			ER Visit


			


			





			Date


			1-Jan


			23-Feb


			


			





			Julian Date


			1


			54


			


			





			Difference


			 


			53 days


			


			





			Countable as ER Bounce Back?


			No


			No


			


			





			Countable as 1 Follow-up?


			No


			No


			


			





			Countable as 2 or more?


			No


			No


			


			





			


			


			


			


			





			Member3


			ER Visit


			ER Visit


			ER Visit


			





			Date


			1-Jan


			23-Jan


			24-Jan


			





			Julian Date


			1


			23


			24


			





			Difference


			0


			22 days


			1 day


			





			Countable as ER Bounce Back?


			No


			Yes


			Yes


			





			Countable as 1 Follow-up?


			No


			No


			No


			





			Countable as 2 or more?


			No


			No


			Yes


			














			


						Qualify ED Visits


			5


			


			





			No Follow Up Visits


			2


			


			





			One Follow Up Visits


			2


			


			





			Two or more Follow Up Visits


			1


			


			





			Numerator


			3


			


			





			Denominator


			5


			(60% ERBB rate)





			


			


			


			





			


			


			














			QR-GSU3 Data Elements





			Item 7


			Total number of HIP Plus members that were seen subsequently one time in the ER within 30 days of a prior ER visit





			Description 


			Indicate the number of HIP Plus members that returned to the ER one time within 30 days of a prior ER visit.


Enter a whole number.





			Item 8


			Total number of HIP Plus members that were seen subsequently two or more times in the ER within 30 days of a prior ER visit





			Description


			Indicate the number of HIP Plus members that returned to the ER two or more times within 30 days of a prior ER visit.


Enter a whole number.





			Item 9


			Total HIP Plus members that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after the visit





			Description


			Indicate the total number of HIP Plus members that were seen in the ER during the reporting period that also maintained continuous enrollment for at least 30 days after the visit.


Enter a whole number.





			Item 10


			Percentage of HIP Plus members who visit the ER and subsequently return to the ER within 30 days of discharge.





			Description


			Indicate the percentage of HIP Plus members who that were seen subsequently in the ER within 30 days of a prior discharge.





			Formula


			Numerator = [Item 1] + [Item 2]


Denominator = Item 3














			General Report Description





			QR-GSU4     HIP Plus Inpatient Utilization General Hospital/ Acute Care Discharges 





			Purpose


			To summarize utilization of acute inpatient services for HIP Plus members. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-GSU4 Data Elements





			Item 11  


			Maternity Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for HIP Plus members in the following age categories:


· 19 years and older 


To identify maternity discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a number.





			Item 12


			Surgery Discharges per 1,000 member months





			Description


			Indicate the number of surgery discharges per 1,000 member months for HIP Plus members in the following age categories:


· 19 years and older 


To identify surgery discharges use Calculations s as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges.  


Enter a number.












			Item 13  


			Medicine Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for HIP Plus members in the following age categories:


· 19 years and older 


To identify medicine discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a number.





			Item 14


			Total Discharges per 1,000 member months





			Description


			Indicate the total number of acute inpatient service discharges per 1,000 member months for HIP Plus members in the following age categories:


· 19 years and older


To identify inpatient discharges use Codes to Identify Total Inpatient Discharges as specified by the latest HEDIS 2014 Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” 


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a number.


















			
General Report Description





			QR-GSU5     HIP Plus Inpatient Utilization General Hospital/ Acute Care ALOS





			Purpose


			To summarize the average length of stay for acute care, general hospital stays for HIP Plus members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


Each of the items in this report should use the same discharges as the corresponding items in report QR-GSU4. 





			QR-GSU5 Data Elements





			Item 15  


			Average Length of Stay for Medicine Discharges





			Description 


			Indicate the average length of stay for identified medicine discharges for those HIP Plus members in the following age categories:


· 19 years and older


Numerator: Totals HIP Plus inpatient days for all medicine discharges (as defined in the instructions for QR-GSU4)


Denominator: Total HIP Plus medicine discharges (same number as the numerator in Item 1 of QR-GSU4).


Enter a whole number.












			Item 16


			Average Length of Stay for Surgery Discharges





			Description 


			Indicate the average length of stay for identified surgery discharges for those HIP Plus members in the following age categories:


· 19 years and older 


Numerator: Totals HIP Plus inpatient days for all surgery discharges (as defined in the instructions for QR-GSU4)


Denominator: Total HIP Plus surgery discharges (same number as the numerator in Item 2 of QR-GSU4).


Enter a whole number.





			Item 17


			Average Length of Stay for Total Inpatient Discharges





			Description


			Indicate the average length of stay for all acute inpatient discharges for those HIP Plus members in the following age categories:


· 19 years and older 


Numerator: Totals HIP Plus inpatient days for all inpatient discharges (as defined in the instructions for QR-GSU4)


Denominator: Total HIP Plus inpatient discharges (same number as the numerator in Item 3 of QR-GSU4).


Enter a whole number.















			
General Report Description





			QR-GSU6     HIP Plus Inpatient Readmission Rate





			Purpose


			To summarize the rate at which HIP Plus members are readmitted post discharge, these do not include behavioral health readmissions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report measures the percentage of HIP Plus members who are discharged from an inpatient facility and subsequently readmitted within 30 days. The HIP Plus member must have been continuously enrolled for at least 30 days. The anchor event is the readmission. The original discharge does not need to be in the same experience period as the readmission.


The readmission must be for a principal diagnosis that was present on the original discharge. A second admission for a completely unrelated condition is not considered a readmission. The readmission does not need to be at the same facility (or same type of facility) as the original discharge.





			QR-GSU6 All Data Elements





			Item 18  


			Total Inpatient Discharges in Period





			Description 


			Report the total number of HIP Plus inpatient discharges in the experience period. Note that this is a proxy figure for the readmission definition described in the Definitions above. A readmission may actually be related to an inpatient discharge that occurred in the prior experience period.


Report a whole number.





			Item 19


			Readmissions Within 30 Days of Discharge





			Description 


			Report the number of HIP Plus readmissions in the experience period, using the definitions above.


Report a whole number.












			Item 20


			Percentage of HIP Plus members who are discharged from an inpatient facility and subsequently readmitted within 30 days





			Description 


			Numerator: Item 2


Denominator: Item 1


Enter a percent.


















			General Report Description





			QR-GSU7    HIP Plus Type of Emergency Room Utilization





			Purpose


			To summarize utilization of emergency room services by HIP Plus members.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





Information is to be reported for HIP Plus by two age cohorts:


·  19 years


· Age 20 years and older





The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU7 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).





			Item 3 


			Member Months by Age Cohort





			Description 


			Report the total member months in the reporting period for each age cohort.





			Item 4


			Number of ER Visits Adjudicated for the Experience Period





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent or non-emergent status for making the appropriate payment to the hospital.





			Item 5  


			Number of ER Visits Adjudicated that the MCE Deemed Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent status for making the appropriate payment to the hospital.





			Item 6  


			Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of non-emergent status for making the appropriate payment to the hospital.





			Item 7  


			ER Adjudicated Claims Per 1,000 Members





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated for the Experience Period) divided by


(Total Member Months for Age Cohort in the Reporting Period) * 1,000





			Item 8  


			Percent of Adjudicated ER Claims Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)





			Item 9  


			Percent of Adjudicated ER Claims Non-Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)












			Item 10


			


Check that Column 8+9 equals 100%








			Description


			Verify that columns 8 and 9 add up to 100%.
























			General Report Description





			QR-GSU8    Frequency of Emergency Room Utilization by HIP Plus members





			Purpose


			To summarize utilization of emergency room services by HIP Plus  members and to identify opportunities for participation in case or care management.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


Information is to be reported for all ages, 19-64.


The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU8 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).












			Item 3  


			Total Unique HIP Plus Members Enrolled with 180 Days of Continuous Enrollment





			Description 


			Report the total unique number of HIP Plus members within each age cohort that had at least 180 days of continuous enrollment using the ending anchor date as the last day of the reporting period.


For example, if the last day of the reporting period is March 31, 2013, then only count members who have had continuous enrollment for at least the period October 1, 2012 through March 31, 2013.





			Item 4 


			HIP Plus Members with Zero or One ER Visit in the 180 Day Period





			Description 


			Report the total number of unique HIP Plus members identified in Item #2 that had zero or one hospital ER visits in the 180 day period up to the end of the reporting period.  For example, if the last day of the reporting period is March 31, 2013, then count any ER visits that occurred between October 1, 2012 and March 31, 2013.





			Item 5  


			HIP Plus Members with Two ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP Plus members identified in Item #2 that had two hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 6  


			HIP Plus Members with Three to Nine ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP Plus members identified in Item #2 that had three to nine hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 7  


			HIP Plus Members with 10 or More ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP Plus members identified in Item #2 that had ten or more hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 8  


			Percent of HIP Plus Members with Zero or One ER Visit





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Plus  members with Zero or One ER Visit in 180 Day Period divided by


Total Unique HIP Plus Members Enrolled that had 180 Days Continuous Enrollment











			Item 9  


			Percent of HIP Plus Members with Two ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Plus  members with Two ER Visits in 180 Day Period divided by


Total Unique HIP Plus Members Enrolled that had 180 Days Continuous Enrollment





			Item 10  


			Percent of HIP Plus Members with Three to Nine ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Plus  members with Three to Nine ER Visits in 180 Day Period divided by 


Total Unique HIP Plus Members Enrolled that had 180 Days Continuous Enrollment





			Item 11  


			Percent of HIP Plus Members with Ten or More ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP Plus  members with Ten or More ER Visits in 180 Day Period divided by


Total Unique HIP Plus Members Enrolled that had 180 Days Continuous Enrollment





			Item 12


			Check that Columns 8-11 equal 100%





			Description


			Auto calculations to assure all members are accounted for in the experience period.

















			QR-GSU1    HIP State Plan Ambulatory Care





			Purpose


			To summarize utilization of ambulatory care services by HIP State Plan members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





			QR-GSU1 Data Elements





			Item 1  


			Outpatient visits per 1,000 member months





			Description 


			Identify the occurrence of outpatient visits per 1,000 member months for those HIP State Plan members in the following age categories:


· ages 19 years and older 


To identify outpatient visits use Codes to Identify Outpatient Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”


Member months should include all HIP State Plan members in the same age cohort as the numerator.


Enter a whole number.





			Item 2


			Emergency Visits per 1,000 member months





			Description


			Identify the occurrence of emergency department visits per 1,000 member members for those HIP State Plan members in the following age categories:


· ages 19 years and older 


To identify emergency visits use Codes to Identify ED Visits as specified by the HEDIS 2014 Technical Specifications for the measure “Ambulatory Care.”Enter a whole number.


















			
General Report Description





			QR-GSU2    HIP State Plan Ambulatory Sensitive Conditions 





			Purpose


			To summarize utilization of ambulatory care services for different ambulatory sensitive condition categories.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCO must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


.





			QR-GSU2 Data Elements





			Item 3  


			Discharges for HIP State Plan Members with Diabetic Short-term Complications per 10,000 Member Months, Ages 19 years and Older





			Description 


			Indicate the number of discharges for diabetic short-term complications per 10,000 member months for HIP State Plan members ages 19 years and older.


To identify the number of discharges for diabetic short-term complications use all non-maternal/non-neonatal discharges for ages 19 and older with


ICD-9-CM principal diagnosis code for short-term complications (ketoacidosis, hypersmolarity, coma) specified by the AHRQ Quality Indicators report for the measure “Diabetes Short-Term Complications Admission Rate.”


Member months should include all HIP State Plan members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2001%20Diabetes%20Short-term%20Complications%20Admissions%20Rate.pdf












			Item 4


			Discharges for  HIP State Plan Members with Chronic Obstructive Pulmonary Disease per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP State Plan members 19 years and older with chronic obstructive pulmonary disease per 10,000 member months.


To identify the discharges for HIP State Plan members 19 years and older with chronic obstructive pulmonary disease use all non-maternal discharges with 


ICD-9-CM principal diagnosis codes for Chronic Obstructive Pulmonary Disease specified by the AHRQ Quality Indicators report, for the measure “Chronic Obstructive Pulmonary Disease or Asthma in Older Adults Admission Rate.”


Member months should include all HIP State Plan members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2005%20COPD%20or%20Asthma%20in%20Older%20Adults%20Admission%20Rate.pdf





			Item 5


			Discharges for HIP State Plan Members with Congestive Heart Failure (CHF) per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP State Plan members 19 years and older with congestive heart failure per 10,000 member months.


To identify discharges for HIP State Plan members 19 years and older with congestive heart failure use all non-maternal discharges with ICD-9-CM principal diagnosis codes for heart failure specified by the AHRQ Quality Indicators report for the measure “Heart Failure Admission Rate.”


Member months should include all HIP State Plan members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2008%20Heart%20Failure%20Admission%20Rate.pdf












			Item 6


			Discharges for HIP State Plan Members with Bacterial Pneumonia per 10,000 Member Months, Ages 19 years and Older





			Description


			Indicate the number of discharges for HIP State Plan members 19 years and older for bacterial pneumonia per 10,000 member months.


To identify discharges for HIP State Plan members 19 years and older with bacterial pneumonia use all non-maternal discharges with ICD-9-CM principal diagnosis codes for bacterial pneumonia specified by the AHRQ Quality Indicators report for the measure “Bacterial Pneumonia Admission Rate.”


Member months should include all HIP State Plan members in the same age cohort as the numerator.


Enter a whole number.





			Formula


			Refer to AHRQ Quality Indicators Report, http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V44/TechSpecs/PQI%2011%20Bacterial%20Pneumonia%20Admission%20Rate.pdf

















			General Report Description





			QR-GSU3      ER Bounce Back for HIP State Plan Members





			Purpose


			To summarize the rate of HIP State Plan members who return to the emergency room within 30 days of a prior ER visit.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting quarter. 


To assist in calculating what a bounce back is, please use the following guide.  All initial ER visits have been coded in gray:


			Member1


			ER Visit


			ER Visit


			ER Visit


			ER Visit





			Date


			1-Jan


			23-Jan


			6-Apr


			5-May





			Julian Date


			1


			23


			96


			125





			Difference


			 


			22 days


			73 days


			29 days





			Countable as ER Bounce Back?


			No


			Yes


			No


			Yes





			Countable as 1 Follow-up?


			No


			Yes


			No


			Yes





			Countable as 2 or more?


			No


			No


			No


			No





			


			


			


			


			





			Member2


			ER Visit


			ER Visit


			


			





			Date


			1-Jan


			23-Feb


			


			





			Julian Date


			1


			54


			


			





			Difference


			 


			53 days


			


			





			Countable as ER Bounce Back?


			No


			No


			


			





			Countable as 1 Follow-up?


			No


			No


			


			





			Countable as 2 or more?


			No


			No


			


			





			


			


			


			


			





			Member3


			ER Visit


			ER Visit


			ER Visit


			





			Date


			1-Jan


			23-Jan


			24-Jan


			





			Julian Date


			1


			23


			24


			





			Difference


			0


			22 days


			1 day


			





			Countable as ER Bounce Back?


			No


			Yes


			Yes


			





			Countable as 1 Follow-up?


			No


			No


			No


			





			Countable as 2 or more?


			No


			No


			Yes


			














			


						Qualify ED Visits


			5


			


			





			No Follow Up Visits


			2


			


			





			One Follow Up Visits


			2


			


			





			Two or more Follow Up Visits


			1


			


			





			Numerator


			3


			


			





			Denominator


			5


			(60% ERBB rate)





			


			


			


			





			


			


			














			QR-GSU3 Data Elements





			Item 7


			Total number of HIP State Plan members that were seen subsequently one time in the ER within 30 days of a prior ER visit





			Description 


			Indicate the number of HIP State Plan members that returned to the ER one time within 30 days of a prior ER visit.


Enter a whole number.





			Item 8


			Total number of HIP State Plan members that were seen subsequently two or more times in the ER within 30 days of a prior ER visit





			Description


			Indicate the number of HIP State Plan members that returned to the ER two or more times within 30 days of a prior ER visit.


Enter a whole number.





			Item 9


			Total HIP State Plan members that have been seen in the ER setting during the reporting period and have continuous enrollment for at least 30 days after the visit





			Description


			Indicate the total number of HIP State Plan members that were seen in the ER during the reporting period that also maintained continuous enrollment for at least 30 days after the visit.


Enter a whole number.





			Item 10


			Percentage of HIP State Plan members who visit the ER and subsequently return to the ER within 30 days of discharge.





			Description


			Indicate the percentage of HIP State Plan members who that were seen subsequently in the ER within 30 days of a prior discharge.





			Formula


			Numerator = [Item 1] + [Item 2]


Denominator = Item 3














			General Report Description





			QR-GSU4     HIP State Plan Inpatient Utilization General Hospital/ Acute Care Discharges 





			Purpose


			To summarize utilization of acute inpatient services for HIP State Plan members. 





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.    The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period.





			QR-GSU4 Data Elements





			Item 11  


			Maternity Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for HIP State Plan members in the following age categories:


· 19 years and older 


To identify maternity discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a number.





			Item 12


			Surgery Discharges per 1,000 member months





			Description


			Indicate the number of surgery discharges per 1,000 member months for HIP State Plan members in the following age categories:


· 19 years and older 


To identify surgery discharges use Calculations s as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges.  


Enter a number.












			Item 13  


			Medicine Discharges per 1,000 member months





			Description 


			Indicate the number of medicine discharges per 1,000 member months for HIP State Plan members in the following age categories:


· 19 years and older 


To identify medicine discharges use Calculations as specified by the latest HEDIS Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” to identify the inpatient discharges. 


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a number.





			Item 14


			Total Discharges per 1,000 member months





			Description


			Indicate the total number of acute inpatient service discharges per 1,000 member months for HIP State Plan  members in the following age categories:


· 19 years and older


To identify inpatient discharges use Codes to Identify Total Inpatient Discharges as specified by the latest HEDIS 2014 Technical Specifications for the measure “Inpatient Utilization – General Hospital/ Acute Care.” 


Member months should include all HIP Plus members in the same age cohort as the numerator.


Enter a number.


















			
General Report Description





			QR-GSU5     HIP Plus Inpatient Utilization General Hospital/ Acute Care ALOS





			Purpose


			To summarize the average length of stay for acute care, general hospital stays for HIP State Plan members.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


Each of the items in this report should use the same discharges as the corresponding items in report QR-GSU4. 





			QR-GSU5 Data Elements





			Item 15  


			Average Length of Stay for Medicine Discharges





			Description 


			Indicate the average length of stay for identified medicine discharges for those HIP State Plan members in the following age categories:


· 19 years and older


Numerator: Totals HIP State Plan inpatient days for all medicine discharges (as defined in the instructions for QR-GSU4)


Denominator: Total HIP State Plan medicine discharges (same number as the numerator in Item 1 of QR-GSU4).


Enter a whole number.












			Item 16


			Average Length of Stay for Surgery Discharges





			Description 


			Indicate the average length of stay for identified surgery discharges for those HIP State Plan members in the following age categories:


· 19 years and older 


Numerator: Totals HIP State Plan  inpatient days for all surgery discharges (as defined in the instructions for QR-GSU4)


Denominator: Total HIP State Plan surgery discharges (same number as the numerator in Item 2 of QR-GSU4).


Enter a whole number.





			Item 17


			Average Length of Stay for Total Inpatient Discharges





			Description


			Indicate the average length of stay for all acute inpatient discharges for those HIP State Plan members in the following age categories:


· 19 years and older 


Numerator: Totals HIP State Plan inpatient days for all inpatient discharges (as defined in the instructions for QR-GSU4)


Denominator: Total HIP State Plan inpatient discharges (same number as the numerator in Item 3 of QR-GSU4).


Enter a whole number.





			
General Report Description





			QR-GSU6     HIP State Plan Inpatient Readmission Rate





			Purpose


			To summarize the rate at which HIP State Plan members are readmitted post discharge, these do not include behavioral health readmissions.





			Format


			Excel template





			Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


This report measures the percentage of HIP State Plan members who are discharged from an inpatient facility and subsequently readmitted within 30 days. The HIP State Plan member must have been continuously enrolled for at least 30 days. The anchor event is the readmission. The original discharge does not need to be in the same experience period as the readmission.


The readmission must be for a principal diagnosis that was present on the original discharge. A second admission for a completely unrelated condition is not considered a readmission. The readmission does not need to be at the same facility (or same type of facility) as the original discharge.





			QR-GSU6 All Data Elements





			Item 18  


			Total HIP State Plan Inpatient Discharges in Period





			Description 


			Report the total number of HIP State Plan inpatient discharges in the experience period. Note that this is a proxy figure for the readmission definition described in the Definitions above. A readmission may actually be related to an inpatient discharge that occurred in the prior experience period.


Report a whole number.





			Item 19


			Readmissions Within 30 Days of Discharge





			Description 


			Report the number of HIP State Plan readmissions in the experience period, using the definitions above.


Report a whole number.





			Item 20


			Percentage of HIP State Plan members who are discharged from an inpatient facility and subsequently readmitted within 30 days





			Description 


			Numerator: Item 2


Denominator: Item 1


Enter a percent.











			General Report Description





			QR-GSU7    HIP State Plan Type of Emergency Room Utilization





			Purpose


			To summarize utilization of emergency room services by HIP State Plan members.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 





Information is to be reported for HIP State Plan by two age cohorts:


·  19 years


· Age 20 years and older





The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU7 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).





			Item 3 


			Member Months by Age Cohort





			Description 


			Report the total member months in the reporting period for each age cohort.





			Item 4


			Number of ER Visits Adjudicated for the Experience Period





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent or non-emergent status for making the appropriate payment to the hospital.





			Item 5  


			Number of ER Visits Adjudicated that the MCE Deemed Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of emergent status for making the appropriate payment to the hospital.





			Item 6  


			Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent





			Description 


			Report the total number of paid claims for which the MCE made a determination of non-emergent status for making the appropriate payment to the hospital.





			Item 7  


			ER Adjudicated Claims Per 1,000 Members





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated for the Experience Period) divided by


(Total Member Months for Age Cohort in the Reporting Period) * 1,000





			Item 8  


			Percent of Adjudicated ER Claims Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)





			Item 9  


			Percent of Adjudicated ER Claims Non-Emergent





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


(Number of ER Visits Adjudicated that the MCE Deemed Non-Emergent) divided by


(Number of ER Visits Adjudicated for the Experience Period)





			Item 10


			


Check that Column 8+9 equals 100%








			Description


			Verify that columns 8 and 9 add up to 100%.














			General Report Description





			QR-GSU8    Frequency of Emergency Room Utilization by HIP State Plan members





			Purpose


			To summarize utilization of emergency room services by HIP State Plan  members and to identify opportunities for participation in case or care management.





			Format


			Excel template





			Qualifications/ Definitions


			This is quarterly report.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period following the close of the reporting period. 


Information is to be reported for all ages, 19-64.


The top row of each quarter adds up information for all age cohorts combined.  These fields are automatically calculated.





			QR-GSU8 Data Elements





			Item 1  


			Updated data from a Previous Submission





			Description 


			Mark an X on any row for which the data reported for a previous quarter has been updated on this submission of the report.





			Item 2  


			Experience Period





			Description 


			Enter the experience period corresponding to this reporting period (e.g. 2012Q4).





			Item 3  


			Total Unique HIP State Plan Members Enrolled with 180 Days of Continuous Enrollment





			Description 


			Report the total unique number of HIP State Plan members within each age cohort that had at least 180 days of continuous enrollment using the ending anchor date as the last day of the reporting period.


For example, if the last day of the reporting period is March 31, 2013, then only count members who have had continuous enrollment for at least the period October 1, 2012 through March 31, 2013.





			Item 4 


			HIP State Plan Members with Zero or One ER Visit in the 180 Day Period





			Description 


			Report the total number of unique HIP State Plan members identified in Item #2 that had zero or one hospital ER visits in the 180 day period up to the end of the reporting period.  For example, if the last day of the reporting period is March 31, 2013, then count any ER visits that occurred between October 1, 2012 and March 31, 2013.





			Item 5  


			HIP State Plan Members with Two ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP State Plan members identified in Item #2 that had two hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 6  


			HIP State Plan Members with Three to Nine ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP State Plan members identified in Item #2 that had three to nine hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 7  


			HIP State Plan Members with 10 or More ER Visits in the 180 Day Period





			Description 


			Report the total number of unique HIP State Plan members identified in Item #2 that had ten or more hospital ER visits in the 180 day period up to the end of the reporting period.  





			Item 8  


			Percent of HIP State Plan Members with Zero or One ER Visit





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP State Plan  members with Zero or One ER Visit in 180 Day Period divided by


Total Unique HIP State Plan Members Enrolled that had 180 Days Continuous Enrollment





			Item 9  


			Percent of HIP State Plan Members with Two ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP State Plan  members with Two ER Visits in 180 Day Period divided by


Total Unique HIP State Plan Members Enrolled that had 180 Days Continuous Enrollment





			Item 10  


			Percent of HIP State Plan Members with Three to Nine ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP State Plan  members with Three to Nine ER Visits in 180 Day Period divided by 


Total Unique HIP State Plan Members Enrolled that had 180 Days Continuous Enrollment





			Item 11  


			Percent of HIP State Plan Members with Ten or More ER Visits





			Description 


			This is a calculated field that uses the data reported in previous items.  The formula is: 


HIP State Plan  members with Ten or More ER Visits in 180 Day Period divided by


Total Unique HIP State Plan Members Enrolled that had 180 Days Continuous Enrollment





			Item 12


			Check that Columns 8-11 equal 100%





			Description


			Auto calculations to assure all members are accounted for in the experience period.
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Section IV. E. Behavioral Health Reports.docx

HIP 2.0 MCE Reporting Manual


Section IV - E:  Behavioral Health Reports


DRAFT


			General Report Description





			QR-BH1    Behavioral Health Medical Expenses 





			Purpose


			To monitor the health care costs for behavioral health services.





			Format


			Excel template





			Qualifications/ Definitions


			This is a quarterly and rolling 12-month report based on claims data and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.  The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period from the close of the reporting period. 


Behavioral health (BH) services include mental health, alcohol and other drug services.  Behavioral health services are identified based on claims data using diagnosis codes. Use the latest HEDIS diagnosis codes specified by the measures Mental Health Utilization and Identification of Alcohol and Other Drug Services.








			QR-BH1 Data Elements





			Item 1 


			Total of ALL behavioral health service costs (pharmacy and all other costs) per 1,000 Member Months





			Description


			Identify all behavioral health medical costs (pharmacy and all other costs) per 1,000 member months per quarter for the 12-month rolling report period,  Pharmacy costs include all behavioral pharmacy costs for members with a behavioral health diagnosis.  


Enter a dollar value.


Item 1 should be the sum of Items 2, 3, and 4.





			Formula


			· Numerator = Paid claims costs, for behavioral health pharmacy and non-pharmacy claims 


· Denominator  = Total member months for the applicable reporting timeframe / 1,000





			Item 2  


			Cost of Pharmacy-only Behavioral Health Services per 1,000 Member Months





			Description


			Identify only behavioral health pharmacy costs per 1,000 member months per quarter for the 12-month rolling report. Pharmacy costs include all behavioral pharmacy costs for members with a behavioral health diagnoses.  


Enter a dollar value.





			Formula


			· Numerator = Paid claims costs, for behavioral health pharmacy claims


· Denominator = Total member months for the applicable reporting timeframe / 1,000





			Item 3  


			Cost of Behavioral Health Services (non-pharmacy) provided by Behavioral Health Providers per 1,000 Member Months





			Description


			Identify the behavioral health medical only (non-pharmacy) costs provided by behavioral health providers per 1,000 member months.  To identify costs for behavioral health services (non-pharmacy), use all paid claims, regardless of diagnosis codes.  Behavioral health provider types and taxonomies should indicate the appropriate providers.


Enter a dollar value.





			Formula


			· Numerator = Paid claims costs, for behavioral health medical-only costs (non-pharmacy) 


· Denominator = Total member months for the applicable reporting timeframe / 1,000












			
Item 4


			Cost of Behavioral Health Services (non-pharmacy) provided by Non-behavioral Health Providers per 1,000 Member Months





			Description


			Identify the total amount of behavioral health medical- only (non-pharmacy) costs per 1,000 member months provided by non-behavioral health providers. 


To identify costs for behavioral health services (non-pharmacy) performed by non-behavioral health providers, use all paid claims for behavioral health services provided by NON-behavioral health providers.  


Enter a dollar value.





			Formula


			· Numerator = Paid claims costs, for behavioral health (non-pharmacy) medical claims provided by non-behavioral health provider types


· Denominator = Total member months for the applicable reporting timeframe / 1,000





			Item 5


			Cost per Member Receiving Services





			Description


			Indicate the total cost for behavioral health services for members who accessed any behavioral health services during the period (quarter or rolling 12 months).  





			Formula


			· Numerator = Total behavioral health costs (pharmacy and all other costs) incurred during the period


· Denominator = Total unduplicated number of members accessing services during the period















			General Report Description





			QR-BH2    Follow-Up After Hospitalization for Mental Illness 





			Purpose


			To assess the continuity of care in relation to the follow-up care received after behavioral health inpatient treatment. 





			Format


			Excel template





			Qualifications/ Definitions


			To report this measure, follow the HEDIS 2014 Technical Specifications for the measure “Follow-up After Hospitalization for Mental Illness (FUH).”  Use the definitions specified in this measure to calculate this rate.


This is a rolling 12 month report based on claims data and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period from the close of the experience period. 





			QR-BH2 Data Elements





			Item 1  


			Number of Members Discharged from a BH Hospitalization





			Description 


			Enter the total number of members who had a BH hospitalization discharge during the experience period.


Enter a whole number.





			Item 2


			Number of Members Readmitted within 30 Days of Discharge from a BH Hospitalization





			Description 


			Enter the total number of members who had a BH hospitalization discharge during the experience period that was a readmission from a prior hospitalization within the previous 30 days.


Enter a whole number.





			Item 3


			Number of Follow-Ups Within 30 Days of Discharge





			Description 


			Identify the number of discharges for members 6 years of age and older who were hospitalized for treatment of selected mental health disorders and who had an outpatient visit, an intensive outpatient encounter or partial hospitalization with a mental health practitioner within 30 days of discharge.  Do not include readmission to another inpatient care setting.


Enter a whole number.





			Item 4


			Percentage of BH discharges that had a 30-day follow-up (Auto-calculated).





			Item 5


			Number of members readmitted within 30 days who had a follow-up within 30 days of initial discharge





			Description


			This measure identifies the number of members who received a follow-up appointment within 30 days of initial discharge and who were also subsequently readmitted to inpatient care within 30 days of initial discharge.





			Formula


			Total number of unduplicated members who had a follow-up appointment within 30 days of initial discharge AND who had an inpatient readmission within 30 days of the same initial discharge





			Item 6


			Percent of Members Readmitted within 30 Days who had a Follow-Up within 30 Days of Initial Discharge (Auto-calculated)





			Item 7


			Number of Follow-Ups Within 7 Days of Discharge





			Description 


			Identify the number of discharged memebrs 19 years of age and older who were hospitalized for treatment for selected mental health disorders and who had an outpatient visit, an intensive outpatient encounter or partial hospitalization with a mental health practitioner within 7 days of discharge. Do not include readmission to another inpatient care facility.


Enter a whole number.





			Item 8


			Percent of Follow-Ups within 7 Days of Discharge (Auto-calculated)





			Item 9


			Number of Members Readmitted within 30 Days who had a Follow-Up within 7 Days of Initial Discharge





			Description


			This measure identifies the number of members who received a follow-up appointment within 7 days of initial discharge and who were subsequently readmitted to inpatient care within 30 days of initial discharge.





			Formula


			Total number of unduplicated members who had a follow-up appointment within 7 days of initial discharge AND who had an inpatient readmission within 30 days of the same initial discharge





			Item 10


			Percent of Members Readmitted within 30 Days who had a Follow-Up within 7 Days of Initial Discharge (Auto-calculated)





			Item 11


			Bridge appointment following initial discharge





			Description


			Identify the number of discharges for members 19 years of age and older who were hospitalized for treatment of selected mental health disorders and who had a bridge appointment with a mental health practitioner following that discharge. 


Enter a whole number.





			Item 12


			Percent of Members with Bridge Appointments Following Discharge (Auto-calculated)





			Item 13


			Number of members readmitted within 30 days who had a bridge appointment following initial discharge





			Description


			This measure identifies the number of members who had a bridge appointment following initial discharge and who were also subsequently readmitted to inpatient care within 30 days of initial discharge.





			Formula


			Total number of unduplicated members who had a bridge appointment following initial discharge AND who had an inpatient readmission within 30 days of the same initial discharge





			Item 14


			Percent of members readmitted within 30 days who had a bridge appointment following initial discharge (Auto-calculated)





			Item 15


			Total readmission rate (Auto-calculated)







































			

General Report Description





			QR-BH3    Atypical Antipsychotic Use and Metabolic Change Monitoring – Healthy Indiana


                    Plan





			Purpose


			To assess the successful implementation of recommendations for metabolic monitoring of members receiving atypical antipsychotic agents.





			Format


			Excel template





			
Qualifications/ Definitions


			This is a rolling 12 month report and is to be submitted quarterly. A rolling 12-month period should be calculated using the last day of the reporting quarter as the “anchor date” then counting back 12 months.   The MCE must submit the report to OMPP on the last day of the month following a 90-day claims lag period from the close of the reporting period. 


FDA, ADA, and APA recommendations for atypical antipsychotic metabolic monitoring are testing of FPG levels (at baseline, 12 weeks, then annually) and a fasting lipid profile (at baseline, 12 weeks, then every 5 years if normal). HbA1c is considered an acceptable surrogate for FPG for the purposes of this report.


Include:


1. Only members with a new atypical antipsychotic medication within the reporting period:  members with new atypical antipsychotic medication are members with a filled and dispensed atypical antipsychotic medication prescription that have not had a filled and dispensed antipsychotic medication within the previous 120 days immedicately preceeding the date the atypical antipsychotic perscription was dispensed.


1. Only those members who have had a second fill of the prescription.





Exclude:


1. Any member identified as having Type 1 or Type II diabetes


1. Any member who has not filled a prescription two times.








			QR-BH3 Data Elements





			Item 1


			Number of members dispensed an atypical antipsychotic medication, age 19





			Description


			Indicate the number of members age 19 that have been dispensed an atypical antipsychotic medication within the reporting timeframe. To identify the appropriate medication listing, see the table below. This may not be an all-inclusive list as new drugs are regularly added. 








			Item 2


			Number of members dispensed an atypical antipsychotic medication, ages 20 and over





			Description


			Indicate the number of members ages 20 and over that have been dispensed an atypical antipsychotic medication within the reporting timeframe. To identify the appropriate medication listing, see the table below. This may not be an all-inclusive list as new drugs are regularly added. 


Enter a whole number.





			Drug Listing


			


			Brand Name


			Generic Name





			Abilify


			Aripiprazole





			Clozaril / Fazaclo


			Clozapine





			Fanapt


			Iloperidone





			Geodon


			Ziprasidone





			Invega / Invega Sustenna


			Paliperidone





			Latuda


			Lurasidone





			Risperdal / Risperdal Consta


			Risperidone





			Saphris


			Asenapine





			Seroquel


			Quetiapine





			Symbyax


			Olanzepine plus fluoxetine





			Zyprexa


			Olanzepine





















			Item 3


			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, age 19





			Description


			Indicate the percent of members age 19 who have been dispensed an atypical antipsychotic medication who has also received a blood glucose test or Hemoglobin A1-C test during the reporting timeframe. Limit the population per the Qualifications/Definitions listed above. The blood glucose test must have been administered subsequent to the second dispensing of the medication. 



To report this measure, use any of the following codes to identify HbA1c Tests:


			CPT


			CPT Category II


			LOINC





			83036, 83037


			3044F, 3045F, 3046F, 3047F


			4548-4, 4549-2, 17856-6











To identify glucose tests:


· 82947: Glucose, quantitative, blood (except reagent strip)


· 82948: Glucose, quantitative, blood, reagent strip


· 82950: Glucose, post glucose does (includes glucose)


· 82951: Glucose, tolerance test (GTT), three specimens (includes glucose)


· 82952: Glucose, tolerance test, each additional beyond three specimens


82962: Glucose, blood by glucose home test








			Item 4


			Percent of members dispensed atypical antipsychotic medication who had a blood glucose test, ages 20 and over





			Description


			Indicate the percent of members ages 20 and over who have been dispensed an atypical antipsychotic medication who has also received a blood glucose test or Hemoglobin A1-C test during the reporting timeframe. Limit the population per the Qualifications/Definitions listed above. The blood glucose test must have been administered subsequent to the second dispensing of the medication. Use the same codes for hemoglobin and glucose tests listed in Item 3.


















			

General Report Description





			AN-BH1    Behavioral Health – Facilities with Inpatient Beds – 





			Purpose


			To monitor available access to behavioral health inpatient facility beds to ensure the full spectrum of care is available.





			Format


			Excel template





			
Qualifications/ Definitions


			This is an annual report. The MCE must submit this report by January 31st.


At OMPP’s discretion, this report may be requested on an ad hoc basis.





			AN-BH1 Data Elements





			
Item 1


			All Data Elements





			Description


			Report the facilities with inpatient behavioral health beds with which the MCE has a contract for services to serve their HIP members.    The list should reflect the most up-to-date set of contracts in place.
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SECTION 1:  EXECUTIVE SUMMARY 


Seven months after the Indiana General Assembly passed bipartisan legislation to create the 


program, the Healthy Indiana Plan (HIP) began to enroll working-age, uninsured adults on 


January 1, 2008. HIP is the nation’s first high-deductible health plan with health savings 


accounts (HSA) model for Medicaid recipients. The State and HIP beneficiaries jointly make 


monthly contributions to a Personal Wellness and Responsibility (POWER) account, which 


funds an eleven hundred dollar deductible (the amounts of member contributions vary by income 


level). 


 


The HIP program targets uninsured adults between ages 19 and 64 that have income under 200 


percent of the federal poverty level (FPL). They must also have been uninsured and not have 


access to employer-sponsored health coverage during the six months before they apply for the 


program to discourage crowd-out of private insurance. The HIP program is not intended to cover 


all of the eligible population, but per the legislation only the number of individuals that revenue 


sources (cigarette taxes and DSH payments) can support.  


 


Most HIP members are required to make a monthly contribution to their HSA-styled Personal 


Wellness and Responsibility (POWER) account (between two to five percent of their family 


income). The monthly contributions and POWER accounts are designed to encourage HIP 


members to take responsibility for their health care. Covered services are initially paid by the 


POWER account funds. To encourage the use of preventive health care, the first $500 in 


preventive care services are not charged against the POWER account.
1
   


 


As of December 31, 2012, and after 60 months (5 years) of program operations: 


 


 The State had received 411,568 HIP applications; of those, 75,172 (18 percent) were 


submitted in 2012. 


 105,197 unique individuals had ever been enrolled in HIP. 


 In 2012, 68.9% of those enrolled in HIP were caretaker adults, and 31.1% were non-


caretaker adults. The HIP population mix of caretakers and non-caretakers has 


shifted since 2009 when the non-caretaker cap was imposed (at the end of 2009, 


47.8% of those enrolled in HIP were caretakers and 52.2% were non-caretakers). 


 


A number of indicators suggest that HIP is valued by its members, and that the program’s design 


effectively promotes conscious consumption of healthcare services. In 2012, 94 percent of 


individuals that were determined eligible for HIP made their first required monthly contribution 


                                                 
1
 During the first year of the demonstration, the health plans did not charge any preventive service use against 


the POWER accounts. Starting in mid-2009, Anthem imposed the $500 limit on preventive care and services above 


that limit were charged to the member’s POWER account. MDwise and MHS continued to offer unlimited 


preventive services through 2012. 







2 


 


to their POWER accounts and became full members, and 93 percent made subsequent 


contributions to remain enrolled. This indicates that contributions are affordable for members. 


The majority of HIP beneficiaries indicate willingness and ability to contribute to the cost of 


their health care coverage, and that they value having it. Analysis of the 2013 Mathematica 


Policy Research HIP member survey indicates that the majority of HIP beneficiaries believe that 


the amount of their monthly POWER account contributions is the right amount or in fact, too 


low, and that they would be willing to pay more to remain enrolled in the program. The required 


POWER account contributions do not appear to impose financial burden on beneficiaries, either. 


Only 14 percent of former HIP members reported that cost-sharing was their reason for leaving 


the program—they were much more likely to report other reasons, such as gaining other 


insurance coverage, an increase in income, or not returning enrollment paperwork. Most HIP 


members (83 percent) prefer making up-front monthly payments with the opportunity to have 


unspent funds returned instead of making a payment each time they visited a health professional, 


pharmacy, or hospital. The survey also found that 96 percent of HIP members were either 


somewhat or very satisfied with their overall experience with the program. 


 


HIP uses incentives to promote appropriate healthcare utilization, and in 2012, 60 percent of 


members received at least one recommended preventive service for their age and gender. To 


discourage inappropriate ER usage, the program charges co-payments for non-emergent visits. In 


2012, only 31 percent of HIP members visited the ER, compared to 38 percent of adult Hoosier 


Healthwise members (traditional managed care Medicaid). Additionally, 5 percent of members 


reported deciding to seek care at an urgent care center or their regular doctor instead of the 


emergency room because of the co-payment. 


 


HIP continues to meet budget neutrality requirements and state costs do not exceed the funding 


available for the program. These fiscal results are partially due to the cost containment measures 


taken in earlier years, but also reflect the state’s closure of the program to non-caretakers who 


tend to be older and have more chronic conditions compared to caretakers. This closure was 


implemented in March 2009. 


 


The HIP program has experienced a variety of successes to date, discussed in detail throughout 


the rest of the report. These successes lend strong evidence to the effectiveness of using a 


consumer-driven health plan model to insure a low-income population. Evaluation results 


demonstrated that this model can effectively promote appropriate healthcare utilization while 


staying well within budget neutrality limits and protecting some of the most vulnerable citizens 


from unmanageable medical costs. 
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SECTION 2:  INTRODUCTION 


HIP was designed to provide health insurance coverage to low-income Hoosiers who do not have 


access to health insurance and are not eligible for Medicaid. On December 14, 2007, HIP was 


approved as the Indiana Section 1115 Medicaid Demonstration Project (11-W-00237/5) for a 


five-year period – January 1, 2008, through December 31, 2012 – in accordance with section 


1115(a) of the Social Security Act., Indiana has been granted two waiver extensions and the 


demonstration is currently set to end on December 31, 2013. This demonstration provides health 


insurance coverage to working-age adults who are not eligible for Medicaid and who have a 


household income below 200 percent of the federal poverty level (FPL). 


This demonstration is the first of its kind in the United States and uniquely empowers members 


to be cost- and value-conscious health care consumers. It also has a uniquely strong emphasis on 


personal responsibility and consumer value-based purchasing. HIP members:  


 


 Make monthly contributions to their Personal Wellness and Responsibility 


(POWER) accounts ranging from two to five percent of gross family income
2
  


 Manage their POWER accounts through debit cards and monthly statements 


 Incur penalties when they do not submit their monthly contribution within 60 days or 


do not submit information needed for the redetermination process in a timely 


manner, which includes disenrollment from the program and remaining ineligible for 


12 months  


 Have financial incentives to obtain yearly preventive services (as specified by the 


State and based on age and gender)  


 Lower their monthly contributions when unused POWER account funds are rolled 


over from one year to the next; and maximize the size of the rollover if they receive 


the preventive services specified by the program. 


 Do not have to make co-payments for services, except for non-emergent emergency 


room (ER) visits.
3
   


 


All Section 1115 Medicaid research and demonstration waivers are required to be budget 


neutral—the demonstration may not cost more to the federal government than it would have cost 


had it not been implemented. The estimated total computable budget neutrality limit for the five 


years of the demonstration is $10,451,800,822. Over the past five years of the demonstration, the 


HIP program has cost just over $1 billion (just under $465 million for caretakers and about $539 


million for non-caretakers). When this figure is added to the five years of expenditures for the 


                                                 
2
 Monthly contributions are not required if a member does not have any income or if the family is already 


spending 5 percent of its income on premiums and cost-sharing requirements for family members covered by 


Medicaid of the State Children’s Health Insurance Program. 


3
 ER co-payments are refunded to caretaker adults if the ER visit results in a hospital admission or is 


determined to be emergent.  Non-caretaker adults do not receive refunds under these circumstances. 
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XIX Mandatory Populations ($8.4 billion), the cumulative waiver margin is $1.1 billion
4
. The 


Special Terms and Conditions (STCs) that govern the demonstration allow Indiana to use a 


portion of its Disproportionate Share Hospital (DSH) funds and managed care savings in the 


program’s budget neutrality calculations. The HIP is also funded by a portion of a cigarette tax 


which was implemented July 1, 2007.
5 


This report evaluates the fifth year of operations, calendar 


year 2012. An overall summary of the year is provided, followed by an evaluation of the goals of 


the program as listed in the original 1115 waiver. The State of Indiana respectfully submits its 


Fifth Annual Healthy Indiana Plan Section 1115 Demonstration report to Centers for Medicare & 


Medicaid Services (CMS). 


  


                                                 
4
Source: Milliman Budget Neutrality Waiver Renewal Report to the Family and Social Services 


Administration, July 2013. 


5
 At that time, the cigarette tax rose 81 percent, from $0.550 to $0.995 per pack. 
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SECTION 3:  ACCOMPLISHMENTS 


In 2012 the HIP program had accomplishments in all areas. 


Enrollment and Program Take-Up Rates/Impact on Uninsurance 


 


 By December 2012 - the close of the fifth demonstration year - the HIP program had 


served a total of 105,197 Hoosiers. On average, 40,721 Hoosiers were enrolled in 


HIP each month between January 2008 and December 2012. Total enrollment 


peaked in September 2009 at 50,339 members. 


 The uninsured rate for Hoosiers with incomes under 50 percent of FPL has 


decreased from about 47 percent in 2005-2007 (prior to HIP implementation) and 


held steady at approximately 43 percent between 2008 and 2012. Uninsured rates for 


other income groups HIP covers above 50 percent of FPL (up to 200 percent of FPL) 


have increased since before HIP was implemented. The increase in the uninsurance 


rate among other income groups is likely due to external factors such as the national 


economic recession and high unemployment rates during the HIP implementation 


period. It likely would have been higher without HIP. 


 


Fiscal Conditions 


 


 As in previous years, the State took steps in 2012 to ensure that HIP meets federal 


budget neutrality and legislative requirements dictating that funding would be 


adequate to support enrollment. One step included keeping the program closed to 


new non-caretakers (also known as childless adults) throughout 2012.  


 By the end of 2012, the HIP program had cost approximately $1 billion over the 


course of its five years, staying below the five-year waiver margin. 


Operational Accomplishments 


 


Operationally, the HIP program was in a steady state and no notable operational changes were 


implemented due to the uncertainty associated with HIP’s future.  


 


POWER Accounts 


 


 In 2012, most HIP members (77 percent) were required to contribute to their 


POWER accounts. Of those who received a full subsidy, 95 percent had incomes 


under 100 percent of the FPL.  


 Through the end of 2012, about 35 percent of member POWER accounts contained 


funds after 18 months of member enrollment. Sixty-five percent of these accounts 


received partial rollovers (member-contributed funds only), and 35 percent received 


full rollovers (member and State-contributed funds). 
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Evaluation/Program Design Accomplishments 


HIP has demonstrated successes in using the model of a consumer-driven health plan for a 


low-income population. In addition, HIP has effectively promoted preventive care utilization 


and discouraged inappropriate emergency room use. 


 The majority of HIP members report that they prefer to make a fixed monthly 


payment to the POWER account with the opportunity to receive unspent funds back 


over making copayments each time they seek medical care. In Mathematica’s 2013 


survey of HIP enrollees, 83 percent of survey respondents said they preferred to pay 


up front each month over paying each time they visited a health professional, 


pharmacy, or hospital. This finding lends support to the HIP contribution approach 


(funding POWER accounts based on income) as opposed to co-payments. 


 Most HIP members feel that their POWER account contributions were reasonable. 


According to Mathematica’s 2013 survey, among those who made a monthly 


contribution to their HIP POWER accounts, approximately three quarters of current 


HIP members felt that their monthly contributions were “the right amount,” and 


nearly 85 percent believed the amount was either right or below the right amount. 


Overwhelmingly, members reported that they would be willing to pay more to 


remain in HIP. In 2012, 94 percent of members made the first required contribution 


to the POWER account and 93 percent made subsequent contributions. 


 HIP is effective at promoting the receipt of preventive care. In 2012, 69 percent of 


female HIP beneficiaries and 39 percent of male HIP beneficiaries (60 percent of the 


overall HIP population) received at least one age-appropriate recommended 


preventive service, according to a claims analysis. Members who were required to 


contribute to their POWER accounts used preventive care at higher rates than non-


contributors, perhaps because of the incentive to receive a full rollover and reduce 


required contributions in the next year if services were obtained.  


 HIP is effective at reducing inappropriate emergency room usage among 


beneficiaries. Only 31 percent of HIP enrollees visited the ER in 2012, as opposed to 


38 percent of adult Hoosier Healthwise (managed care Medicaid) enrollees. In the 


2013 Mathematica survey, 5 percent of HIP beneficiaries decided to go to an urgent 


care center or their regular doctor to seek care because of the co-pay required for 


non-emergency use of the emergency room. 
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SECTION 4:  POLICY AND ADMINISTRATIVE DIFFICULTIES AND SOLUTIONS 


The effect of Affordable Care Act on HIP continued to be a significant policy and operational 


challenge in 2012. Since the passage of the ACA, Indiana has repeatedly sought guidance 


regarding the future of HIP.  In September 2012, the State received notice of a one-year 


extension of the waiver, which served as a short-term reprieve but maintained the long-term 


uncertainty about the program’s existence. The uncertainty has impacted enrollment and all 


operational improvement and maintenance projects have continued to be on hold. 


 


The original 1115 demonstration waiver authorizing HIP was approved for five years, with an 


expiration date of December 31, 2012. The Indiana Family and Social Services Administration 


submitted an 1115 waiver renewal request on December 28, 2011 and requested the renewal for 


the maximum three-year allowable time. In September 2012, Indiana was granted a one-year 


extension of the program. A new waiver application was submitted in early 2013, and in 


September, Indiana was granted permission to extend the HIP program for an additional year 


(through December 2014). The Special Terms and Conditions mandated a decrease in the income 


level at which Hoosiers are eligible for HIP, due to federal subsidies that will be available for 


those over 100 percent of the FPL to purchase coverage on the federal Marketplace. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


  







8 


 


SECTION 5:  PROJECT STATUS   


5.1 OUTREACH AND PLAN ACTIVITIES 


 
A. OUTREACH  


 


The three Managed Care Entities (MCEs) that contract with the state (Anthem, MDwise, and 


MHS) continue to conduct outreach and marketing activities for the HIP program. All three 


MCEs have active marketing programs, and regularly organize and participate in community 


events to raise awareness of the HIP. 


 


Anthem  


 


In 2012, Anthem’s outreach staff participated in over 375 events to provide information on HIP 


and HHW (Hoosier Healthwise, Indiana’s Medicaid risk-based managed care program for 


pregnant women, very low-income parents, and children). Outreach activities seek to promote 


the HIP program by educating members on HIP benefits and the POWER account, and by 


promoting cost-conscious health care decision-making and preventive care among members. 


Further, Anthem utilizes HHW outreach events as an opportunity to promote HIP. During 


Anthem’s 34 Clinic Days, held throughout the state to promote preventive health services for 


children enrolled in HHW, applications for HIP were distributed to caregivers. 


 


Anthem utilizes partnerships with faith-based organizations, minority health organizations, 


government agencies, Work Force One, Covering Kids and Families participants, public 


libraries, retail stores, pharmacies, and community health organizations to reach its target 


populations. Outreach specialists have traveled to food pantries to educate members about HIP 


transportation benefits and emergency room (ER) usage; participated in Men’s Health Week at 


Federally Qualified Health Centers (FQHC) to raise awareness of preventable health issues and 


encourage early detection and treatment for diabetes, HIV, and other conditions; and presented at 


college health fairs. Outreach Specialists have built relationships with local Family and Social 


Services Administration’s Division of Family Resources throughout the state, allowing them to 


present during monthly IMPACT classes (job training and education for TANF and SNAP 


recipients) During these presentations, Outreach Specialists provide an overview of the HIP 


program, including the application process, POWER account requirements, and the availability 


of transportation. Anthem also works with medical providers to offer individualized member 


outreach. Providers can refer members who miss appointments or who might benefit from health 


education classes, connection to community resources, or an explanation of member benefits. 


 


Anthem staff has made efforts to specifically reach out to Allen County’s Burmese community. 


Recognizing the cultural and language barriers faced by this population, Anthem developed 


alternate processes for access to customer services and provided specialized assistance in 


accessing preventive health services and education. Anthem has collaborated with the other 


MCEs to conduct open houses for members from Burma/Myanmar. These open houses offered 
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education on how to schedule doctor’s appointments, secure transportation, manage their health 


care, and understand their HIP plan benefits. 


 


Each new HIP member who enrolls in Anthem receives a welcome call from a Health Needs 


Specialist to inform them about plan benefits, including access to preventive care, coverage for 


doctor’s visits and hospitalizations, and the POWER account. During the call, the member is 


given the opportunity to select a primary medical provider (PMP) and to complete a health risk 


assessment. HIP members also receive customized MyHealth Notes, which remind members to 


get regular preventive care, encourage the correct use of prescription drugs, and promote overall 


wellness. 


 


MDwise 


 


During 2012, MDWise staff conducted outreach at over 100 school events (including after-


school programs, parent-teacher conferences, and school registration days); held 197 “Q&A” 


chats with individuals seeking services at local Department of Family Resources (DFR) offices, 


health departments, FQHCs, and other agencies; provided education on HIP at 29 IMPACT 


community presentations; distributed information on how to apply for HIP after pregnancy to 25 


pregnancy support groups and 15 community baby showers; partnered with community centers, 


food pantries, public libraries, and Covering Kids and Families to educate community members 


about HIP benefits; worked with School Based Health Centers to promote HIP among uninsured 


parents; offered presentations on the HIP program to seven Human Resources Departments at 


companies where insurance was not offered to employees; and conducted various education and 


health promotion efforts among members. Overall, MDwise staff distributed 200 HIP 


applications at various community events and presentations, and provided direct assistance to 


community members on the HIP online enrollment process. MDwise also distributed educational 


pieces on “How to Stay Enrolled on HHW & HIP,” and “Where to Enroll for HHW & HIP” at 


over 500 community events and presentations.  


 


MDwise publishes a member newsletter, and uses this as a platform to promote and provide 


education about HIP. It also conducts outreach to members to encourage them to see a doctor 


within the first 90 days of becoming a HIP member. Further, during 2012, MDwise promoted its 


“HIP Employer Contribution” inserts to small businesses, disseminated its “Use the Emergency 


Room Wisely” brochure to members, updated and promoted materials on its Smoke Free 


program, and disseminated materials on its INControl Disease Management program.  


 


MDwise mails letters to all new members explaining the importance of preventive care and the 


need to complete the preventive care requirements to realize a full POWER account rollover. 


MDwise also mails monthly POWER Account invoices and statements that provide a listing of 


all health care services the member has used in the past year. To assist members during their 


redetermination period, MDwise sends redetermination reminders and calls members to help 


them with the process. During the outbound call, MDwise completes a redetermination 


assessment. 
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In 2012, MDwise also conducted outreach specifically to providers by offering workshops and/or 


individual education to all HIP physicians, providing HIP providers with lists of members who 


had not yet received their required preventive care, publicizing HIP’s pay-for-performance 


opportunities, and participating in multiple provider associations and organizations. In 2010, 


MDwise piloted its Community Advisory Council program, an initiative involving open forums 


during which MDwise solicits community and member feedback. MDwise continued this 


program through 2012, and conducted five Councils in different regions of the state over the 


course of the year to understand member concerns about health and access to care. 


 


MHS 


 


MHS participated in over 150 member outreach events during 2012, including educational 


events on nutrition, physical activity, and tobacco use prevention and cessation; community 


health fairs; healthy lifestyle events at faith-based organizations; health fairs for students and 


employees at community colleges; events targeting men’s and women’s health issues; the 


Indiana Black Expo-Summer Celebration; and the Indiana State Fair. During its Madison County 


Health Center Diabetic Day/Health Check Health Day, MHS encouraged HIP and HHW 


members to see their PMP and get the required preventive care. For the event, MHS contacted 


members whose claims history indicated they were due for one or more recommended 


preventive services, and invited those members to see their PMP for a check-up and needed 


screenings.  


 


MHS has also partnered with the Indiana Minority Health Coalition in an effort to help members 


better understand their POWER accounts and HIP benefits. In addition, it has created a Member 


Ombudsman Program in partnership with Mental Health America of Indiana to provide personal 


assistance to members who have difficulty navigating HIP systems. MHS is also currently 


implementing a program to conduct outreach to HIP members before their redetermination 


period. 


 


In addition, MHS conducts online marketing. In 2012, the plan posted 65 news items that were 


approved by the state and published online to educate members and build on the information 


available in the plan’s member handbook and the benefit quick reference guide. The news items 


covered nutrition, fitness, and general benefit information. For HIP members, these news items 


included a series of posts called “Quick Tips for HIP,” which reminded members about the 


benefits of receiving preventive care, the meaning of “conditional eligibility,” and the 


importance of making timely POWER account payments. Each news item was posted on the 


MHS Web site, as well as on Facebook and Twitter.  


 


To help retain members, MHS rewards Member Services staff for accuracy and timeliness in 


interactions with members. 


 


Enhanced Services Plan (ESP)   
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The ESP Program (administered by ACS) does not have a formal marketing requirement, but it 


does have a program to promote preventive care and utilization of lower cost services. The 


program includes bi-monthly mailings and an annual newsletter that outlines all the preventive 


care benefits covered by the program, as well as the health consequences of not receiving 


preventive care.
6
 The mailings in 2012 focused on depression, situations when urgent care or 


discussions with a regular doctor are more appropriate than a trip to the ER, and the importance 


of getting a flu shot. 


 


Maximus 


 


Maximus, the State’s enrollment broker, provides general information and applications for HIP, 


but continues to focus its efforts, as contracted, on pre-enrollment member information, plan 


selections, and plan changes. 


 
B. HEALTH PLAN INCENTIVE PROGRAMS FOR MEMBER AND PROVIDERS 


 


Member Incentives 
 


Anthem 


 


In 2012, Anthem introduced a new incentive program to encourage its members to receive 


preventive services. For this program, Anthem identifies members who are approaching the end 


of their benefit period without having received the required preventive care, and offers these 


members a $50 gift card if they secure these services. Mailers were sent to qualifying members 


encouraging diabetes, breast cancer, and cervical cancer screenings. Breast cancer screening 


mailers were sent to 2,119 HIP members, 11 percent of whom returned the form to claim the gift 


card, with a 10 percent return rate for incorrect addresses. Diabetes screening mailers were sent 


to 1,840 members with 10 percent claiming the reward, and an 9 percent return rate for wrong 


addresses. Cervical cancer screening mailers were sent to 4,880 members, with 8 percent 


receiving the incentive and a 7 percent return rate for incorrect addresses. Anthem’s 2012 


HEDIS results demonstrate the percentage of members who received these preventive services 


after this campaign, as applicable to their gender and disease state. These rates are comparable to 


rates in private managed care plans. 


 
Table 5.1: Anthem’s 2012 HEDIS Results for Preventive Care Services 


 
Preventive Services 2012 HEDIS Rates 2011 HEDIS Rates 


Breast Cancer Screening 58.5% 54.7% 


Cervical Cancer Screening 70.2% 65.3% 


Diabetes HbAc1  84.5% 86.1% 


                                                 
6
 ESP members are not required to get specific preventive services to obtain a rollover, so there are no financial 


incentives for them to obtain preventive care as there are for other, non-ESP HIP members. 
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Anthem also offers incentives for members who complete a Health Risk Assessment (HRA). 


Those who complete the assessment online or over the phone receive an incentive gift card (with 


a limit of one per household). In 2012, 9.8 percent of the total HIP Anthem membership earned 


an incentive gift card as a result of completing the HRA. 


 


MDwise 


 


The MDwise REWARDS program uses incentives to encourage members to seek preventive 


care. Members earn points for completing an HRA, visiting the doctor for annual exams and 


health screenings, and registering to receive monthly statements online. Earned points can be 


redeemed for gift cards. MDwise promoted the incentive program in its main brochure, member 


handbook, on its Web site, and through postcards mailed to all members. Several of these 


promotion efforts proved successful in increasing the program’s reach. In December of 2012, a 


mailing was sent to all HIP/HHW households, after which the REWARDS Web site saw a 206 


percent increase in unique page views, and there was a 313 percent increase in HIP member gift 


card redemption. MDwise also created a business card-sized promotional card for providers to 


hand out to members. After use of the card began, MDwise REWARDS saw a 50 to 100 percent 


increase in gift card redemptions in the following months. 


 


MHS 


 


MHS has created the CENT-Account Rewards program, through which members receive 


incentives for various activities. Incentive money is loaded directly onto the member’s HIP debit 


card and can be used to purchase health supplies.. Members can receive a gift card for visiting 


their assigned PMP within the first 90 days of MHS membership. In 2012, a new incentive was 


added that pays members a gift card for completing a telephone health risk assessment within the 


first 90 days of enrollment in the plan. 


 


Provider Incentives 


 


The Indiana Office of Medical Policy and Planning (OMPP) has instituted a Pay for Performance 


program which utilizes a selection of Healthcare Effectiveness Data and Information Set 


(HEDIS) measures to track the performance of HIP and HHW providers. In 2011, (the most 


recent data available at the time of this report—data is reported with almost a two-year delay) the 


three HEDIS pay-for performance bonus measures pertaining to HIP members were: Follow-up 


after Hospitalization for Mental Illness; 30-day return rate to the ER; Comprehensive Diabetes 


Care: LDL Screening. Another pay-for-performance measure was chosen from the CAHPS 


survey (Consumer Assessment of Healthcare Providers and Systems Survey): the number of 


smokers advised to quit. There were also two “bonus” measures that pertained to HIP in 2011: 


Generic Dispensing of Medications rate and Medical Utilization Trend rate.   


 


MDwise and MHS met pay-for-outcomes bonus rates for the Follow-up after Hospitalization for 


Mental Illness HEDIS measure in 2011. Anthem did not meet pay-for outcomes bonus rates for 


any of the HEDIS measures pertaining to HIP in 2011; however, Anthem did meet the incentive 
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rate for the CAHPS measure (smokers advised to quit), whereas MDWise and MHS did not meet 


the incentive level for this CAHPS measure. All three of the MCE’s achieved the bonus rate 


results for the Generic Dispensing of Medication and the Medical Utilization Trend Rate. It is 


important to note that this data includes both Hoosier Healthwise and HIP populations and 


providers. 


 


Anthem and MDwise do not have any additional provider incentives, but MHS continued its 


Physician Summit Awards in 2012. These awards are given annually to three PMPs. Honorees 


receive an engraved crystal award and a catered lunch for their staff, and are featured on the 


MHS Web site and in provider newsletters. 


 


 
5.2 OPERATIONAL AND POLICY DEVELOPMENTS 


 
A. CONTRACTING 


No substantial changes occurred during 2012 MCE contract negotiations; these negotiations 


focused primarily on rates
7
. In the initial years of the demonstration, the management of plan risk 


had to be adjusted to account for unforeseen pent-up demand for services, as well as multiple co-


morbidities that had been previously untreated. As a result, the State amended the risk-sharing 


arrangements to include higher monthly capitation rates and a stop-loss provision for non-


caretakers (effective retroactively to January 2009), as well as new criteria for the high risk pool. 


CMS approved the amended contracts in mid-December 2009, January 2010, and May 2011. As 


of 2011, the plans began reporting declines in utilization and more predictable costs, and the stop 


loss provision ended with the conclusion of CY2011, though reconciliation with the plans for the 


prior year continued. 


 


The early high costs of care seen in HIP caused the State to identify ways to broaden access to 


the ESP, the high risk plan for HIP member with particularly costly conditions. The State 


expanded the list of qualifying conditions and modified the application process. When HIP 


applicants check one of the qualifying conditions on the application, they are now automatically 


enrolled in the ESP and remain enrolled until their eligibility is redetermined. If their claims 


history at redetermination confirms the information reported on the application, they will stay 


with the ESP; otherwise, they will be transitioned to one of the other health plans. In addition, 


the plans have six months to refer a member to the ESP. Those members found to have an ESP 


qualifying condition and scored at or above 150 points, using underwriting guidelines and a 


scoring methodology provided by the program’s actuary (Milliman) are transferred to the ESP. 


This process continued through 2012. While the health plans reported that the ESP process ran 


                                                 
7
 The current MCEs were selected through a competitive procurement conducted in 2010.  The contracts are 


for a four year base term with options to extend for an additional two years. 
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smoothly in most cases, they noted that challenges sometimes emerge when a member does not 


wish to transfer plans and when lags occur in the State’s reconciliation of plan payments.  


 


Calendar year 2012 marked the second year for the HIP and Hoosier Healthwise (HHW) 


integrated contracts. In 2012, all three of the health plans reported that the combined HIP and 


HHW contracts allowed for increased administrative ease and for improved care coordination, 


particularly for families with members enrolled in the two different programs. The plans noted 


that joint HIP/HHW call centers in particular have improved their ability to serve entire families 


more effectively. For example, while a call center worker is discussing an issue with a HIP 


member, the worker now has the ability to view the entire family’s record, and can remind the 


adult if an HHW-enrolled child in the family needs a certain visit or service. In addition, the 


existence of a single call center enables workers to help families find ways to streamline care. 


For example, during a call, a member can select a PMP that serves both HHW and HIP members, 


so that the member and the child can see the same medical provider. Improved outreach was also 


cited by the plans as a benefit. If a HIP member places a call to the call center, staff will inquire 


whether the member has a child in the household in need of coverage.  


 


The State has also realized important efficiencies from the integrated contracts, as it has been 


able to streamline HIP and HHW oversight and monitoring processes. The State has increased its 


quality review team to four full-time equivalent (FTEs) staff members, and is focused on 


aligning healthcare quality more closely with contract compliance. The integrated contracts 


allow both the State and MCEs to increase their focus on quality issues and member behaviors, 


such as smoking and weight management. Further, the integrated contracts have allowed 


discussions between the State and MCEs to focus on populations (children and families versus 


adults), whereas earlier discussions were focused on the differences between the HHW program 


and the HIP project. From the State’s perspective, communication between the State and MCEs 


has improved as a result. 


 


Calendar year 2012 also marked the second year of the HIP debit swipe cards. The health plans 


report that throughout 2012, the debit cards functioned primarily as member ID cards. The cards 


were intended to be used at the point-of-service to verify eligibility, whether the service is 


covered, and whether the provider is participating in the HIP. The card was also meant to be 


linked to members’ POWER accounts. Anthem and MDwise issue a single-swipe card that 


functions as the ID and debit card, while MHS issues separate ID and debit cards.  


 
B. MONITORING 


 


Monthly on-site meetings are scheduled between the State and each MCE. These visits follow a 


uniform protocol so the MCEs know what to expect. In 2012, all three health plans noted their 


satisfaction with their regular meetings and communications with the State to discuss quality, 


collaboration, and technical issues. In addition, special working groups were established in 2012 


to address specific issues requiring in-depth attention. Working group topics included prior 


authorization, standardization of forms, timely notice of pregnancy status, and presumptive 
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eligibility. From this work, the HIP MCE Reporting Manual was revised several times during 


2012.  


 


Some issues related to the timeliness with which encounter data were reported by the fiscal agent 


caused issues for the MCEs as they sought to account for the use of POWER account funds to 


pay for claims. However, most major issues were resolved by the end of 2012. 


 


In its 2010 External Quality Report (EQR), Burns & Associates noted discrepancies related to 


how each MCE defines “timeliness” of processing prior authorizations (QR-PA1 reports). A 


timely review and processing of submitted prior authorizations for services are necessary to 


ensure that HIP members receive needed services. B & A established that an authorization is 


considered to have been processed in a timely manner if it processed within seven days for non-


urgent pre-service requests, three business days for urgent pre-services requests, one business 


day after receiving all necessary information on concurrent requests, and 30 days for 


retrospective requests. The EQR notes that, according to this definition, MDwise processed 99.4 


percent of prior authorization requests in a timely manner, approved 97.1 percent of requests, 


and fully denied 2.6 percent. Anthem processed 99.1 percent of requests in a timely manner, 


approved 79.1 percent, and fully denied 7.0 percent
8
.    


 


The EQR made several recommendations to improve the QR-PA1 reports. First, it recommended 


that all MCEs utilize the same definition of “number of days to process.” Specifically, it noted 


that MDwise needed to update its methodology to count authorizations resolved on the same day 


as having taken zero days to process, to align with the other MCE. The EQR also recommended 


that the State update the service categories to “in-network” and “out-of-network,” to reduce 


reporting problems in this area. To ensure that 100 percent of prior authorizations are reported, 


the EQR recommended adding a category of “open,” “pending,” or “modified” authorizations. 


Other recommendations included encouraging the State to request more information if an MCE 


reports a denial rate outside the norm, changing the turn-around times by eliminating the 


“longest number of days to process” statistic, and separately reporting turnaround times for 


different types of authorizations that are subject to different time restrictions. 


 


In the spring of 2012, the new QR-PA1 reporting process was reviewed in an EQR work group 


session facilitated by Burns & Associates and the State. Modifications were made to the 


reporting instructions to clarify guidelines related to the timeliness of prior authorization 


processing and the in-network and out-of-network delineation. The State believes that these 


adjustments will improve the alignment of reporting between MCEs. 


 
C. NON-CARETAKER ENROLLMENT 


 


                                                 
8
 Data is from 2010, when MHS was not involved in HHW/HIP. 
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To ensure that federal spending does not exceed what would have been spent on Medicaid had 


HIP not been implemented (budget neutrality), the CMS waiver Special Terms and Conditions 


(STC) caps the number of childless adults who can enroll in HIP. The initial cap of 34,000 non-


caretakers was designated to ensure HIP remains budget neutral for the Federal government. On 


March 12, 2009, HIP closed enrollment to non-caretakers. At that time, the number of non-


caretaker members had reached 32,000, just below the 34,000 cap established in the STCs. 


Enrollment for non-caretakers was closed before the cap was reached to ensure that applicants in 


the eligibility determination process or appealing denied applications could be enrolled without 


exceeding the cap. At the same time, all new applications from non-caretakers were reviewed for 


eligibility and placed on a waiting list if determined eligible.  


 


Since closing enrollment to non-caretakers in March 2009, enrollment has been opened three 


times to this group, once in November 2009 when CMS agreed to raise the cap by 2,500 


individuals for an overall limit of 36,500 non-caretakers and again in August 2011. The first 


open enrollment period resulted in 1,087 new non-caretakers entering the HIP program between 


January and March 2010. The second open enrollment period resulted in 2,157 new non-


caretakers by the end of 2011.  


 


During the first quarter of the 2012 calendar year, 18,800 letters were sent to non-caretakers on 


the waitlist, inviting them to reapply for the program. In response to these letters, 1,587 


individuals responded and were able to enroll (generating an 8.4 percent response rate), and 


7,113 additional individuals were added to the waitlist. The rest of the letters generated no 


response, indicating that potential applicants’ financial or living situations had changed, or they 


were no longer living at the address on record. The waitlist was closed as of April 2012 (no 


additional individuals were added between April and December) as the State waited for guidance 


from CMS on whether HIP could be used for the Medicaid expansion under the Affordable Care 


Act of 2010.  


 
D. APPLICATION PROCESSING 


 


Throughout the first nine months of 2012, application processing timeliness rates hovered 


between 85 and 90 percent, reaching 92.6 percent in August (Figure 5.1). In September, the 


timeliness rate started to decline, and during November and December approximately 25 percent 


of applications were not processed in a timely manner. Averaging across all months, 86.4% of 


applications were processed in a timely manner in 2012. The HIP application processing 


timeliness standard is 45 days. 
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Figure 5.1 Percentage of Pending Applications Processed in a Timely Manner, January-


December 2012 


 


 
Source: ICES Eligibility System, January 2012-December 2012 


 
E. HIP AMENDMENTS APPROVED BY CMS 


 


The State did not submit any amendments for the HIP program in 2012. In September 2012, 


CMS granted a one-year extension of HIP, in response to a waiver extension submitted in 


December 2011. In February 2013 the State submitted a request to extend the program beyond 


2013 for the maximum waiver renewal period of 3 years. In response, CMS granted another one 


year extension which permits the program to operate through December 31, 2014. 


 


 
5.3 FINANCIAL AND BUDGET NEUTRALITY 


 


The State maintained waiver margins well below the CMS-approved limit from DY1 through 


DY4 by negotiating actuarially sound rate increases.  This allowed the state to request the 


restoration of the Disproportionate Share Hospital funding. The cumulative cost of the HIP 


program from 2008-2012 was just over $1 billion, with an additional $12-$15 million in 


administrative costs annually
9
. In DY5 the waiver margin was negative due to increased hospital 


reimbursement rates authorized by Public Law 229-2011, Section 281 (described in more detail 


in Section 6.7). These increased rates led to higher Per Member Per Month (PMPM) 


expenditures for HHW caretakers, children, and pregnant women in 2012. PMPM expenditures 


for HIP caretakers and non-caretakers in DY5 aligned closely with DY4 expenditures for these 


groups. However, as the waiver margin is cumulative, HIP remained budget-neutral over the first 


five years of the demonstration. 


 
5.4 CONSUMER ISSUES 


 


                                                 
9
 Source: Milliman Budget Neutrality Waiver Renewal Report to the Family and Social Services 


Administration, July 2013. 
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The State maintains a consumer issue management system known as the “Internet Quorum” or 


“IQ,” which permits the State to monitor and manage formal and informal inquiries. Overall, the 


number of consumer inquires posed through the IQ has declined over the five years of the 


program, which could be correlated with the decrease in enrollment. Most questions posed in 


2012 were classified as requesting “general information” on the program; other questions most 


commonly asked were regarding the HIP buy-in option. 


 


Table 5.2 Internet Quorum Inquiries, 2008 - 2012 


Quarter Total Number of Inquiries 


Change 


2008 2009 2010 2011 2012 


Year Total 1,695 1,205 693 575 364 -79% 


First 628 425 270 152 133 -79% 


Second 486 289 206 123 100 -79% 


Third 278 261 128 164 95 -66% 


Fourth 303 230 89 136 36 -88% 


Source: HIP Quarterly Report to CMS, 2008 - 2012 


 
Table 5.3 Types of Inquiries, 2012 


 


Issue Percentage of Inquiries on that Issue 


General Questions 63% 


Buy-in 18% 


Waiting List 6% 


Anthem 6% 


ESP 1% 


MDwise 4% 


MHS 2% 


Source: HIP Quarterly Reports to CMS, 2012 


 


The State also tracks the number of eligibility appeal hearings each year. These appeals involve 


issues such as benefit terminations. Member appeals may also involve the required amount of 


POWER account contributions. The annual number of member appeals peaked in 2010, when 


total HIP enrollment also peaked. 


 


Table 5.4 Formal Appeal Hearings, 2008 – 2012 


Quarter Total Number of Formal Appeal Hearings 


2008 2009 2010 2011 2012 


Year Total 1,003 2,223 6,118 5,391 5,783 


First 181 263 1,422 1,182 1,503 


Second 336 1,249 1,584 1,083 1,529 


Third 286 586 1,721 1,690 1,394 


Fourth 200 125 1,391 1,436 1,357 


Source: HIP Quarterly Reports to CMS, 2008 – 2012 
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Table 5.5 Adjudication of Appeals and Hearings, 2009 – 2012 


Findings Percentage of Hearings and Appeals 


2009 2010 2011 2012 


Other Insurance 60% 44% 46% 30.47% 


Did Not Complete Verifications Request from State 21% 26% 43% 59.7% 


Other 10% 25% 0.2% 0.2% 


Financial Eligibility 8% 5% 10% 9.4% 


Source: HIP Quarterly Reports to CMS, 2009- 2012 


 
5.5 ELIGIBILITY AND ENROLLMENT INFORMATION  


 
A. DY5 HIP ENROLLMENT DEMOGRAPHICS 


 


The State’s analysis of HIP enrollment records indicates that HIP served a total of 56,245 unique 


individuals during 2012. The majority of 2012 members were female, and those in the 30 to 39 


age group made up the greatest proportion of HIP members. Very few members were under 20 


or above 60. Due to the program’s cap and waitlist for non-caretakers, more than two-thirds of 


members in 2012 were caretakers. Over 80 percent of members were white, and African-


Americans comprised approximately 10 percent of the HIP membership. These figures align 


closely with state demographic data—86.6 percent of Indiana’s population in 2012 was white, 


and 9.4 percent was African-American. The majority of 2012 HIP members (70 percent) had 


incomes at or below the federal poverty level (FPL).    


 


The DY 5 membership demographics are consistent with the cumulative demographic data for 


all members over the course of the HIP program (2008-2010). Between 2008 and 2012, women 


made up the majority of the membership (67.6 percent), and those in the 30-39 age range 


comprised the greatest share of beneficiaries. The 2008-2012 cumulative racial and ethnic 


breakdown is similar to that of 2012—African-Americans comprised approximately 12 percent 


of the total membership during this timeframe, and over 80 percent of members were white. 


Between 2008 and 2012, 70 percent of members had incomes at or below 100 percent of the 


FPL.  


 
Table 5.6. Enrollment Demographics, DY5 (2012) 


Characteristic Number of Members in 2012 Percentage of Total 


Total number 56,245 100.0  


   


Gender   


Female 38,030 67.6% 


Male 18,215 32.4% 


   


Age   


<20 21  < 0.1% 


20-29 7,680 13.7% 
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Characteristic Number of Members in 2012 Percentage of Total 


30-39 17,251 30.7% 


40-49 16,407 29.2% 


50-59 11,130 19.8% 


60+ 3,756 6.7% 


   


Caretaker Status   


Caretaker 38,740 68.9% 


Non-caretaker 17,505 31.1% 


   


Race/Ethnicity   


Asian 1,159 2.1% 


Black 5,895 10.5% 


Hispanic 1,927 3.3% 


American Indian 45 0.1% 


Other 1,083 1.9% 


White 46,136 82.0% 


   


Income as a Percentage of 


FPL 
  


<22% 15,570 27.7% 


23%-50% 6,780 12.1% 


51%-100% 17,145 30.4% 


100%-150% 11,123 19.8% 


>150% 5,627 10% 


Source: OMPP Data Management & Analysis 


 
   B. IMPACT ON THE STATE’S UNINSURANCE RATE 


 


HIP was designed to serve a limited number of Hoosiers, and the Indiana General Assembly 


cigarette tax increase does not generate sufficient revenue to cover all adult Hoosiers under 200 


percent of FPL. Crowd-out provisions, such as the requirements to be uninsured for six months 


and having no access to employer-sponsored health insurance, also limit the number of 


individuals who are eligible. According to Current Population Survey (CPS) estimates, 


individuals with income under 100 percent of the FPL had the highest uninsurance rate in the 


years before HIP was implemented, ranging from 47 percent among the most low-income group 


to 41 percent for those with incomes just below the poverty level (Table 5.7).
10


 


  


Using data from the American Community Survey (ACS) from 2008-2011, Milliman estimates 


that the number of uninsured adult Hoosiers with incomes below 200 percent of FPL (Table 5.7) 


grew from the pre-HIP period and continued to increase over the four-year period, likely due in 


part to the national recession occurring during this time period. However, these trends mask the 


variation that occurs at different income levels. The uninsured rate for Hoosiers with incomes 


under 50 percent of FPL has decreased from about 47 percent in 2005-2007 and held steady at 


                                                 
10


 The data for individuals with incomes less than 51 percent of poverty were aggregated because the CPS does 


not separate estimates for incomes less than 22 percent of poverty or between 23 and 50 percent of poverty. 
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approximately 43 percent between 2008 and 2012. Uninsured rates for other income groups have 


increased since before HIP was implemented. The increase in the uninsurance rate among 


income groups above 50 percent of the FPL is likely due to external factors such as the national 


economic recession and high unemployment rates during the HIP implementation period.  


 
Table 5.7. Uninsured Rates, by FPL before and after HIP 


 


Uninsured Adults 


Ages 19-64 before 


HIP (CPS 2005-


2007) 


Uninsured Adults 


Ages 19-64 (ACS 


2008) 


Uninsured Adults 


Ages 19-64 (ACS 


2009) 


Uninsured Adults 


Ages 19-64 (ACS 


2010) 


Uninsured Adults 


Ages 19-64 (ACS 


2011) 


HIP 


Members 


Ever 


Enrolled 


in 2012 


FPL 


Level 
Number Percent Number Percent Number Percent Number Percent Number Percent Number 


Under 


50% FPL  
85,977 47.2% 88,974 43.3% 95,878 40.1% 115,308 43.1% 121,959 43.1% 20,862 


51% - 


100% 


FPL  


80,063 40.8% 103,102 42.3% 111,258 40.7% 124,712 44.2% 121,812 43.5% 11,329 


101% - 


150% 


FPL  


89,426 34.8% 113,782 41.7% 115,394 39.1% 127,031 37.8% 133,837 41.0% 17,818 


151% - 


200% 


FPL  


79,497 26.5% 86,535 28.4% 108,586 33.2% 115,320 32.9% 108,075 31.9% 6,236 


Total  334,963 35.8% 392,393 38.22% 431,116 37.97% 482,371 39.03% 485,683 39.28% 56,245 


 


Source: Milliman, Inc. “Uninsured rates by FPL and year.” November 16, 2012. Baseline uninsured 


numbers and percents are from the U.S. Census Bureau, CPS, Annual Social and Economic 


Supplement, 2006-2008, CPS three-year average data collected 2006-2008 reporting on the 


prior year (2005-2007). http://www.census.gov/hhes/www/cpstc/_cps_table_creator.htm. 


Accessed March 10 2011. HIP enrollment numbers supplied by the State of Indiana. 


Note:  2012 ACS data were unavailable at the time this report was written. 


 


There is also some variation in the uninsurance trends with respect to gender and age. During the 


time of HIP implementation, uninsured rates among men increased more than those among 


women. At the same time, the Medicaid coverage rate among women increased 3 percent from 


2008 to 2011, as compared to 2.3 percent for men. Uninsured rates also varied by age. While 


those in the 19-29 age group saw a drop in uninsured rates, older groups saw an increase. The 


50-64 age group experienced a 5.1 percentage point increase in the uninsurance rate from 2008 


to 2011. The uninsurance rate among caretakers dropped 1 percentage point during this time 


period, while the Medicaid coverage rate among the same group rose 6.3 percentage points.  


Nevertheless, the uninsurance rate among non-caretakers is most likely to be affected by the HIP 


program, because these individuals can only access Medicaid if they are disabled.  Statewide 


non-caretaker uninsured rates rose by 1.8 percentage points, while Medicaid coverage among 


non-caretakers increased by 1.7 percentduring this time. Presumably, the uninsured rates for 


these groups would have been higher had Medicaid, and possibly HIP, not been available.  The 


ACS data do not allow a more detailed analysis of whether these non-caretakers were obtaining 


coverage through HIP or Medicaid’s provision for people with disabilities, but some proportion 


would have been uninsured during this period had the HIP program not been available to them. 



http://www.census.gov/hhes/www/cpstc/_cps_table_creator.htm
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See Table 5.8. 


 
Table 5.8: Proportion of Indiana’s Low-Income Working-Age Adults (19 through 64) Who Are 


Uninsured, 2008-2011 


Subgroup Statewide Uninsured Rates Statewide Medicaid Coverage Rates 


2008 2009 2010 2011 Percentage 


Point 


Change 


2008 2009 2010 2011 Percentage 


Point 


Change 


Total 


 


38.2% 


 


38.2% 


 


39.2% 


 


39.5% 


 


1.3 


 


18.0% 


 


20.7% 


 


19.6% 


 


20.6% 


 


2.6 


 


Males 41.3% 42.9% 43.8% 43.5% 2.2 13.8% 15.6% 15.4% 16.1% 2.3 


Females 


 


35.6% 


 


34.3% 


 


35.3% 


 


36.0% 


 


0.4 


 


21.6% 


 


25.2% 


 


23.3% 


 


24.6% 


 


3.0 


 


Ages 19-29 42.5% 41.9% 43.4% 40.6% -2.0 15.6% 18.6% 16.7% 17.1% 1.5 


Ages 30-49 40.0% 39.3% 39.9% 42.2% 2.2 17.5% 20.6% 19.9% 21.2% 3.7 


Ages 50-64 


 


28.4% 


 


30.3% 


 


31.8% 


 


33.5% 


 


5.1 


 


22.5% 


 


24.5% 


 


23.2% 


 


24.6% 


 


2.1 


 


Caretakers 34.3% 30.3% 33.1% 33.3% -1.0 22.1% 29.2% 25.7% 28.4% 6.3 


Non-Caretakers 


 


39.5% 


 


40.9% 


 


41.1% 


 


41.3% 


 


1.8 


 


16.7% 


 


17.9% 


 


17.7% 


 


18.4% 


 


1.7 


 


 


Source: Mathematica analysis of 2008-2011 ACS data. 


 
C. AUTO-ASSIGNMENTS AND REASSIGNMENTS 


 


Three-fourths of individuals enrolling in HIP for the first time in 2012 selected their plan of 


choice at the time of application, while 22 percent were auto-assigned to a plan. Twenty percent 


were auto-assigned to one of the health plans—Anthem, MDWise, or MHS, and two percent to 


the ESP program. Approximately three percent received assistance from an enrollment broker 


(Table 5.9). A majority of new members for Anthem and MDwise selected their plans at 


enrollment, while most of MHS’ new members were auto-assigned to their plan. 


 


The total number of new members in 2012 was comparable to 2011 totals (with 13,284 new 


members in 2012 and 12,980 in 2011), and all plans saw an increase in new members. Anthem 


gained 66 percent of the new members, MDwise, 10 percent of the new members, and MHS 22 


percent of the new members. However, the distribution of new members across plans changed in 


DY5. MDwise gained 61 percent fewer new members in 2011 than in 2012. These new members 


either selected, or were auto-assigned, to Anthem and MHS. (Because MHS was new in 2011, 


enrollees in the service area were auto-enrolled if they did not select a plan on their own). 


 


The number of individuals assisted by an enrollment broker dropped between 2011 and 2012. 


While 734 new members selected a plan with the assistance of a broker in 2011, only 428 


received this type of assistance in 2012, a 42 percent decrease. 
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Table 5.9. Health Plan Assignment Methods, Initial Assignments for Those Enrolling in HIP for the 


First Time in 2012 


Form of Plan Selection Anthem ESP MDwise MHS 
Total 


Number 


 % % % % % 


      


Total 8,808 209 1,299 2,968 13,284 


 66.3% 1.6% 9.8% 22.3% 100.0% 


Assigned to ESP 1 208 0 0 209 


 0.0% 99.5% 0.0% 0.0% 1.6% 


Auto-Assigned 559 1 195 1,982 2,737 


 6.4% 0.5% 15.0% 66.8% 20.6% 


Enrollment Broker Assisted 309 0 72 47 428 


 3.5% 0.0% 5.5% 1.6% 3.2% 


Member Selection on 


Application 
7,939 0 1,032 939 9,910 


 90.1% 0.0% 79.5% 31.6% 74.6% 


Source: OMPP Data Management & Analysis 


 
D. HEALTH PLAN CHANGES 


 


Upon enrollment in the HIP, members select or are assigned to one of the three health plans, 


unless answers to the Health Screening Questionnaire portion of the HIP application indicate that 


assignment to the ESP is appropriate. Once enrolled, members may change their plan selection 


before making their first POWER account contribution (or afterwards, for cause, as discussed 


below). After receiving notice of a new member’s conditional eligibility, the health plan sends a 


“welcome letter” notifying the member that the first POWER account contribution will be due 


within 60 days of the conditional eligibility date. Members not in the ESP may change health 


plans without cause within this 60-day window, before they make their first POWER account 


contribution. After the first POWER account contribution is made, members cannot change plans 


without filing a grievance with the MCE or unless they move out of the MCE’s service area.
11


 


Members may also change plans when their eligibility for the program is redetermined (at annual 


renewal). 


 


During the first three years of program operations, a total of 2,475 plan changes occurred, out of 


almost 60,000 enrolled members. In 2008, 520 changes occurred, 837 changes occurred in 2009, 


and 1,118 changes happened in 2010. The number of plan changes increased in 2011 and 2012, 


as an additional MCE was added and enrollment grew (Table 5.10). 


  


Table 5.10 Health Plan Changes in the HIP by Year, 2008-2012 


                                                 
11


 A member may request to change health plans for cause at any time after exhausting the plan‘s internal grievance 


and appeals process.  
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Type of Change 2008 2009 2010 2011 2012 


Number 


of Plan 


Changes 


% Number 


of Plan 


Changes 


% Number 


of Plan 


Changes 


% Number 


of Plan 


Changes 


% Number 


of Plan 


Changes 


% 


Total Number of 


Plan Changes 


520 100% 837 100% 1,118 100% 2,988 100% 1,941 100% 


Anthem 


MDwise 


9 2% 225 27% 137 12% 274 9.2% 231 11.9% 


Anthem  


MHS 


- - - - - - 97 3.2% 83 4.3% 


Anthem   


ESP 


40 8% 67 8% 268 24% 552 18.5% 482 24.8% 


MDwise 


Anthem 


12 2% 236 28% 128 11% 913 30.6% 254 13.1% 


MDwise  


MHS 


- - - - - - 459 15.4% 53 2.7% 


MDwise ESP 18 3% 73 9% 478 43% 275 9.2% 249 12.8% 


MHS  


Anthem 


- - - - - - 211 7.1% 293 15.1% 


MHS  


MDWise 


- - - - - - 80 2.7% 108 5.6% 


MHS  


ESP 


- - - - - - 4 0.1% 19 1% 


ESP  Anthem 301 58% 125 15% 70 6% 54 1.8% 82 4.2% 


ESP  MDwise 140 27% 111 13% 37 3% 67 2.2% 66 3.4% 


ESP  MHS - - - - - - 2 0.1% 21 1.1% 


Source: OMPP Data Management & Analysis, via HP and Maximus 


 


Table 5.11 Month of Enrollment when Health Plan Change occurred, for those who changed health 


plans, by year, 2011 and 2012 


 2011 2012 


Percent who switch in month 1 8.5% 11.2% 


Percent who switch in month 2 3.3% 4.4% 


Percent who switch in months 3  3.1% 3.8% 


Percent who switch in month 4-12 27.2% 41.2% 


Percent who switch in month 13 + 57.9% 39.4% 


Source: OMPP Data Management & Analysis, via HP 
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5.6 POWER ACCOUNTS 


 
A. POWER ACCOUNT CONTRIBUTIONS 


 


The POWER account is a key feature of the Healthy Indiana Plan. Instead of traditional cost-


sharing of premiums and copayments, HIP participants make upfront contributions for their 


health care through required POWER account contributions. The funds contributed to the 


POWER account are used to pay for deductible expenses ($1,100 annually). Contributions are 


based on a sliding scale tied to income so that individuals can afford to make the monthly 


payments but still have "skin in the game." The program ensures that no participant pays more 


than 5% of his or her income to the POWER account, consistent with CMS rules. The State then 


subsidizes the POWER account to ensure that it is fully funded, up to the amount of the 


deductible.  Employers are also currently allowed to make up to 50% of the member’s required 


contribution.   


 


Participants have control over how POWER account dollars are spent and receive monthly 


statements on POWER account expenditures and account balances. Unlike traditional premiums 


or copayments, HIP members own their contributions and are entitled to any unused 


contributions if they leave the program. Additionally, HIP members who receive required 


preventive services are rewarded by the program allowing any remaining POWER account 


balance after 18 months of enrollment— including the portion that is the State’s contribution—to 


roll over and offset required contributions in the next year. If individuals do not complete the 


required preventive services, only the pro-rated balance of their individual contribution rolls 


over. The incentive is designed to increase the use of preventive care. Because the health plans 


wait six months after the member‘s benefit period ends for claims to run out, they do not 


calculate rollovers until members have been enrolled for 18 months to assure that all services 


have been reimbursed.  


 


While every HIP member has a POWER account, members make different monthly 


contributions based on a sliding scale tied to income. Contributions vary from 2 to 5 percent of 


household income. In 2012, 77 percent of HIP members were required to make some 


contribution to their POWER accounts. Those in the lowest income bracket – 22 percent of the 


FPL or below – make the lowest average monthly contribution, $7.94 each month (Table 5.12). 


The amount of the required payments rise as income increases, with individuals with incomes 


between 150 and 200 percent of the FPL ($15,756-$23,340) required to make average monthly 


payments of $61.01, but not more than $93.08. 
 


Table 5.12 Average POWER Account Monthly Payment in 2012, by FPL 


FPL 
Estimated Income 


for an Individual 


Average Monthly 


Contribution for 


HIP Members 


<22% $0 - $11,170 $7.94 


23%-50% $11,171 - $13,963 $10.32 


51%-100% $13,964 - $15,083 $17.77 
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FPL 
Estimated Income 


for an Individual 


Average Monthly 


Contribution for 


HIP Members 


100%-150% $15,084 - $16,755 $39.69 


>150% $16,756 - $23,340 $61.01 


 


Source:  OMPP Data Management & Analysis  


Approximately twenty-three percent of HIP members were not required to make monthly 


contributions to their POWER accounts in 2012 (Table 5.13). These individuals do not make 


contributions either because they have no income, or because the family is already spending five 


percent of its income on premiums and cost-sharing requirements for family members covered 


by Medicaid or the State Children’s Health Insurance Program. Those in the non-contributor 


group tend to report much lower incomes than the HIP population as a whole. See Table 5.13. 


 


Table 5.13. Demographic Characteristics of HIP Members Not Required to Make Monthly POWER 


Account Contributions, 2012 


 


 
All HIP Members in 2012 


HIP Members with No Monthly 


Contributions 


Characteristics 
Number Percentage  of Total Number 


Percentage of 


Total 


Total number 56,245 100.0% 12,688 22.6% 


     


Gender     


Female 38,030 67.6% 7,586 59.8% 


Male 18,215 32.4% 5,102 40.2% 


     


Caretaker 


Status 
  


  


Caretaker 38,740 68.9% 6,042 47.6% 


Non-caretaker 17,505 31.1% 6,646 52.4% 


     


     


FPL     


<22% 15,570 27.7% 10,470 82.5% 


23%-50% 6,780 12.1% 417 3.3% 


51%-100% 17,145 30.4% 447 3.5% 


100%-150% 11,123 19.8% 1,136 9.0 % 


>150% 5,627 10% 218 1.7% 


Source:  OMPP Data Management & Analysis 


 


 


Each year, the majority of HIP members who were involved in the POWER account rollover 


process did not have an account balance left after 18 months of enrollment. This is a reflection of 


the high prevalence of chronic disease among the HIP population, as discussed further in Section 


6.5. A Milliman analysis of 2012 claims showed that among those enrolled in HIP for at least six 


months during 2012, 32 percent of members had cardiovascular disease, 24 percent had a 


psychiatric diagnosis, 20 percent had a skeletal and connective tissue disease, 19 percent  had a 


gastrointestinal ailment, and 13 percent had diabetes. Multiple diagnoses were common as 
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well—approximately 30 percent of HIP members had been diagnosed with three or more chronic 


conditions in 2012. These members incur higher healthcare costs to manage and treat their 


chronic disease(s), and therefore tend to quickly meet the deductible and exhaust the POWER 


account. By the end of 2012, just over one-third of POWER accounts eligible for a rollover over 


the course of the demonstration contained any funds to carry forward. Similar data has been 


previously reported at the end of 2009 and 2010; however, the rates discussed here reflect 


updated data sets from the MCE’s in which all member account reconciliations have been 


included. This data is cumulative, reported on a rolling basis as of the end of each calendar year. 


 


Table 5.14 POWER Account Rollover Reconciliation 


 


Status 2009 2010 2011 2012 


Percent of accounts with a balance after 18 


months of member enrollment 


36.1% 35.2% 34.7% 34.6% 


Of those accounts, percent that received a 


partial rollover (did not receive 


recommended care) 


44.7% 58.9% 64.9% 65.2% 


Of those accounts, percent that received a 


full rollover (received recommended 


preventive care) 


55.3% 41.1% 35.1% 34.8% 


Source:  MCE POWER Account Reconciliation Files 


 


Of those accounts that did have a balance, the majority received a partial rollover, meaning just 


member contributions were rolled over. Members who do not spend down their POWER 


accounts and retain a balance at the end of 18 months are likely to be healthier, have a lower rate 


of chronic disease, and use fewer healthcare services (totaling less than $1,100 annually) than 


those who do exhaust their funds. Since overall preventive care utilization rates are much higher 


in the general HIP population, the observed lower rate among those with funds remaining in the 


POWER account might be due to a perception of lower need for routine physicals and screenings 


and lower health service utilization in general. The MCEs continue to work to promote the 


preventive care incentive and develop member awareness and understanding of how the POWER 


account works.   


 


 
B. COST-SHARING LIMIT MONITORING 


 


Per CMS rules for HIP caretakers, the total aggregate amount of (1) POWER account 


contributions, (2) HIP Emergency Room copayments, (3) Medicaid cost sharing requirements, 


and (4) CHIP cost sharing requirements may not exceed five percent of family income. The 


health plan verifies the member‘s cost-sharing documentation, and then notifies the HIP program 


manager that the member has reached the five percent maximum contribution amount and the 


date it occurred. Then the member is not required to pay any further POWER account 


contributions or ER co-payments for the rest of the 12-month benefit period. Member handbooks 
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were modified in 2009 to clarify that members must maintain their receipts and document their 


out-of-pocket costs. 


 
C. COST-SHARING-POWER ACCOUNT CONTRIBUTION RATES 


 


After completing an application and meeting the financial and other eligibility criteria, members 


are “conditionally eligible” for the HIP program. They do not become fully eligible until they 


make their first POWER account contribution. Individuals with no required POWER account 


contribution, however, become eligible immediately after they meet the financial and other 


criteria. (Individuals with no required contributions either have no income, or are exempt due to 


CMS cost-sharing rules). Once fully enrolled, members must continue to make monthly 


contributions to maintain their HIP eligibility. If they fail to do so within the grace period, they 


are disenrolled, and must wait 12 months to re-apply. The State has collected annual data on the 


rates at which HIP members make required contributions to the POWER account. The rate of 


members who make their initial contributions to complete the enrollment process has increased 


consistently each year of the demonstration. The rate of members who continue to make 


subsequent required monthly contributions has decreased slightly, but continues to stay well 


under 10 percent. 


 


Over the demonstration period, the State has refined both the quality of the data as well as the 


methods of accessing the records used to assess rates of member contribution over the course of 


the demonstration. In the past, if members were missing data in any fields of their eligibility file, 


they were excluded from analysis. The State has developed mechanisms to correct this, leading 


to inclusion of more members in the analysis and more robust reporting. The new methodology 


has been applied retroactively and the data below represents an updated annual review of 


contribution rates. 


 


The HIP program has historically had low non-contribution rates, suggesting that the 


disenrollment penalty could be a strong motivating factor to make regular payments. Data from 


the 2013 Mathematica survey also supports that the required financial contributions are 


affordable and HIP participants prefer making upfront contributions rather than making copays. 


According to the survey, 85 percent of HIP enrollees believed that their required contributions 


were either the right amount or below the right amount. In 2012, 94.2 percent (52,996) of HIP 


members made the initial POWER account contribution if required and only 5.8 percent (3,249 


individuals) did not. Although there is some variation between income brackets, the majority of 


individuals at all levels made the first required POWER account contribution.  
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Table 5.15. Calendar Year 2012 Initial Non-Contribution Rates (Did Not Make First POWER Account 


Contribution) 


 


    


FPL Level 


Number Who Never 


Made First 


Contribution 


 


Total Members 


Initial Non-Contribution Rate 


<22% 522 15,570 3.4% 


23%-50% 401 6,780 5.9% 


51%-100% 1,445 17,145 8.5% 


101%-150% 641 11,123 6.1% 


>150% 240 5,627 4.3% 


Total 3,249 56,245 5.8% 


 


Source:  OMPP Data Management & Analysis 


Note: Almost one quarter (13,293) of total 2012 enrollees (56,245) were exempt from making POWER 


account contributions. 


 


Initial contribution rates have increased consistently over the course of the HIP demonstration. In 


DY 1 (CY 2008), the initial non-contribution rate among HIP enrollees was about 10.8 percent. 


This rate dropped over five years; reaching 5.8 percent in in 2011 and staying steady in 2012 (see 


Figure 5.2). These figures include members not required to make contributions in the 


calculations. 


 


Figure 5.2. Initial POWER Account Contribution and Non-Contribution Rates, CY 2008-


2012 


 


 
  Source: MedInsight, HP 
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In 2012, 93 percent of HIP members continued to make their required monthly contributions to 


remain enrolled in the program.  Another 3,924 HIP members (about 7 percent) failed to make a 


required monthly contribution and were disenrolled (Table 5.16). Subsequent non-contribution 


rates were similar across all income brackets—highest at the 51-100 percent FPL bracket, and 


lowest at the <22 percent FPL income bracket. These figures include members not required to 


make contributions in the calculations. 


 
Table 5.16. Calendar Year 2012 Subsequent Non-Contribution Rates 


 


    


FPL Level 


Number Who Missed 


a Subsequent 


Monthly 


Contribution 


 


Total Members 


Subsequent Non-


Contribution Rate 


<22% 333 15,570 2.1% 


23%-50% 606 6,780 8.9% 


51%-100% 1,616 17,145 9.4% 


100%-150% 961 11,123 8.6% 


>150% 408 5,627 7.3% 


TOTAL 3,924 56,245 7.0% 


Source:  OMPP Data Management & Analysis 


Note: Almost one quarter (13,293) of total 2012 enrollees (56,245) were exempt from making POWER 


account contributions. 


 


Annual subsequent non-contribution rates rose slightly during the demonstration. In DY 1 (CY 


2008), the subsequent non-contribution rate was very low, 1.7 percent (see Figure 5.3). It rose 


slightly to 3 percent in 2009 and hovered around the same rate for three years. In CY 2012, the 


subsequent non-contribution rate rose again, perhaps due to reasons unrelated to cost such as 


uncertainty surrounding the future of the program or gaining other insurance. For the first four 


years of the program, subsequent non-contribution rates were lower than initial non-contribution 


rates, suggesting that once members are fully enrolled, they tend to remain in the program and 


that contribution amounts are affordable.  
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Figure 5.3. Subsequent POWER Account Contribution and Non-Contribution Rates, CY 


2008-2012 


 


 


  Source: MedInsight, HP 


 


Failure to make an initial POWER account payment was also not one of the top five reasons for 


HIP enrollment denials in 2012 (Table 5.17), which is consistent with earlier years (Table 5.18).  


 
Table 5.17. Top Five Types of HIP Denials in Calendar Year 2012 


Member Count Denial Reason 


43,105 Non-Caretaker cap reached 


18,172 Did not verify income 


11,100 
Failure to provide 


insurance information 


8,603 No proof of citizenship 


4,420 
Employer offers health 


insurance 


Source:  OMPP Data Management & Analysis 


 


Table 5.18. Top Five Types of HIP Denials in Calendar Years 2008-2012 


Member Count Denial Reason 


191,053 Non-Caretaker cap reached 


73,179 Did not verify income 


38,170 
Failure to provide 


insurance information 


37,268 No proof of citizenship 


26,466 
Employer offers health 


insurance 


Source:  OMPP Data Management & Analysis 


 


98.3% 97.0% 97.0% 96.7% 93.0% 


1.7% 3.0% 3.0% 3.3% 
7.0% 


0.0% 


10.0% 


20.0% 


30.0% 


40.0% 


50.0% 


60.0% 


70.0% 


80.0% 


90.0% 


100.0% 


CY 2008 CY 2009 CY 2010 CY 2011 CY 2012 


% Made Subsequent 
Contribution 


% Failed to Make 
Subsequent 
Contribution 







32 


 


Failure to make a subsequent POWER account payment was the second most common reason for 


dis-enrollment in 2012 (Table 5.19). Other top reasons included a failure to return the HIP 


renewal packet, the presence of other health insurance, a failure to verify income, or closure due 


to an appeals ruling. This is consistent with earlier years. 


 
Table 5.19. Top Five Types of HIP Member Accounts Closed in Calendar Year 2012 


Member 


Count
12


 
Denial Reason 


4,415 HIP packet not returned 


3,924 
Failure to make POWER 


account payment 


2,658 
Closed due to appeals 


ruling 


1,805 
Other current health 


insurance 


1,085 Did not verify income 


Source:  OMPP Data Management & Analysis 
 


Table 5.20. Top Five Types of HIP Member Accounts Closed in Calendar Years 2008-2012 


 


Source:  OMPP Data Management & Analysis 


 


 


Coverage and Benefit Limits  


 


HIP benefits are limited to $300,000 annually and $1 million lifetime. The health plans and the 


State identify members when they reach $200,000 in annual benefits. The health plans and the 


State closely monitor these members, and work to refer them appropriately to other programs, 


including Medicaid and M.E.D. Works (Indiana‘s Medicaid Buy-In program for those with 


disabilities). For the calendar year 2012, no HIP member had reached the lifetime benefit 


maximum. 
 


                                                 
12


 Total unique enrollment in 2012: 56,245 members. Therefore, 25 percent of members disenrolled for some 


reason in 2012. 


13
 Total unique enrollment across all five years: 105,197. Therefore, over 5 years, 50.7% of those who have 


enrolled have disenrolled for some reason. 


Member 


Count
13


 
Denial Reason 


22,643 HIP packet not returned 


12,490 
Failure to make POWER account 


payment 


7,724 Other current health insurance 


5,293 Closed due to appeals ruling 


5,165 Medicare Part A or B currently. 
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Table 5.21. Number of HIP Members Who Reached $200,000 in Annual Benefits During 2012 


 Anthem MDwise MHS Total  


Total Number 0 2 0 2  


Source: HIP Quarterly Reports to CMS, 2012 


 


Table 5.22. Number of HIP Members Who Reached $300,000/Annual or $1,000,000/Lifetime in 


Benefits During 2012 


 Anthem MDwise MHS Total 


     


Total Number 0 0 0 0 


Source: HIP Quarterly Reports to CMS, 2012 
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SECTION 6: EVALUATION FINDINGS TO DATE 


In March 2009, Mathematica Policy Research was selected as the evaluation contractor for HIP. 


This section represents the analyses Mathematica has completed for the fifth year of the 


demonstration program (calendar year 2012). Results of the second telephone survey of HIP 


members undertaken since the HIP demonstration began are also presented. This survey, 


completed in the spring of 2013, included a sample of 847 current HIP enrollees, along with 620 


individuals who had been previously enrolled in HIP within 12 months of the survey.  


 
6.1 GOAL I – REDUCE THE NUMBER OF UNINSURED LOW-INCOME HOOSIERS 


 


HIP seeks to reduce the number of uninsured low-income Hoosiers by providing an insurance 


option for those who do not have access to employer-based coverage and do not currently qualify 


for other public insurance. While 2012 ACS data on uninsurance rates are unavailable at the time 


of writing, uninsured rates for individuals aged 19 to 64 and below 200 percent of the FPL 


remained relatively constant through the first four years of the demonstration. Two factors may 


have impeded the program’s ability to reduce the number of uninsured low-income Hoosiers. 


First, the program was implemented during a significant economic downturn when the uninsured 


rate was increasing. Second, the program limits enrollment of non-caretaker adults by design to 


meet its budget neutrality requirements. 


 


After five years, HIP has served 105,197 Hoosiers. Major findings on HIP enrollment include: 


 


 As reported in previous demonstration years, monthly enrollment grew steadily from the 


program’s inception until April 2009, when it began to level off with about 46,000 to 


47,000 enrollees per month. Enrollment figures approached the non-caretaker adult cap in 


early 2009 and the State closed enrollment to non-caretakers at that time. Monthly 


enrollment remained relatively stable until September 2010, when it fell into the 43,000-


44,000 range. The State opened the non-caretaker waiting list in 2010 and again in 2011. 


By December 2011, enrollment numbers had dropped. As of December 31, 2012, 39,005 


individuals were enrolled in the program. At this time, an additional 3,005 Hoosiers were 


conditionally enrolled (had been determined eligible, but had not yet made the required 


initial POWER account contribution), for a total of 42,010 individuals. 


 The program continues to enroll more women than men (38,030 women vs. 18,215 men 


enrolled during 2012), and more caretakers than non-caretakers (38,740 caretakers vs. 


17,505 non-caretakers during 2012). However, non-caretakers comprised a greater 


proportion of the total HIP population until about September 2009, about six months after 


the non-caretaker cap was reached and the waitlist was implemented.  


 
A. ENROLLMENT TRENDS IN HIP 


 


Overall monthly enrollment in HIP increased steadily from the program’s inception in January 


2008 through mid-2009 (Figure 6.1). Non-caretakers enrolled at a much higher rate than 


caretakers through April of 2009, when non-caretaker adults found to be eligible were placed on 
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a waiting list. Enrollment of this group steadily decreased through October 2011. In February of 


2012, the number of non-caretaker enrollees began to increase and continued to rise until June, 


when numbers began to decrease again. By December 2012, the total number of enrolled non-


caretakers had returned to levels seen at the beginning of 2012. Caretaker enrollment increased 


steadily from the beginning of the program through July of 2010, when it began to level off. 


Caretaker enrollment remained relatively steady through 2012, dropping slightly toward the end 


of the year.  


 


Figure 6.1: Monthly HIP Enrollment, Overall and by Caretaker Status, January 2008-


December 2012. 


 


 
 
Source: ICES data, September 2013 


 


Monthly enrollment figures are affected by the number of people entering and leaving the 


program each month. Figure 6.2 shows the number of people that entered the program each 


month from January 2008-December 2012.  
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Figure 6.2 Monthly Entries into HIP, January 2008 – December 2012


 
 
Source: ICES data, September 2013 
 


Because Hoosiers must be uninsured for at least six months before becoming eligible for HIP, 


trends in unemployment rates are of interest.  Hoosiers that otherwise fit the eligibility criteria 


for HIP who previously had employer-sponsored insurance may lose it due to becoming 


unemployed, or allow any privately-purchased covered to lapse due to a loss of income. For 


months with high program entry numbers, there may be a spike in unemployment rates six 


months earlier Monthly enrollment spiked in April of 2010 and April of 2012 (after the non-


caretaker waiting list was re-opened (early spikes were likely related to the program’s inception). 


No significant unemployment figure six-month lag/enrollment spike correlation is observed, 


likely because there are too many other factors at play, including the non-caretaker cap and 


subsequent re-opening of the waitlist. 


 


Figure 6.3: Monthly Unemployment Rates in Indiana: January 2007-December 2012 
 


 
 
Source: U.S. Bureau of Labor Statistics, Local Area Unemployment Statistics. Available at: 


http://www.bls.gov/data/#unemployment 
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After non-caretaker enrollment was capped in March 2009, the waitlist continued to grow and 


non-caretaker enrollment declined through January of 2012 (see Figure 6.4). In November 2009, 


5,000 letters were sent to individuals on the waiting list inviting them to re-apply for HIP. In 


August 2011, the waitlist was opened to 8,000 additional members. By the end of December 


2011, 19,500 letters had been sent and 2,157 individuals on the waiting list had enrolled in the 


program (11 percent response rate). Due to the length of time many applicants had spent on the 


waiting list, some individuals who received letters may have experienced a life change, such as 


moving out of state or no longer meeting eligibility criteria for the program.  


 


During the first quarter of the 2012 calendar year, 18,800 letters were sent to non-caretakers 


caretakers on the waitlist, inviting them to reapply for the program. In response to these letters, 


1,587 individuals were able to enroll, an 8.4 percent response rate (see Figure 6.4). During this 


time, 7,113 additional individuals were added to the waitlist. The waitlist was closed to new non-


caretaker applicants in April 2012 as the State waited for guidance from CMS on whether HIP 


could be used as a framework for a potential Medicaid expansion under the Affordable Care Act 


of 2010.  


 


Figure 6.4 Non-Caretaker Waitlist and Non-Caretaker Enrollment, April 2009-December 


2012 


 


 


 
 


B. DEMOGRAPHIC CHARACTERISTICS OF THOSE EVER ENROLLED IN HIP 


 


The State’s analyses of HIP enrollment records indicate that HIP served 56,245 unique 


individuals during 2012 and 105,197 individuals over the five demonstration years. The 


demographics of HIP enrollees in 2012 compared to the enrollment composition over the life of 


the demonstration are somewhat similar (Table 6.1). The proportion of females in HIP was 


slightly higher in 2012, though women have made up a majority of the HIP population over the 


course of the program. HIP enrollees in 2012 were slightly older when compared to composite 
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enrollment statistics from 2008-2012. In 2012, 14 percent of enrollees were ages 20-29, as 


compared to 18 percent over the five-year demonstration, while percentages of those in the 30-


39, 40-49, and 50-59 age groups were slightly higher in 2012. Enrollment of African-Americans 


was slightly lower in 2012 (10 percent) than over the life of the program (12 percent). Member 


income distribution is fairly similar when comparing 2012 enrollment with cumulative 


enrollment. 


 
Table 6.1. Demographic Characteristics of Those Ever Enrolled in HIP in 2008-2012 vs. 2012 


 


2008-


2012 


Enrollment 


2008-2012 


% of Total 


2012 


Enrollment 


 


 


 


2012 % of 


Total 


Low-Income 


Uninsured 


Working-Age 


Indiana 


Adults, 


2011 


Low-Income 


Uninsured 


Working-Age 


Indiana 


Adults, 


2011 % of 


Total 


Gender       


Female 68,378 65% 38,030 68% 233,201 48.9% 


Male 36,819 35% 18,215 32% 243,356 51.1% 


       


Age Group       


<20 79 0% 21 <1% 11,511 2.4% 


20-29 19,394 18% 7,680 14% 151,246 31.7% 


30-39 30,400 29% 17,251 31% 116,116 24.4% 


40-49 28,391 27% 16,407 29% 98,753 20.7% 


50-59 19,446 18% 11,130 20% 74,771 15.7% 


60+ 7,486 7% 3,756 7% 24,160 5.1% 


       


Race/Ethnicity       


Asian 1,581 2% 1,159 2% 7,871 1.7% 


Black 12,948 12% 5,895 10% 67,459 14.2% 


Hispanic 3,591 3% 1,927 3% 69,404 14.6% 


American 


Indian 


74 0% 45 <1% 6,171 1.3% 


Other 1,695 2% 1,083 2% 35,922 7.5% 


White 85,308 81% 46,136 82% 369,571 77.6% 


       


Income as % 


of FPL 


      


<22% 30,265 28.7% 15,570 27.7% 65,297 13.7% 


23%-50% 11,321 10.8% 6,780 12.1% 47,536 10.0% 


51%-100% 31,330 29.9% 17,145 30.4% 121,812 25.6% 


100%-150% 21,083 20% 11,123 19.8% 133,837 28.1% 


>150% 11,197 10.6% 5,627 10% 108,075 22.7% 


       


 


Source: ACS data, 2011. 
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6.2 GOAL II – REDUCE BARRIERS AND IMPROVE STATEWIDE ACCESS TO HEALTH 


CARE SERVICES FOR LOW-INCOME HOOSIERS 


 


A key goal of HIP is to improve access to health care among low-income Hoosiers. To 


accomplish this goal, it is important not only to provide health insurance, but also to ensure that 


HIP members have access to both a primary medical provider (PMP) and needed specialists. 


Over the past five years, HIP has consistently achieved this goal by providing full access to 


PMPs and access to most specialists.  


A. PROVIDER NETWORKS  


1. Primary Care Providers 


In 2012, all HIP members were required to select a PMP, or were auto-assigned to a provider. 


All three plans use Geo-Access software on a quarterly basis to evaluate whether their network 


meets the standard of access: a PMP within 30 miles of all members’ homes. In 2012, all plans 


continued to meet geo-access standards for PMPs. The health plans reported that HIP’s higher 


payment rate has not been a significant factor in their ability to recruit providers. Most HIP 


providers already serve both HHW and HIP patients, and have therefore already accepted 


Medicaid reimbursement rates. HIP reimburses most services at Medicare rates. The plans have 


noted that some providers have faced billing challenges during the demonstration, as not every 


service provided to Medicaid patients has a corresponding Medicare billing code.   


In addition to seeking primary care with PMPs, HIP members may also go to any Federally 


Qualified Health Center (FQHC) or Rural Health Clinic (RHC). All health plans reported 


contracting with most FQHCs, community mental health centers (CMHCs), and RHCs in the 


State.  


2. Specialty Care  


In the first year of HIP operations, development of specialist networks was a challenge for 


Anthem and MDwise, the initial HIP health plans. However, these plans made significant strides 


in expanding their networks since then, and by the end of 2012 both reported that members had 


access to most categories of specialists within 60 miles of their homes. During its initial year, 


MHS met geo-access standards for approximately half of its specialist categories, and made 


significant improvements during 2012.  


All plans reported meeting geographic access standards in most categories during 2012, and 


provided transportation services to members when necessary. The plans noted a few types of 


specialists that are difficult to locate within certain geographic areas, including nephrologists and 


those providers offering prosthetics, making it difficult to meet standards in these categories. 


However, all three plans reported that they had made efforts during 2012 to maintain their 


specialist networks. 


In 2012, Anthem met the requirements for specialist access standards in all areas except for 


endocrinology, hematology, occupational therapy, and speech pathology, the same areas which 
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lacked sufficient access in 2011. No access information was available for the specialty areas of 


clinical psychology and diagnostic radiology. Between 2011 and 2012, Anthem expanded the 


number of specialists in its network in all categories except for neurosurgery and radiation 


oncology, though even these categories have been expanded since 2008. No information was 


available on the number of diagnostic radiology specialists available in 2011 or 2012. No 2011 


information on the number of clinical psychologists in the network was available, though 


Anthem expanded the number of specialists in this category from 3,321 in 2010 to 5,432 in 2012. 


Table 6.2. Anthem Specialist Network, 2008-2012 


Specialty 


Type 


Providers 


in 2008 


Providers 


in 2009 


Providers 


in 2010 


Providers 


in 2011 


Providers 


in 2012 


% 


Change 


2008-


2012 


Total 


Number 


of 


Provider 


Locations 


2012 


Complete 


Coverage 


of 


Indiana, 


with 60-


Mile 


Radius 


from 


Providers 


Anesthesiology 88 170 199 219 219 148.9% 179  


Cardiovascular 1,276 2,713 3,261 
2,86


6 
3,124 144.8% 375  


Clinical 


Psychology 
1,726 2,720 3,321 * 5,432 214.7% 948 * 


Dermatology 32 87 127 181 213 565.6% 71  


Diagnostic 


Radiology 
159 201 247 * *  * * 


Endocrinology 48 129 159 159 168 250.0% 76  


Gastroenterology 210 332 351 376 556 164.8% 142  


General Surgery 335 658 739 813 951 183.9% 268  


Hematology 129 221 216 225 228 76.7% 105  


Infectious 


Disease 
32 184 198 199 210 556.3% 67  


Medical Oncology 696 829 863 817 913 31.2% 171  


Nephrology 208 462 683 
1,03


2 
1,194 474.0% 207  


Neuro Surgery 103 135 240 261 252 144.7% 73  


Neurology 257 1,339 1,460 
1,58


9 
1,617 529.2% 214  


Occupational 


Therapy 
49 64 84 95 121 146.9% 101  


Ophthalmology 388 565 594 740 779 100.8% 264  


Optometry 346 459 494 573 688 98.8% 266  
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Specialty 


Type 


Providers 


in 2008 


Providers 


in 2009 


Providers 


in 2010 


Providers 


in 2011 


Providers 


in 2012 


% 


Change 


2008-


2012 


Total 


Number 


of 


Provider 


Locations 


2012 


Complete 


Coverage 


of 


Indiana, 


with 60-


Mile 


Radius 


from 


Providers 


Orthopedic 


Surgery 
330 462 603 685 849 157.3% 245  


Otolaryngology 444 567 751 910 1,012 127.9% 273  


Pathology 32 35 45 40 45 40.6% 39  


Physical Therapy 99 133 177 180 211 113.1% 183  


Pulmonary 


Disease 
214 472 522 558 594 177.6% 211  


Radiation 


Oncology 
439 635 605 567 629 43.3% 123  


Rheumatology 35 138 156 135 148 322.9% 76  


Speech Pathology 11 18 20 21 22 100.0% 22  


Urology 500 546 637 790 798 59.6% 182  


TOTAL 8,186 14,274 16,752 


At 


least 


14,0


31 


At least 


21,121 


At 


least 


73.2% 


At least 


4,881 


At least 


20 of 26 


         


 


Source: Anthem Specialists 2012 Summary 


Note: * indicates information not available. 


In 2012, MHS met geo-access standards in all categories except for anesthesiology, dermatology, 


endocrinology, neurosurgery, pathology, physical therapy, and speech pathology. The plan notes 


that it meets the 90-mile access standards for all of these specialties except speech pathology. 


Between 2011 and 2013 (the date for which MHS provided information), MHS expanded or 


maintained its specialist networks in most categories, except for hematology, infectious disease, 


neurology, and physical therapy. No information was available to determine whether MHS had 


enough diagnostic radiologists in its network to meet standards.  


Table 6.3. MHS Specialist Network, 2011-2013 


 


Specialty Type 
Number of 


Providers 2011 
Number of 


Providers 2013 
% Change 
2011-2013 


Total Number 
of Provider 


Locations 2013 


Complete 
Coverage of 
Indiana, with 


60-Mile 
Radius to 
Providers 


 


Anesthesiology 211 211 0.0% 49 
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Specialty Type 
Number of 


Providers 2011 
Number of 


Providers 2013 
% Change 
2011-2013 


Total Number 
of Provider 


Locations 2013 


Complete 
Coverage of 
Indiana, with 


60-Mile 
Radius to 
Providers 


 


Cardiovascular 275 347 26.2% 156  


Clinical 
Psychology 


264 394 49.2% 244 


Dermatology 53 535 909.4% 27 



Diagnostic 
Radiology 


244 244 0.0% * * 


Endocrinology 41 41 0.0% 34 
 


Gastroenterology 168 176 4.8% 64  


General Surgery 316 352 11.4% 157 


Hematology 137 86 -37.2% 60 


Infectious 
Disease 


37 30 -18.9% 23 


Medical 
Oncology 


** 86 
 


60 


Nephrology 87 100 14.9% 46 


Neurosurgery 41 72 75.6% 28 



Neurology 182 100 -45.1% 46  


Occupational 
Therapy 


23 33 43.5% 24 


Ophthalmology 94 112 19.1% 53 


Optometry 72 113 56.9% 57 


Orthopedic 
Surgery 


223 275 23.3% 131 


Otolaryngology 131 139 6.1% 58 


Pathology 91 117 28.6% 25 



Physical Therapy 85 77 -9.4% 38 
 


Pulmonary 
Disease 


101 113 11.9% 68  


Radiation 
Oncology 


57 58 1.8% 37 


Rheumatology 7 32 357.1% 27 


Speech 
Pathology 


14 17 21.4% 9 



Urology 137 153 11.7% 61  


TOTAL At least 3,091 At least 4,013 At least 29.8% At least 1,582 At least 
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Specialty Type 
Number of 


Providers 2011 
Number of 


Providers 2013 
% Change 
2011-2013 


Total Number 
of Provider 


Locations 2013 


Complete 
Coverage of 
Indiana, with 


60-Mile 
Radius to 
Providers 


 


18 of 26
 


 


Source: MHS Specialists Summary, 2013 


Note:  * indicates information not available. MHS provided information for 2013 and not for 2012. 


In 2012, MDwise met geo-access standards for all specialist areas except for dermatology and 


nephrology. Between 2008 and 2012, it expanded its access in all specialty areas except for 


dermatology.  
 


Table 6.4. MDWise Specialist Network, 2008-2012 


Specialty Type 


Number of 
Locations 


2008 


Number of 
Locations 


2009 


Number of 
Locations 


2010 


Number of 
Locations 


2011 


Number of 
Locations 


2012 


% 
Change 
2008–      
2012 


Complete 
Coverage 
of Indiana, 


with 60-
Mile 


Radius 
from 


Providers 
 


 


Anesthesiology 91 134 609 197 237 160% 
 


Cardiovascular 149 245 340 335 403 170% 


Clinical Psychology 9 9 383 333 405 4,400% 


Dermatology 369 387 37 45 50 -86% 
 


DME and Prosthetic 
Suppliers 


33 42 81 252 247 648% 


Gastroenterology 37 51 117 137 164 343% 


General Surgery 82 113 234 270 346 321% 


Gynecology 99 124 280 370 515 420% 


Home Health 13 16 29 55 103 692% 


Nephrology 28 46 101 124 150 435% 
 


Neuro Surgery 13 13 60 44 74 469% 


Neurology 37 44 155 167 190 413% 


Oncology 24 40 99 190 237 887% 


Ophthalmology 23 32 92 156 194 743% 


Optometry 11 14 71 149 158 1,336% 


Orthopedic Surgery 56 69 139 193 247 341% 


Otolaryngology 46 44 95 124 145 215% 
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Source: MDwise specialists summary, 2013. 


 


B. MEMBER PERCEPTIONS OF COST SHARING REQUIREMENTS 


 


To examine access to care among members and to evaluate whether HIP’s cost sharing 


requirements serve as a barrier to coverage for low-income Hoosiers, Mathematica conducted a 


telephone survey of 847 current HIP members who had been enrolled at least two years at the 


time of the survey. Another survey of 613 “leavers,” individuals who had been enrolled in HIP 


within the last 12 months but were not enrolled at the time of the survey, was also conducted. 


When the survey weights are applied, the respondents to the survey of current HIP members 


represent 16,830 current members who have been enrolled at least two years and the respondents 


to the survey of HIP leavers represent 4,049 former members. Survey respondents shared their 


perceptions of cost-sharing requirements (including POWER account contributions and ER co-


payments). 


1. Monthly POWER Account Contributions 


General Perception of the Method of Contributing to the Cost of Healthcare: The 2013 


survey assessed currently enrolled HIP members’ preferences for the method of contributing to 


their healthcare costs (up-front contributions versus making copayments at the time of service). 


A significant majority of HIP members (83.1 percent) reported that when given the choice 


between paying a fixed monthly amount up front with the opportunity to receive funds back and 


making a payment each time they visited a health professional, pharmacy, or hospital, they 


preferred to pay up front (make a POWER account contribution). Members with incomes above 


100 percent of the FPL were slightly more likely to report a preference for paying up front than 


those at or below 100 percent of the FPL (86.2 percent versus 81.6 percent, respectively). 


Table 6.5. Preferred Method of Contributing to Healthcare Costs 


 All Respondents ≤ 100% FPL > 100% FPL 


Number of Members 16,830 11,477 5,353 


    


Prefer paying up front 


(POWER account) 


 


83.1% 


 


81.6% 


| 


86.2% 


Prefer paying each 


doctor visit 
13% 


 


15% 


 


8.9% 


Pathology 20 29 129 189 213 965% 


Physical Therapy 15 30 176 222 272 1,713% 


Psychiatry 7 346 314 231 265 3,685% 


Pulmonary Disease 39 48 90 151 196 402% 


Radiology 131 253 380 183 219 67% 


Urology 22 65 107 138 158 618% 


TOTAL 1,354 2,194 4,118 4,255 5,188 283% 21 of 23 
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 All Respondents ≤ 100% FPL > 100% FPL 


(copayments) 


    


Refused/Don’t Know 3.9% 3.4% 4.9% 


 


General Perception of the Size of the Monthly Contribution. In the survey samples, 84 


percent of current HIP members and 82 percent of former HIP members contributed to their 


POWER accounts. Among those who made a monthly contribution to their HIP POWER 


accounts, approximately three quarters of current HIP members felt that their monthly 


contributions were “the right amount,” and nearly 85 percent believed the amount was either 


right or below the right amount.  Former HIP members had the same perception of the 


contributions they made while enrolled; 74 percent believed they were the right amount and 82 


percent believed they were either the right amount or below the right amount. Compared to HIP 


members, former members were slightly more likely to report that their contributions had been 


too much, 17 percent compared to 14 percent. Members’ perception of their contributions varied 


by income, but the variation was not consistent between current and former members. Current 


HIP members with incomes at or below 100 percent of FPL were the group most likely to report 


the monthly contribution was the right amount or too low (87 percent), whereas former HIP 


members with income at or below 100 percent of FPL were the least likely to report the amount 


was right or too low (79 percent). Those with income above 100 percent of FPL fell in between, 


with former HIP members in this income range more likely to report the monthly contribution 


was right or too low (84 percent) compared to current HIP members in the same income group 


(82 percent).   


Table 6.6. Perception of Monthly Contributions (Weighted Data) 


 All Respondents Who 


Made Monthly 


Contributions 


≤100% FPL > 100% FPL 


Perception of Monthly 


Contribution 


Current 


Members 


Former 


Members 


Current 


Members 


Former 


Members 


Current 


Members 


Former 


Members 


Number of Members 14,126 3,295 9,059 1,468 5,067 1,361 


Too much 14.3% 16.8% 11.9% 19.9% 18.6% 15.4% 


The right amount 76.3% 73.5% 78.6% 71.9% 72.1% 74.4% 


Below the right amount 8.6% 8.8% 8.2% 7.4%
b


 9.4%
b


 9.4%
b


 


Don’t know 0.4%
b


 0.7%
b


 0.7%
b


 0.5%
b


 0.0%
b


 0.9%
b


 


Source: Mathematica analysis of 2013 survey of current and former HIP members. 


Notes: Approximately 14.2 percent of respondents to the survey of former HIP members did not 


provide income information. These respondents are included in the “all respondents” column, 


but not in those containing income breakdowns. The source information for income varied by 


survey sample. For current HIP members, income information came from HIP administrative 


records and was therefore the income at the time of the member’s last annual 


redetermination. Respondents to the survey of former HIP members were asked to report their 


income at the time of the survey, which was necessarily after they had disenrolled in HIP. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents.
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Worries About Ability to Pay the Monthly Contribution. Current and former HIP members 


reported similar rates of worrying about having enough money to pay their monthly 


contributions (Table 6.7). Approximately 81 percent reported that they sometimes, rarely or 


never were worried about having enough money to pay their monthly contribution. Conversely, 


17 percent of current HIP members and 19 percent of former members reported that they 


“always” or “usually” worried about having enough money to pay their monthly contributions. 


Income appears to have an important association with this type of worry among former HIP 


members.  The percentage of former HIP members who reported they sometimes, rarely, or 


never worried about their monthly contributions ranged from 75 percent among those with 


income at or below 100 percent of FPL to 85 percent among those with income above 100 


percent of FPL.  Current HIP members did not show the same level of variation in responses and 


income did not appear to have an important association. 


Table 6.7. Worries About Paying Monthly Contributions Among Members Who Made Monthly 


Contributions (Weighted Data) 


 


 All Respondents Who 


Made Monthly 


Contributions 


≤100% FPL > 100% FPL 


Frequency of Worrying 


About Paying Their 


Monthly Contribution 


Current 


Members 


Former 


Members 


Current 


Members 


Former 


Members 


Current 


Members 


Former 


Members 


Number of Members 14,126 3,295 9,059 1,468 5,067 1,361 


Always/Usually 17.3% 19.0% 16.8% 24.8% 18.2% 14.7%
b


 


Sometimes 32.9% 32.0% 31.1% 34.1% 36.1% 29.6% 


Rarely 18.9% 22.0% 19.0% 18.3% 18.9% 25.8% 


Never 29.5% 27.0% 32.3% 22.8% 26.3% 29.9% 


Don’t know 0.7%
b


 0.0%
b


 0.9%
b


 0.0%
b


 0.4%
b


 0.0%
b


 


Source: Mathematica analysis of 2013 survey of current and former HIP members. 


Notes: Approximately 14.2 percent of respondents to the survey of former HIP members did not 


provide income information. These respondents are included in the “all respondents” column, 


but not in those containing income breakdowns. The source information for income varied by 


survey sample. For current HIP members, income information came from HIP administrative 


records and was therefore the income at the time of the member’s last annual 


redetermination. Respondents to the survey of former HIP members were asked to report their 


income at the time of the survey, which was necessarily after they had disenrolled in HIP. The 


questions posed to current HIP members and former members varied slightly. Members were 


asked how often they were worried about having enough money to pay their monthly 


contributions over the last 12 months. Former members were asked how often they were 


worried about having enough money to pay their monthly contribution while they were 


enrolled in HIP. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents.
  


Former members were also asked to report how often they had worried about their medical 


expenses at the time of the survey. Overall, 54 percent of former members reported “always” or 


“usually” worrying about their medical expenses, which was much higher than the 19 percent 


who reported that they had “always” or “usually” worried about their monthly payments (Table 


6.8). While former members with incomes above 100 percent of FPL were more likely than 


those at or below the FPL to report “rarely” or “never” worrying about either monthly payments 
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or medical expenses, both groups reported worrying about current medical expenses more 


frequently than they had worried about their monthly payments. 


Table 6.8. Former Members’ Frequency of Worrying about Monthly Contribution and Medical 


Expenses (Weighted Data) 


 


Frequency of 


Worrying About 


Payment/Expense


s 


All Respondents Who 


Made Monthly 


Contributions 
≤ 100% FPL > 100% FPL 


Number of 


Former Members 
3,295 1,468 1,361 


 Monthly 


Payment 


Medical 


Expenses 


Monthly 


Payment 


Medical 


Expenses 


Monthly 


Payment 


Medical 


Expenses 


Always/usually 19% 51.1% 24.8% 54.6% 14.7%
b


 49.2% 


Sometimes 32.0% 23.7% 34.1% 23.1% 29.6% 24.7% 


Rarely/never 49.0% 22.6% 41.1% 19.1% 55.7% 24.7% 


Don’t Know 0.0%
b


 0.4%
b


 0.0%
b


 0.5%
b


 0.0%
b


 0.0%
b


 


Source: Mathematica analysis of 2013 survey of former HIP members. 


Note: 14.2 percent of former members did not provide income information. They are included in the “all 


respondents” category but not in the categories providing income breakdowns. 2.9 percent of respondents 


who made monthly contributions did not provide information on their frequency of worrying about 


medical expenses. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


At the time of the survey, over half of former members said that they were currently uninsured, 


while 22 percent had gained public insurance through Medicare or Medicaid and 20 percent had 


gained private insurance through an employer or by purchasing an individual policy (Table 6.8). 


Individuals reporting income at or below 100 percent FPL at the time of the survey were more 


likely to have public insurance than private (27 percent versus 12 percent). Of those reporting 


income greater than 100 percent FPL, 13 percent reported having public insurance coverage, 


while 31 percent had private coverage. Former HIP members who were uninsured at the time of 


the survey were more than twice as likely as those with public or private insurance to say that 


they “always” worried about medical expenses. Uninsured former members below the FPL were 


more likely than those above the FPL to say they were “always” or “usually” worried about their 


medical expenses (74 percent versus 67 percent). Though the uninsured worried about medical 


expenses at far higher rates than those with insurance, individuals with public insurance were 


more likely than those with private insurance to say that they “rarely” or “never” worried about 


their medical expenses. Though higher-income individuals appear to worry less often about 


medical expenses than those with income at or below 100 percent FPL, the number of 


individuals in each income group is too small to provide reliable data. 
 


 


Table 6.9: Former Members’ Frequency of Worrying about Medical Expenses by Insurance Status 


(Weighted Data) 


 


Frequency of 


Worrying 


About Medical 


Expenses 


All Respondents ≤ 100% FPL > 100% FPL 


Uninsured Public Private Uninsured Public Private Uninsured Public Private 
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Number of 


Members 


2,230 870 809 1,054 491 220 836 211 496 


Always/Usually 69.4% 32.5% 35.7% 74.0% 35.6% 34.8%
b


 67.1% 27.8%
b


 33.5%
b


 


Sometimes 15.5% 30.3% 34.0% 12.7%
b


 29.6%
b


 45.8%
b


 18.0%
b


 34.2%
b


 30.8%
b


 


Rarely/never 10.5% 37.2% 30.3% 8.8%
b


 34.9% 19.5%
b


 12.8%
b


 38.0%
b


 35.7%
b


 


Don’t know  0.7%
b


 0.0%
b


 0.0%
b


 0.8%
b


 0.0%
b


 0.0%
b


 0.0%
b


 0.0%
b


 0.0%
b


 


Source: Mathematica analysis of 2013 survey of former HIP members. 


Note: 14.2 percent of former members did not provide income information. They are included in the “all 


respondents” category but not in the categories providing income breakdowns. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents.
 


 


Willingness to Pay a Higher Monthly Contribution. Current HIP members were 


overwhelmingly willing to pay more each month to remain enrolled in HIP (Table 6.10). Among 


those currently making monthly contributions, nearly 94 percent are willing to pay $5 more each 


month and 88 percent are willing to pay $10 more to remain enrolled in HIP. Among those 


members who were not making monthly contributions, 82 percent reported that they would be 


willing to pay $5 each month for HIP coverage, while 75 percent said they would be willing to 


pay $10 each month. Willingness to pay more was fairly consistent between income groups. 


Table 6.10. Member Willingness to Contribute More (Weighted Data) 


 All Respondents  ≤100% FPL > 100% FPL 


Willingness to 


Contribute More 


Current 


Contributors 


Current 


Non-


Contributors 


Current 


Contributors 


Current 


Non-


Contributors 


Current 


Contributors 


Current Non-


Contributors 


Number of 


Members 


14,126 2,643 9,059 2,378 5,067 266 


Would pay $5 


more 


93.5% 81.7% 93.0% 81.4% 94.5% 85.0%
b


 


Would pay $10 


more 


88.1% 75.0% 87.7% 74.8% 88.6% 77.2%
b


 


Source: Mathematica analysis of 2013 survey of current and former HIP members. 


Notes:      Former members were not asked whether they would have paid more to remain in the 


program. 


b 


These estimates may be unreliable because they are based on less than 30 respondents.
  


Program Costs and Disenrollment. Among those surveyed members who disenrolled from HIP 


within the past year, program costs were only cited by 14 percent as the reasons for disenrolling 


(Table 6.11). More commonly, former members indicated they did not follow the requirements 


necessary to redetermine their eligibility (28 percent) or obtained other insurance (14 percent 


obtained other public insurance such as regular Medicaid or Medicare and 12 percent obtained 


private coverage). Twelve percent disenrolled specifically because they forgot to pay their 


monthly contribution (data not shown and subsumed in the group that did not follow the 


requirements necessary to redetermine eligibility). 
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Some variation by income was observed, with 19 percent of former members at or under 100 


percent FPL reporting that they left due to cost, compared with 9 percent among those above 100 


percent of FPL (Table 6.11). In addition, former members at or under 100 percent FPL were 


disproportionately more likely to have left because they gained other public insurance (Medicare 


or Medicaid), while those above 100 percent FPL were disproportionately more likely to have 


gained private insurance.  


Table 6.11. Former Members’ Reasons for Disenrolling from HIP (Weighted Data) 


Reason for Leaving HIP All Respondents ≤ 100% FPL > 100% FPL 


Number of Members 4,049 1,836 1,594 


    


Cost too much 14.2% 19.0% 8.8%
b


 


Didn’t complete 


paperwork in 


time/Forgot to re-


enroll/Forgot 


monthly payment 


28.3% 30.7% 27.3% 


Process issue 8.6% 9.3%
b


 6.6%
b


 


Gained other public 


insurance 
13.5% 16.5% 8.7%


b


 


Gained private 


insurance 
12.3% 7.8%


b


 18.8% 


Reported other 


unspecified 


insurance 


7.3% 8.1%
b


 7.3%
b


 


Increase in income 10.1% 5.7%
b


 16.1% 


Other 10.9% 9.9%
b


 9.9%
b


 


Source: Mathematica analysis of 2013 survey of former HIP members. 


 


Note:  Respondents had the option to select more than one reason for disenrolling in HIP. 14.2 percent of 


former members did not provide income information. They are included in the “all respondents” 


category but not in the categories providing income breakdowns. Former members were asked to 


report their income at the time of the survey, which was necessarily after they had disenrolled in 


HIP. 


 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


2. Costs as a Barrier to Care.  


Members were also asked about the frequency with which they had needed medical care in the 


last six months, but had decided not to seek it. Only 12 percent of members reported at least one 


instance where they decided not to seek care despite needing it (data not shown). Respondents 


had varied reasons for not seeking care, but cost was not a major factor, with only 6 individuals 


reporting cost as the reason. 


3. Emergency Room Copayments  


Current HIP ER co-payments range from $3 to $25, depending on caretaker status and income. 


Overall, 72 percent of members never utilized the ER during the past six months (Table 6.12). Of 


the 28 percent of members who went to the ER at least once in this time frame, 60 percent 
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reported that they were never asked to pay a copayment, while 28 percent said that they were 


asked to pay each time. Of the members who were asked to pay a copayment, 79 percent 


reporting being able to pay it. While this ability appeared to vary by income (with more 


individuals at or below 100 percent FPL reporting an inability to pay the copay), the number of 


individuals asked to pay a copay was extremely small, and when this group was further broken 


down by income, the number of individuals in each category became too small to produce 


reliable estimates. Survey respondents were also asked whether the ER copayment policy ever 


caused them to decide not to go to the emergency room. Less than seven percent of members 


reported that they avoided the ER because of the copayment (data not shown).  


Table 6.12. Emergency Room Copayments and Current Members’ Use of the Emergency Room 


(Weighted Data) 


 


ER Copayment and usage Respondents 


Total number 16,830 


  


Percent of members who went to ER in past 6 months 27.8% 


  


Of Members Who Decided Not to Go to ER Because of the Copayment  


Number 1,093 


Got care someplace else 39.7%
b


 


Did not get care 60.3% 


  


Of members who went to ER in past 6 months:  


Number 4,670 


Asked to pay a co-pay every time 27.9% 


Sometimes asked to a pay a co-pay 5.0%
b


 


Never asked to pay a co-pay 59.5% 


Admitted to hospital each time 5.0%
b


 


 


Don’t know 
2.6%


b


 


  


Of members asked to a make a co-pay:  


Number 1,537 


Able to pay it 78.8% 


Not able to pay it 21.2%
b


 


Don’t know 0.0%
b


 


Source: Mathematica analysis of 2013 survey of current HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents.
 


 


When asked their thoughts on paying a $25 co-payment to go to the emergency room, the 


majority of non-caretaker, current members (68 percent) reported that it would be the right 


amount or below the right amount, while approximately a third (31 percent) said that it would be 


too much (Table 6.13). This perception varied by income, with 36 percent of members at or 


under 100 percent FPL saying this would be too much, compared to 22 percent of members 


above 100 percent FPL. 


Table 6.13. Perception of $25 Copayment, By Income (Weighted Data) 


Perception of a $25 


ER Copayment 


All Respondents ≤ 100% FPL > 100% FPL 
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Number of Members 16,830 11,477 5,353 


Too much 31.4% 35.7% 22.3% 


The right amount 62.6% 58.3% 71.8% 
Below the right 


amount 


5.0% 4.9% 5.2%
b


 


Don’t know 0.9%
b


 1.0%
b


 0.7%
b


 


Source: Mathematica analysis of 2013 survey of current HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents.
  


6.3 GOAL III – PROMOTE VALUE-BASED DECISION-MAKING AND PERSONAL HEALTH 


RESPONSIBILITY 


 


HIP employs a number of financial incentives in an effort to encourage members to become 


thoughtful health care purchasers and active participants in maintaining or improving their 


health. These incentives begin upon enrollment, when most HIP members are required to 


contribute to the cost of their care by making monthly contributions to their POWER accounts. 


To assess the goal of value-based decision-making, the 2013 survey asked current and former 


HIP members about their knowledge of HIP program policies and incentives. The survey sought 


to assess whether members were knowledgeable about (1) the POWER account feature; (2) the 


status of their own POWER account; (3) incentives built into the program to encourage 


preventive care, such as rollovers; and (4) incentives built into the program to discourage non-


emergent use of the ER. Key findings include: 


 Most HIP members had heard of the POWER account, and many check the balance in 


their account at least monthly. 


 More education is likely necessary to ensure that HIP members fully understand the link 


from securing preventive care to receiving a rollover to benefiting from reduced monthly 


contributions. 


 Most respondents were aware of the required ER copayment. However, of the 


respondents who utilized the ER, the majority were not asked to make a copayment. 


A. POWER ACCOUNT CONTRIBUTIONS 


In 2012, about 77 percent of those eligible for HIP were required to make contributions to their 


POWER account.
14


 This rate has increased since 2008, when 65 percent of members were 


required to make a contribution.  


 


                                                 
14


 The percentage of HIP members required to make a monthly contribution is somewhat higher than the 


percentage that actually make the contribution.  MHS reports that while the majority of its members are required to 


pay a monthly contribution, they waive the payment if the monthly contribution is less than a dollar each month due 


to the administrative costs associated with collecting and monitoring these payments. 
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Employers may pay for a portion of the employees’ monthly contributions. Health plans provide 


information for members to give their employers about their ability to provide HIP subsidies for 


employers; however, few have taken up this option. As of December 2012, 34 employers had 


contributed $10,834.90 on behalf of 38 Anthem members, for an average employee contribution 


of $285.13. MDwise had seven employers contribute $4,822.20 to POWER accounts for nine 


HIP members for an average employer contribution of $535.80. MHS received $2,523.55 from 


five employers for six members, for an average employee contribution of $420.59.   


 


Mathematica’s 2013 survey of current members asked respondents about their experiences 


requesting employer assistance with the monthly contributions. Forty-one percent of currently 


employed members reported that they were aware that employers could help to pay their monthly 


contributions (Table 6.14). Among those aware of the employer option, 83 percent of members 


with incomes at or below the FPL and 67 percent with incomes above the FPL reported that they 


had not asked their employers for assistance. Across income groups, the most popular reason for 


not asking was that members were confident that their employers would say no. Of the members 


who asked their employers for assistance, 92 percent reported that their employers had said no. 


However, the number of individuals who chose to ask their employers is too small to provide 


reliable information. 


 
Table 6.14. Member Experiences Requesting Employer Assistance With Monthly Contributions 


(Weighted Data) 


 


Member Experiences with Employer 


Assistance 


Currently Employed 


Respondents 
≤100% FPL >100% FPL 


Number of members 5,500 3,222 2,279 


    


Aware that employers could help pay 


monthly contribution 
   


Yes 41.0% 40.3% 42.0% 


No 53.6% 53.6% 53.7% 


Don’t Know 1.5% 1.8% 0.9% 


    


Of those aware:    


Number 2,254 1,297 957 


    


Have asked employer to help pay monthly 


contribution 
   


Yes 23.1%
b


 17.4%
b


 30.9%
b


 


No 76.0% 82.6% 66.9% 


Don’t Know 0.0%
b


 0.0%
b


 0.0%
b


 


    


Of those who asked:    


Number 521 226 296 


    


Employer response:    


Agreed to pay all of contribution 8.0%
b


 9.3%
b


 7.1%
b


 


Agreed to pay part of contribution 0.0%
b


 0.0%
b


 0.0%
b


 


Did not agree to contribute 92.0%
b


 90.8%
b


 92.9%
b


 


Still deciding 0.0%
b


 0.0%
b


 0.0%
b


 


Other 0.0%
b


 0.0%
b


 0.0%
b


 


Don’t Know 0.0%
b


 0.0%
b


 0.0%
b
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Member Experiences with Employer 


Assistance 


Currently Employed 


Respondents 
≤100% FPL >100% FPL 


    


Of those who did not ask:    


Number 1,712 1,071 641 


    


Reason for not asking
a


:    


Didn’t know who to ask 2.4%
b


 3.9%
b


 0.0%
b


 


Afraid of losing my job/Asking may 


jeopardize my job 
9.2%


b


 9.2%
b


 9.2%
b


 


Confident my employer would say no 40.0% 33.4%
b


 50.9%
b


 


Didn’t want employer to know I’m on HIP 3.4%
b


 3.7%
b


 3.0%
b


 


Felt like I was asking for a favor 4.7%
b


 5.7%
b


 3.0%
b


 


Other 2.3%
b


 1.8%
b


 3.3%
b


 


Don’t know 7.2%
b


 7.2%
b


 0.0%
b


 


 


Source: Mathematica 2013 survey of current HIP members. 


a 


Members were allowed to select more than one reason for not asking their employer. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 


B. HIP DISENROLLMENTS 


HIP uses the POWER account to promote value-based decision making and personal health 


responsibility among its members. Of the 126,607 Hoosiers found eligible for HIP over the five-


year demonstration, 105,197 individuals (83 percent) made their first POWER account payment 


and fully enrolled in the program (Table 6.15), while 21,472 individuals (17 percent of those 


otherwise found eligible) did not. Those with incomes at or below 100 percent of the FPL were 


most likely not to make an initial contribution—69 percent of the initial non-contributors were at 


or below the poverty level.  


Over the five year- period, 12,490 HIP members (12 percent of those ever fully enrolled) left the 


program for failure to make a subsequent POWER account contribution. The majority of those 


who disenrolled due to a failure to make a subsequent contribution were also at or below 100 


percent of poverty (57.5 percent). 


Table 6.15. Summary of Denials and Disenrollments Associated with Monthly Contributions 


Types of Denials or Disenrollments 2008-2012 


Number determined eligible for HIP 126,669 


Number ever enrolled in HIP 105,197 


Percent of those found eligible who enrolled 83% 


Number who left HIP for failure to make a subsequent POWER account contribution 12,490 


Percentage of those ever enrolled  who left HIP for failure to make a subsequent 


POWER account contribution 
10% 


Percentage of those who disenrolled who left HIP for failure to make a subsequent 


POWER account contribution 
10% 
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Source: OMPP analysis of HIP eligibility records extracted from MedInsight; OMPP data request number 


7527, June 3, 2010; OMPP data request number 7939, April 3, 2011; OMPP data request 8790, October 


18, 2012, OMPP data request number 9515, April 25, 2013. 


 


In 2012, most HIP disenrollments (31.8 percent) occurred after a member did not return his or 


her HIP re-determination packet. The failure to make a POWER account payment accounted for 


the second largest number of HIP individual accounts closed during 2012, with 3,924 members 


(28.3 percent of total disenrollment) failing to make a subsequent POWER account payment.  


 
Table 6.16. Top Five Types of HIP Member Counts Closed in CY 2012 


Member Count Closed Reason 


13,887 Total  


4,415 HIP redetermination packet not returned 


3,924 Failure to make POWER Account payment 


2,658 Closed due to Appeals ruling 


1,805 Other current health insurance 


1,085 Did not verify income 


  


Source: OMPP data request number 9515 April 23, 2013 


C. POWER ACCOUNT ROLLOVERS 


 


The majority of HIP members who were involved in the POWER account rollover process 


during calendar year 2012 did not have an account balance left after 12 months (they exhausted 


their POWER accounts over the course of the year), which is a reflection of high level of chronic 


disease burden in the HIP population. Of those who did have a balance, the majority received a 


partial rollover (their own contributions were rolled over, but not the State’s). A full rollover 


(member contributions plus those of the state) is received if the members meet the preventive 


care receipt requirement. The members who do not spend down their POWER accounts (have a 


balance left at the end of 12 months) may be healthier than those who do, so the observed lower 


rate of preventive care receipt might be due to a perception of lack of need. The MCEs continue 


to work to promote the preventive care incentive and develop member awareness and 


understanding of how the POWER account works.  By the end of 2012, just over one-third of 


POWER accounts eligible for a rollover over the course of the demonstration contained any 


funds to carry forward after 18 months of enrollment. Of the accounts with a remaining balance, 


about 65 percent received partial rollovers and about 35 percent received full rollovers. 


 


 
D. MEMBER KNOWLEDGE OF POWER ACCOUNTS 


 


The POWER account is structured to incentivize the use of preventive services among HIP 


members because they can reduce their future monthly contributions if they obtain appropriate 


preventive services, available at no cost. Members who do not use their entire POWER accounts 


during the course of a year will have the remainder of the account “rolled over” to the next year. 
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State subsidies are also rolled over, as long as members have met their preventive services 


requirements. The amount rolled over is then used to reduce the member’s future monthly 


contributions. 


 


For the incentive structure to work as intended, members must understand the POWER account 


and the program’s mechanisms for reducing their monthly contribution. Maximus, the state’s 


enrollment broker, strives to explain the HIP program and POWER account to enrollees. 


However, the health plans noted that new members continue to have many questions after 


enrolling in HIP.  


 


Mathematica’s 2013 survey evaluated the extent to which current and former HIP members 


understood the POWER accounts and the HIP program incentives. Key findings include: 


 


 More than three-quarters of current members had heard of the POWER account.  


 Among current members, nearly 60 percent reported checking their POWER account at 


least monthly. 


 More education is needed for members to fully understand program incentives. Most 


members believed that the cost of preventive screenings would be deducted from their 


POWER accounts, and many appeared unaware of the connection between the receipt of 


preventive services and POWER account rollovers. 


 


Familiarity with the POWER Account. Familiarity with the POWER account was high among 


survey respondents. Three-quarters (77 percent) of current HIP members reported that they had 


heard about the POWER account (Table 6.17). This rate was slightly lower among former 


members (67 percent). When asked how they had learned about the POWER account, current 


and former members offered similar answers. The most common methods for learning about the 


account included the member handbook and “the health plan,” though smaller percentages said 


they had learned about it through the HIP Web site or because “someone from the plan had 


called them to explain.”  
 


Table 6.17. Knowledge of POWER Account (Weighted Data) 


POWER Account knowledge Current HIP Members Former HIP Members 


Number of Members 16,830 4,048 


Had ever heard or learned about the POWER 


Account  
 


 


Yes 76.5% 67.0% 


No 22.1% 27.2% 


Don’t Know 1.4% 5.8% 


   


Of those who had heard of the POWER account:   


Number 12,875 2,714 


   


Methods of learning about the POWER account
a


   


Member handbook 44.2% 44.0% 


Someone from the plan called to explain 14.4% 16.5% 


HIP Web site 12.4% 9.6% 


Health plan 40.5% 40.2% 
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POWER Account knowledge Current HIP Members Former HIP Members 


Medical provider 4.7% 4.8%
b


 


Family/Friends 6.6% 3.6%
b


 


None of these 7.0% 6.4%
b


 


Don’t know 1.3%
b


 1.6%
b


 


   


Source: Mathematica analysis of 2013 survey of current and former HIP members. 


a


Respondents were allowed to select more than one method they used to learn about the POWER Account. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 


Knowledge of POWER Account Balance. Three quarters of current HIP members had heard of 


the POWER account, while nearly 60 percent of these respondents checked their account balance 


at least monthly (Table 6.18). Forty-seven percent reported an account balance at or below 


$1,100, while the remainder said they either did not know their balance, or reported an amount 


above $1,100 (the maximum amount for a POWER account).   


Table 6.18. Knowledge of POWER Account Balance Among Current Members (Weighted Data) 


Knowledge of POWER Account Balance 
All Respondents Who Had 


Heard of POWER Account ≤100% FPL > 100% FPL 


Number of Members 12,875 8,837 4,038 


Frequency with which member 


checks POWER account balance 
 


  


Weekly 0.6%
b


 0.9%
b


 0.0%
b


 


A few times a month 2.8%
b


 2.9%
b


 2.4%
b


 


Monthly 54.9% 53.5% 57.9% 


A few times a year, not every 


month 
13.3% 12.3% 15.4% 


Once a year 5.3% 5.3%
b


 5.4%
b


 


Never 21.1% 23.0% 16.9% 


Don’t know 1.9%
b


 1.8%
b


 2.0%
b


 


    


Reported a plausible POWER 


account balance 
47.1% 46.3% 49.0% 


 


Source: Mathematica analysis of 2013 survey of current HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 


Knowledge of POWER Account Rollovers. Forty eight percent of current members who had 


heard about the POWER accounts reported that they had funds left over in their POWER 


Account at their last HIP renewal date, which would have made them eligible for a rollover (data 


not shown). About 22 percent had exhausted their POWER account and did not have any funds 


to roll over and thirty percent of members did not know if they had funds left in their account at 


the last renewal date. Because so many of those who did not know may have only recently 


renewed their coverage at the time of survey, this section assesses respondent’s history of 


POWER account rollovers over their entire membership in the program. 
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When members who had heard about the POWER accounts were asked specifically if they had 


ever received a rollover during their HIP membership, 39 percent reported that they had, one-


third said they had not, and 28 percent did not know (Table 6.19).  Current members were more 


likely to report receiving a rollover compared to former members (39 percent compared to 24 


percent) and members in the higher income group were more likely to receive a rollover than 


those in the lower income group (among current members it was a 3 percentage point difference 


between the two income groups compared to a 5 percentage point difference among former 


members).  


Table 6.19. Knowledge of Effect of Rollover on Monthly Contributions, Among Current and Former 


Members (Weighted Data) 


 


 
Current Members Who Had 


Heard of the POWER Account 


Former Members Who Had 


Heard of the POWER Account 


Knowledge/Effects of Rollover 


Policies All  


≤100% 


FPL 


> 100% 


FPL All  


≤100% 


FPL 


> 100% 


FPL 


Number of Members 12,875 8,837 4,038 2,731 1,151 1,160 


       


Ever received a rollover       


Yes 39.2% 38.1% 41.4% 24.1% 22.8% 28.3% 


No 32.1% 32.7% 31.4% 60.1% 59.6% 58.9% 


Don’t know 28.4% 29.2% 26.7% 15.0% 17.7%
b


 12.0%
b


 


       


Of those reporting a rollover:       


Number 5,043 3,370 1,673 537 207 282 


       


Rollover affected size of 


monthly contributions 
 


     


Yes 37.3% 30.6% 50.7% 34.8% 34.9%
b


 38.5%
b


 


No 50.3% 55.6% 39.7% 58.9% 61.8%
b


 57.6%
b


 


Don’t Know 12.4% 13.8%
b


 9.6%
b


 6.3%
b


 3.3%
b


 3.9%
b


 


       


Of those who knew that 


rollover affected size of 


monthly contributions: 


 


     


Number 1,879 1,032 848 187 72 109 


Monthly contributions went 


down 
41.5% 40.1%


b


 43.2%
b


 64.3%
b


 93.0%
b


 48.8%
b


 


No longer had to pay 45.0% 41.2%
b


 50.0%
b


 29.7%
b


 7.0%
b


 41.0%
b


 


Monthly contributions went 


up/ Did not know 
13.5%


b


 18.7%
b


 7.2%
b


 5.9%
b


 0.0%
b


 10.2%
b


 


       


Source: Mathematica analysis of 2013 survey of current HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


Understanding of Relationship Between Rollovers and Monthly Contributions. Whether a 


current member remembered that his or her POWER account rollover affected the size of 


subsequent monthly contribution was closely related to their income. Overall, half of current 


members who reported receiving a rollover reported the rollover did not affect their monthly 


contribution, while 12 percent were not sure whether the rollover had affected their contribution 


(Table 6.19). However, members with income above 100 percent FPL were significantly more 
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likely than those at or below poverty to report that their rollover had affected their monthly 


contribution (51 percent versus 31 percent, with a p value of .0018).  


 


Of those current members who knew that their rollover had affected their monthly contribution, 


most (87 percent) reported that their contribution had been reduced or had been eliminated 


completely. The rest either did not know how their monthly contribution was affected or reported 


that their monthly contribution increased as a result of the rollover. 
 


Knowledge of Preventive Services Incentive. The survey data suggest that most current 


members may not be aware of the HIP policy that would allow them to get no-cost preventive 


care, but the results are difficult to interpret. This policy, designed to provide a financial 


incentive for members to obtain preventive services, allows members to obtain preventive 


services without having the cost deducted from their POWER accounts. When members were 


asked if they thought “the cost of preventive services like annual exams” would be deducted 


from their POWER account, 71 percent of members believed they would be deducted (Table 


6.20). A similar proportion also thought that “the cost of preventive services like cancer 


screenings” would be deducted from the account. 


Table 6.20. Current Member Knowledge of Preventive Services Policies (Weighted Data) 


Knowledge of Preventive Services 


Policies 


All Respondents Who 


Had Heard of POWER 


Account 


≤100% FPL > 100% FPL 


Number of members 12,875 8,837 4,038 


 


Believe cost of preventive 


services like annual exams 


would be deducted from POWER 


account 


71.3% 71.1% 71.6% 


 


Believe cost of preventive 


services like cancer screening 


would be deducted from POWER 


account 


 


72.6% 73.1% 71.3% 


 


Source: Mathematica analysis of 2013 survey of current HIP members. 


 


However, HIP allows the health plans to place a $500 cap on the amount of no-cost preventive 


services members can obtain. To date, only Anthem has imposed this cap, so members of this 


plan may be aware of this limit. A breakdown of results by health plans reveals that Anthem 


members were slightly more likely than MDwise members to believe that the cost of preventive 


services would be deducted from their accounts (Table 6.21). The number of MHS members in 


the sample was too small to draw conclusions, though they appeared to be the least likely to 


believe the cost of preventive exams would be deducted from their POWER accounts. 


Table 6.21. Current Member Knowledge of Preventive Services Policies, By Plan  (Weighted Data) 
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 Anthem MDwise MHS 


Knowledge of Preventive 


Services Policies, Among 


Those Who Had Heard of 


POWER Account 


All ≤100% 


FPL 


>100% 


FPL 


All ≤100% 


FPL 


>100% 


FPL 


All ≤100% 


FPL 


>100% 


FPL 


Total Number 8,998 5,993 3,005 2,803 2,060 743 273 233 40 


 


Believe cost of preventive 


services like annual exams 


would be deducted from 


POWER account 


72.4% 72.9% 71.2% 68.7% 67.3% 72.7%
b


 56.9%
b


 49.6%
b


 100.0%
b


 


 


Believe cost of preventive 


services like cancer 


screening would be 


deducted from POWER 


account 


75.0% 77.5% 70.0% 68.0% 66.3% 72.7%
b


 63.9%
b


 57.7%
b


 100.0%
b


 


Source: Mathematica analysis of 2013 survey of current HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 


Knowledge of Connection Between Preventive Care and Reduction of Monthly 


Contributions. The knowledge of current HIP members and their understanding of the link 


between preventive care receipt and POWER account rollovers and the reduction of their 


monthly contribution is mixed (Table 6.22).  When those who had heard about the POWER 


account were asked how the receipt of preventive care services affected the POWER account 


rollover, if there was money to rollover to the next year, approximately one-quarter reported that 


getting preventive services would qualify them for a rollover. More than half indicated that they 


were not sure how preventive services affected the rollover, while 14 percent thought that 


preventive services did not affect the rollover.  


 
Table 6.22. Knowledge and Effects of Connection Between Preventive Care and Rollover Receipt 


Among Current Members Who Had Heard of POWER Account (Weighted Data) 


Knowledge/Effects of Rollover Policies 


Current Members 


Who Have Heard of 


the POWER Account ≤100% FPL > 100% FPL 


Number of members 12,875 8,837 4,038 


    


Understanding of relationship between preventive 


services and rollover 
   


Know that preventive services affect POWER 


account rollover 
26.3% 24.4% 30.3% 


Not sure how preventive services affect POWER 


account rollover 
53.6% 53.8% 53.5% 


Believe preventive services do not affect POWER 


account rollover 
13.7% 14.1% 13.7%


b


 


Don’t know 6.1% 7.5% 3.0%
b


 


Source: Mathematica analysis of 2013 survey of current HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 
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Among the 39 percent of current members who had experienced a POWER account rollover, 


about half reported that the rollover had made them more likely to get preventive care and 43 


percent reported that it had no effect on their decision to obtain preventive care. Notably, very 


few members reported that receiving a rollover would make them less likely to get preventive 


care in the future. Members who reported never having received a rollover were split on whether 


the experience of not receiving a rollover would incentivize them to get preventive care in the 


future. Approximately 38 percent reported that not receiving a rollover had made them more 


likely to get preventive care in the future (Figure 6.5). About one quarter of these individuals 


reported that the experience of not receiving a rollover would make them less likely to get care in 


the future, while nearly a third reported it would have no effect. Within this group of member 


who had never received a rollover, some differences by income were apparent, but the sample 


sizes are too small for reliable estimates. 


 


Figure 6.5: Likelihood of Seeking Preventive Care by Receipt of a POWER Account 


Rollover (Weighted Data) 


 
Source: Mathematica analysis of 2013 survey of current HIP members. 


Note: The sample of respondents reporting receipt of a rollover represents 5,043 current HIP members 


and the sample who did not receive a rollover represents 4,157 current HIP members. The estimates for 


the group that received a rollover and reported that the rollover made them less likely to seek preventive 


care and those responding they did not know how the rollover affected their likelihood of seeking 


preventive care may be unreliable because the information is based on less than 30 respondents. 


 
E. EMERGENCY ROOM USAGE 


The HIP program requires copayments for non-emergency use of the emergency room. This 


policy is intended to encourage appropriate utilization of primary care and discourage 
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inappropriate and costly ER use.  In 2012, these co-payments varied from $3 to $25 depending 


on an individual’s caretaker status and his or her federal poverty level (FPL). ER co-payments 


cannot be deducted from the member’s POWER account and must be paid out-of-pocket. 


Additionally, individuals are provided with Explanations of Benefits for all healthcare services, 


including ER visits, which increase member awareness of the cost of services. 


1. Emergency Room Usage in 2012: Administrative Data 


 


According to 2012 claims data, the top reasons for ER visits were fairly similar across the three 


MCE’s, with abdominal pain, chest, pain, and backache/lumbago emerging as some of the most 


common (Table 6.23). 


 
Table 6.23. Top 5 Reasons for ER Visits, by Managed Care Entity 


Anthem MDwise MHS 


Abdominal pain Chest pain, unspecified Chest pain, unspecified 


Chest pain Abdominal pain, other specified 
site 


Abdominal pain, unspecified site 


Backache/lumbago/sciatica Abdominal pain, unspecified site Headache 


Upper respiratory 
infection/Bronchitis 


Headache Abdominal pain, other specified 
site 


Pain in limbs or joints Lumbago Lumbago 
Source: Anthem, MDwise, and MHS. 


 


During 2012, 17,584 unique HIP beneficiaries made one or more trips to the emergency room 


(32 percent of total enrollees). This figure includes ESP (Enhanced Service Plan) HIP members. 


ESP is comprised of individuals with the highest risk in the HIP population and was designed to 


lower health plan risk and reduce capitation rates. Members have high-risk conditions (such as 


cancer, HIV/AIDs, and hemophilia), or have had an organ transplant or are on the waiting list, 


and tend to incur high healthcare costs. In contrast, 38 percent of adult Hoosier Healthwise 


(HHW) members (pregnant women and low-income parents) visited the ER at least once in 


2012. HHW members are not required to make co-payments for inappropriate ER use, which 


may partially explain the overall lower rate of ER use among HIP members. 


Table 6.24 illustrates the total number of HIP and HHW member visits to the ER. During CY 


2012, HIP members had fewer emergency room visits per 1,000 members than HHW adult 


members. Additionally, HIP members who were required to make contributions to their POWER 


accounts visited the ER at a lower rate than those who were not required to make contributions, 


ESP members, and Hoosier Healthwise members. HIP ESP members likely use the ER at higher 


rates due to their high-risk conditions. 


Table 6.24. Adult Emergency Room Visits, HIP and Hoosier Healthwise, 2012 


 Healthy 


Indiana Plan-


ESP 


Healthy 


Indiana Plan-


Contributors 


Healthy Indiana 


Plan Non-


Contributors 


Hoosier 


Healthwise 
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Total Members in 


2012 


 


2,239 


 


41,329 


 


12,129 


 


203,859 


Total number of 


unique individuals 


who visited the ER  in 


2012 


 


992 


 


12,041 


 


4,551 


 


78,194 


Percent of unique 


enrollees who visited 


the ER in 2012 


 


44% 


 


29% 


 


38% 


 


38% 


Total Number of ER 


Visits, 2012 


 


2,693 


 


22,991 


 


10,541 


 


188,294 


Average Visits per 


Unique Recipient* 


 


2.7 


 


1.9 


 


 


2.3 


 


2.4 


Total Number of 


Member Months of 


Enrollment  


 


21,770 


 


360,059 


 


113,174 


 


1,436,641 


Average Enrollment 


(Member months/12) 


 


1,814 


 


30,005 


 


9,431 


 


119,720 


Average Number of 


Months Enrolled 


 


9.7 


 


8.7 


 


9.3 


 


7 


Annual Emergency 


Room Visits per 


1,000 members 


 


1,484 


 


766 


 


1,118 


 


1,573 


Source: Milliman analysis of 2012 claims, November 2013 


*Of those who visited the ER in 2012 


 


2. Emergency Room Usage, As Reported By Members 


Among the respondents to the 2013 survey of current HIP members, twenty-eight percent 


reported that they had made at least one trip to the ER in the six months prior to the survey 


(Table 6.25). Of those who used the ER, eight percent reported that they had tried to make an 


appointment with a doctor or clinic, but had not been able to get one fast enough, and chose to go 


to the ER instead (data not shown). However, the majority of ER care-seekers were not high-


frequency users. Of those who used the emergency room, the majority (64 percent) made only 


one trip, with 22 percent reporting two trips, and only 14 percent reporting three or more trips 


(Table 6.25).  


Table 6.25. Use of Emergency Room In the Past Six Months, Among Current Members (Weighted 


Data) 


Access to ER Care All Respondents ≤100% FPL > 100% FPL 


Number of members 16,830 11,477 5,353 


    


Percent of members who went to ER in past 6 


months 
27.8% 27.8% 27.8% 


    


Of those who went to ER in past six months:     
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Access to ER Care All Respondents ≤100% FPL > 100% FPL 


Number 4,670 3,455 1,215 


 


Number of trips made:  
   


1 trip 64.4% 62.6% 69.5% 


2 trips 21.7% 23.9% 16.2% 


3 or more trips 13.7% 13.5% 14.3% 


Don’t know 0.8% 0.0% 1.1% 


 


Number of times admitted to hospital after going to 


ER 


   


0 times 72.9% 74.7% 67.9% 


1 time 22.1% 20.3% 27.4% 


2 or more times 5.0% 5.0% 4.7$ 


Don’t know 0.0% 0.0% 0.0% 


Source: Mathematica analysis of 2013 survey of HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents.
 


 


4. Self-Reported ER usage trends 


Although trends in ER use have been relatively steady throughout the demonstration, several 


aspects of these trends are notable.  As Figure 6.6 indicates, ER utilization rates appear to be 


associated with income and those in the higher income group consistently throughout the five 


years of the HIP program used the ER at a lower rate than those in the lower income group. We 


also see that during the first three years, from 2008 through 2010, the non-caretakers with 


income at or below 100 percent of FPL first increased and then decreased their use of the ER, 


eventually having a similar ER use rate as caretakers in the same income group. These data are 


unadjusted and we cannot rule out the possibility that the changes over time or the differences 


seen across the different groups are related to differences in case mix; they could also be related 


to program design and the copay requirements for non-caretakers. These data also do not 


distinguish between emergent and non-emergent visits and we cannot tell whether the changes 


are due to changes in non-emergent visits.    
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Figure 6.6 Rate of Emergency Room Visits Per Member Per Month, 2008 through 2012 


(self-reported) 


 


Source: Mathematica analysis of 2013 survey of HIP members. 


 


5. HIP Strategies for Reducing ER Use for Non-Emergent Care: Copayments  


In an effort to discourage non-emergent use of the ER and encourage members to seek care from 


a doctor or clinic, HIP asks members to make a copayment each time they seek care in the 


emergency room. This copayment is then refunded to caretaker adult HIP members if the visit 


was later determined to be a true emergency (non-caretakers must make the copay in any case). 


The majority of respondents (68 percent) reported that they had been informed about the 


copayment by their health plan, and 5 percent indicated that the copayment had caused them to 


wait to seek care from a doctor or clinic instead of using the ER (Table 6.26).
15


 


  


                                                 
15


 Respondents to the 2013 survey of current HIP members were asked the following question, “Has the 


emergency room co-payment ever caused you to wait to get care from a doctor’s office or clinic instead of going to 


the emergency room?” 
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Table 6.26. Effect of ER Copayments On Care-Seeking Behavior 


Effect of ER Copayments Total ≤100% FPL > 100% FPL 


Number of members 16,830 11,477 5,353 


 


Percent informed by health plan 


about ER copayment 


 


67.7% 


 


65.9% 


 


71.6% 


    


Of those informed about 


copayment: 
   


Number 11,395 7,561 3,834 


 


ER co-payment caused member 


to wait to get care from doctor 


or clinic instead of using ER 


 


 


 


  


Yes 5.4% 6.0% 4.0% 


No 92.7% 92.4% 93.3% 


Don’t know 1.4% 1.2% 2.0% 


Source: Mathematic analysis of 2013 survey of HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


Although representatives from Anthem assumed that hospitals regularly collect HIP co-pays, 


MHS and MDwise staff expressed uncertainty about whether hospitals chose to collect them, due 


to the administrative burden of collecting small co-payments. Plans also noted the difficulty 


inherent in refunding copayments after ER visits were determined to be true emergencies. 


Overall, about one-third of current HIP members reported they were sometimes or always asked 


to pay the ER copayment and two-thirds were never asked (Table 6.27). The data do not suggest 


that Anthem members were more likely to be asked to pay the ER copayment relative to 


members in other plans, but the information is unreliable due to small samples at the plan level.  


Table 6.27. Incidence of Requested ER Copayments, By Health Plan (Weighted Data) 


Requested to Pay ER Copayment Total Anthem MDwise MHS 


Total Number of Members 4,670 3,194 1,029 57 


Sometimes or always asked to make ER copayment 32.9% 34.5% 26.9%
b


 33.3%
b


 


Never asked to make ER copayment 64.5% 63.6% 67.2% 66.7%
b


 


Don’t Know 2.6%
b


 1.9%
b


 5.9%
b


 0.0%
b


 


Source: Mathematic analysis of 2013 survey of HIP members.  


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 


Table 6.28. Emergency Room Copayments, By Caretaker Status (Weighted Data) 


Emergency Room Copayments Caretaker Non-Caretaker 


Number of members who went to ER in past 6 


months 
2,381 2,289 


Sometimes or always asked to make ER copayment 27.2% 38.8% 


Never asked to make ER copayment 69.3% 59.5% 
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Don’t Know 3.5%
b


 1.7%
b


 


Source: Mathematic analysis of 2013 survey of HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 


6. Health Plan Strategies to Reduce ER Use for Non-Emergent Care 


 


In addition to charging co-payments, each of the MCEs also engages in efforts to reduce non-


emergent use of the ER. 


 


Anthem 


 


Anthem implemented two different approaches in 2012 to reduce the number of non-emergent 


ER visits among their HIP and HHW membership. Anthem’s first approach utilizes telephone 


outreach to encourage appropriate use of the ER. As part of the Emergency Room Daily Census 


Project, five hospitals identify HIP and HHW members with high ER utilization rates. Calls are 


made to these members within 48 hours of an ER visit to ensure that members were in contact 


with their assigned PMP and had sought follow-up care from their PMP. The calls also serve to 


educate members about the appropriate use of the emergency room. In 2012, 9,783 members 


(HIP and HHW combined) were identified as high ER utilizers; 8,236 calls were made to these 


members, with 1,897 members successfully reached. Anthem also makes an effort to contact 


members 3 to 6 months after an ER visit to remind them and to refresh their earlier education 


efforts. 


 


Anthem’s second approach enlists providers to help keep members from using the ER for 


unnecessary purposes. PMPs are contacted when their assigned member utilizes the ER to ensure 


the PMPs are aware of these visits. Further, Anthem has contracted with CVS and Walgreen’s 


pharmacy-based clinics and encourages Anthem members to use these clinics rather than the ER. 


Anthem reports that it is beginning to see a reduction in ER use, and believes that this decline is 


a result of their accumulated efforts. They could not quantify the size of the reduction. 


 


MDwise 


 


MDwise’s ER initiative is based on information it gets from the Indiana Health Information 


Exchange (IHIE). The IHIE receives notifications of emergency department (ED) visits on a 


daily basis from five hospitals in Marion County. ED visits for MDwise members are forwarded 


to the plan for followup. A registered nurse at MDwise triages all notifications and identifies 


those with non-urgent symptoms. The nurse assigns a portion of these cases to care management 


for followup and the remaining are referred for followup by an automated call system. 


 


For the automated call system, MDwise contracts with a vendor that receives a list of those 


members selected for the call followup. The vendor attempts to contact each member on the list 


at least three times, within two to four weeks of the ED visit.  Once reached, the vendor follows 


an approved script. The script advises the member that MDwise is following up after an ED visit 


and identifies the date(s) of the visit. The call is interactive, requiring the member to answer a 
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question about whether they called their doctor prior to going to the ED. It reminds the member 


of the plan’s 24-hour nurse line and the importance of calling their provider who is available 


24/7, to answer their questions. MDwise has been conducting these calls since 2010. 


 


MDwise has studied the effectiveness of these calls with their HHW membership. For calls in 


2010, they compared ED visits six months before and six months after the automated call system 


began. The control group was made up of those members who also had ED visits within the same 


time period and were referred for the automated call intervention, but were never successfully 


contacted by the system. MDwise assessed the number of provider office visits six months 


before the intervention and six months following the intervention and found that ED visits 


following the introduction of the automated call system were 8.2 percentage points lower for the 


successful call group compared to the control group. They also saw a corresponding increase 


(10.2 percentage points) in the number of provider office visits following the introduction of the 


automated calls. Both differences were statistically significant with p < .0026. 


 


In 2011, MDwise expanded this intervention to include their HIP members. Due to the low 


number of members in the HIP program and subsequent low numbers referred for a call, 


MDwise has not conducted a similar type of data analysis as they did with their HHW 


membership. For HIP, MDwise automated call system had the following number of contacts. 


 


 In 2011, MDwise referred 109 HIP members to the automated call system, the system 


was able to reach 41 members, and of those reached, 51 percent indicated that they 


had called the PMP prior to the ED visit. 


 In 2012, MDwise referred 27 HIP members to the automated call system, the system 


was able to reach 11 members, and of those reached, 27 percent indicated that they 


had called their PMP prior to the ED visit. 


MDwise also reports that in 2013, MDwise will receive ED reports from more hospitals through 


the IHIE and these additional hospitals will be from across the entire state of Indiana. They 


anticipate this change will increase the number of referrals for HIP members. 


MHS 


 


MHS case managers receive “ER Bounce Back Reports” detailing information for HHW and 


HIP members who utilize the ER. Members who are noted to have high rates of ER use are 


contacted by staff that provide education and check whether the member is enrolled in MHS’ 


case management program. If so, case managers will work with the member to identify root 


causes of high rates of ER use. During 2012, 58 HIP and HHW members were identified as 


frequent ER users and were engaged by case managers for this initiative.  


 


In the past, MHS tried to educate its members on proper ER use with an auto-dial program that 


gave enrollees the option to talk to a case manager. In 2012, MHS’ case managers began making 


proactive calls to members and were able to speak with more people about appropriate ER use.  


This MCE reported a reduction in ER use, although like Anthem, could not provide concrete 


data. 
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6.4 GOAL IV – PROMOTE PRIMARY PREVENTION 


 


HIP encourages the use of preventive services by allowing members to obtain the first $500 


worth of services without having to draw on their POWER account funds
16


.  It also ties POWER 


account rollovers, and reductions in future monthly contributions, to the completion of required 


preventive care. 


 


To determine whether HIP has promoted the use of primary preventive services, the analyses 


below assess general patterns of preventive care use among different groups of HIP members, 


using the criteria that the health plans and the State used in the POWER account reconciliation 


process for members who started eligibility periods in 2009 and beyond – completion of a well 


physician office visit or any of the age-appropriate preventive services recommended by the 


State (and listed in Table 6.28). 


 


In addition, Mathematica’s 2013 survey of current members asked respondents about their 


receipt of preventive care and their overall knowledge of preventive care policies. Survey 


questions asked current members about the length of time since they had received a routine 


check-up, their knowledge of the preventive services that HIP wanted them to receive, and their 


plans to obtain these preventive services before the end of their benefit period. 


 


Findings include: 


 


 Women are far more likely than men to receive at least one preventive care service. 


Among both women and men, the likelihood of receiving at least one service increases 


with age. 


 Members required to contribute to the POWER account receive preventive care at higher 


rates than those not required to contribute to the POWER account. 


 Individuals at or below 100 percent of the FPL are slightly less likely to receive at least 


one preventive care service compared to those at higher income levels. 


 Though 85 percent of survey respondents reported receiving a “routine check-up” in the 


past year, Milliman’s assessment of HIP claims records indicate that 35 percent of current 


members received a general physical exam within 2012. This discrepancy may be due to 


a difference in how members perceive a “routine check-up,” versus how HIP or 


physicians may code for their services in a billing record. 


 Forty-two percent of members knew that their health plan wanted them to get preventive 


services, though this number was higher among those above 100 percent FPL as 


compared to members at or below the FPL. 


 


                                                 
16


 MDwise and MHS both allow their members to receive unlimited preventive care services, without any 


amount being deducted from their POWER accounts. Anthem, however, has a $500 limit allowed by the program. 
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A. RECEIPT OF PREVENTIVE SERVICES 


 


Beginning in 2009, the state required a well physician office visit or completion of any of the 


seven priority preventive services specified by the State for a POWER account rollover (Table 


6.29). 


 
Table 6.29. HIP Preventive Care Services, 2012 


 Men Women 


Preventive Care Service 19-34 35-49 50-64 19-34 35-49 50-64 


Annual Physical X X X X X X 


Cholesterol Testing  X X  45+ X 


Blood Glucose Screen  X X X X X X 


Tetanus-Diptheria Screen X X X X X X 


Mammogram     X X 


Pap Smear    X X X 


Flu shot   X   X 


Source: Indiana OMPP. “Health Indiana Plan: Coverage for Preventive Services 2008-2009, Full POWER 


Account Rollover.” Revised August 2009. 


Note: Preventive care requirements have not changed since 2009 


 


To assess receipt of preventive services among HIP members, encounter records submitted by 


the health plans were analyzed. A composite measure of preventive services receipt was 


constructed that utilized encounter records for inpatient, outpatient, and physician office services 


from February 2009 to December 2012. Table 6.30 lists the codes that were considered evidence 


of service receipt for each of the seven services considered. The analysis assessed whether each 


member had any one of the services appropriate for his or her age and gender and that were 


recommended from 2009 onwards.  


 


Table 6.30. Designated Procedure/Diagnosis Codes for Receipt of Priority Preventive Services in 


2012 


Preventive Service Designated Procedure 


Codes 


Diagnosis Code Required to Accept 


Procedure Code 


Preventive Care Visit 99385-99387 


99395-99397 


99401-99404 


 


99201-99205 


99211-99215 


None 


 


 


 


V70.0, V70.3, V70.5, V70.6, V70.8, V70.9 


Women only: V72.3, V72.31, V72.32, V76.2 


Breast Cancer Screening 77057 


77052 (with 77057) 


77055 


77056 


77051 (with 77055 or 


77056) 


None 


 


 


 


 


Pap Smear/Cervical Cancer 


Screening 


88141-88155 


88164-88167 


88174-88175 


None 
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88150-88154 


88164-88167 


88142-88143 


G0101 


G0123-G0124 


G0141 


G0143-G0145 


G0147-G0148 


 


 


 


 


 


 


 


 


Cholesterol Screening 83718 


83719 


83721 


82465 


84478 


None 


 


 


 


 


Blood Glucose Screening V77.1 


83036-83037 


82945 


82947 


82950-82953 


G8015-G8026 


 


Tetanus-Diphtheria  90715 


90714 


90718 


None 


 


 


 


 


The receipt of preventive services was examined over three years of the demonstration: 2010, 


2011, and 2012. Each year includes preventive services information for all benefit periods which 


ended during that year. For example, the year 2010 includes 12 benefits periods (February 2009-


January 2010, March 2009-February 2010, etc).  


 


Between 2010 and 2012, rates of preventive services receipt remained the same or rose slightly 


among all groups except for females ages 19-34 (Table 6.31). Overall, the likelihood of receiving 


at least one preventive service increased with age, but women were far more likely than men to 


receive preventive care (69 percent versus 39 percent in 2012). 


 
Table 6.31. Preventive Services Receipt Among HIP Enrollees, 2010-2012 


Receipt of Preventive 


Services 
2010 2011 2012 


Overall (across entire 


HIP population) 
56% 57% 60% 


    


Contributors 57% 58% 61% 


Non-Contributors 51% 53% 53% 


    


Males    


All Ages 34% 35% 39% 


Ages 19-34 23% 23% 30% 


Ages 35-49 35% 36% 38% 


Ages 50-65 47% 51% 53% 


    


Female    


All Ages 68% 68% 69% 


Ages 19-34 64% 63% 63% 
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Receipt of Preventive 


Services 
2010 2011 2012 


Ages 35-49 68% 68% 70% 


Ages 50-65 73% 75% 78% 


 


Source: Milliman analysis of preventive care receipt. 


Note: Rates above were developed using administrative data only. A chart review would likely show higher 


rates, as it would include individuals who received preventive care services that were not billed separately 


but provided as a part of an office visit. In addition, enrollees may have received preventive care as part of 


an outreach effort, such as a flu vaccination drive, that was not captured in the administrative data. 


 


The HIP program’s design creates a financial incentive for its members to receive preventive 


care. If any State-contributed funds remain in a member’s POWER account at the end of the 


calendar year and he or she has received at least one recommended preventive service, the 


money carries over to help fund the next year’s deductible. This effectively reduces the amount 


of the member’s monthly contribution in the next year.  


 


The majority of HIP members are required to make contributions to their POWER accounts, but 


some (just under 25 percent in 2012) are exempt due to a lack of income or CMS income 


counting rules. For these individuals, the State funds the entire $1,100 POWER account 


contribution. This circumstance creates a comparison group between the group that has a 


financial incentive to receive preventive services and reduce future monthly contributions and 


the group that makes no contributions. The HIP design appears to encourage use of preventive 


care among those who make contributions. Claims data shows that HIP members required to 


make POWER account contributions received preventive care at higher rates than those who 


were not required to make POWER account contributions.  In 2012, 61 percent of HIP members 


who were required to contribute to their POWER accounts received at least one recommended 


preventive service, while only53 percent of those not required to make POWER account 


contributions received preventive care (Table 6.31). 


 


Though the likelihood of receiving at least one preventive care service increased with age, 


variations were observed between men and women and across specific services (Figure 6.7). 


While older men (ages 50-64) were slightly more likely than younger men (ages 19-34) to 


receive an annual physical, the reverse was true among women. Women ages 50-64 were more 


likely than younger women to receive a mammogram, but less likely to receive a pap 


smear/cervical cancer screening. Among both men and women, rates of cholesterol testing and 


blood glucose screening increased with age. Tetanus/diphtheria screening was rare among both 


men and women, with little or no variation observed by age group. 
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Figure 6.7: Type of Preventive Services HIP Members Received, 2012 


 


 
Source: Milliman analysis of preventive care receipt. 


 


In 2012, 72 percent of women at or above 100 percent FPL received preventive care services, 


while 69 percent of those below the FPL did so. The difference among men was slightly larger, 


with 45 percent of men at or above 100 percent FPL and 39 percent below FPL received 


preventive services in 2012. 
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Figure 6.8: Trends in Preventive Services Receipt, 2010-2012 


 


Source: Milliman analysis of preventive care receipt. 


  


2. Self-Reported Use of Preventive Services 


The majority of respondents to Mathematica’s 2013 survey – 85 percent – reported receiving a 


routine check-up within the year before the survey (Table 6.32).
17


 Among those who reported not 


receiving a check-up in the past 12 months, nearly a quarter (23 percent) reported that the routine 


check-up was unnecessary (data not shown). Other prevalent reasons included not having time, 


not wanting to go, or feeling it was not needed because the respondent already received regular 


treatment for an ongoing medical condition. Notably, the analysis of claims records by Milliman 


suggests that 35 percent of current members received a general physical exam within 2012 (data 


not shown). The discrepancy between self-reported information and claims records may be due 


to a difference in how members perceive a “routine check-up,” versus how HIP or physicians 


may report or code this type of care in a billing record. 


Table 6.32. Routine Check-ups (Weighted Data) 


Length of Time Since Routine Check-Up All respondents ≤100% FPL >100% FPL 


                                                 
17


 Respondents to the survey of current HIP members were asked how long it had been since they had visited a 


doctor for a routine check-up, defined as “a general physical exam, not an exam for a specific injury, illness, or 


condition.” 
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Length of Time Since Routine Check-Up All respondents ≤100% FPL >100% FPL 


    


Total number 16,830 11,477 5,353 


    


Within past 3 months 37.9% 39.4% 34.7% 


Within past year 46.7% 44.7% 51.0% 


Within past 2 years 8.5% 9.4% 6.5% 


2 or more years ago 6.5% 6.0% 7.5% 


Don’t know 0.4%
b


 0.3%
 b


 0.4%
 b


 


Source: Mathematica analysis of 2013 survey of HIP members. 


Note: Response options were mutually exclusive groupings. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 
B. HEALTH PLAN STRATEGIES TO PROMOTE PREVENTIVE CARE 


 


Anthem, MDwise, MHS, and the ESP administrator have promoted the use of preventive 


services through mailings, newsletters, telephone and other outreach, and a number of incentive 


programs. 


 


1. Outreach Through Telephone, Mailings, and Newsletters 


  


Anthem 


 


Each new HIP member who enrolls in Anthem receives a welcome call from a Health Needs 


Specialist to inform them about plan benefits, including preventive care. During the call, the 


member is given the opportunity to select a PMP. Anthem members also receive customized 


MyHealth Notes, which remind members to get regular preventive care, encourage the correct 


use of prescription drugs, and promote overall wellness. 


 


MDwise 


 


MDwise mails letters to all new members explaining the importance of preventive care and the 


need to complete the preventive care requirements to secure a full POWER account rollover. 


MDwise also mails monthly POWER Account invoices and statements that provide a listing of 


all health care services the member has used in the past year. 


 


MHS 


During 2012, MHS focused its outreach resources on online publications, and utilized a number 


of platforms to encourage preventive care and educate members about plan benefits. Sixty-five 


items were published online to educate HIP and HHW members on various topics, including 


nutrition, fitness, and general benefit information. These efforts included a series of posts called 


“Quick Tips for HIP,” which reminded members about the benefits of receiving preventive care 


and other relevant topics. All of the posts were made available on the MHS Web site and on 


Facebook and Twitter. 
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During its March 27 Madison County Health Center Diabetic Day/Health Check Health Day, 


MHS attempted to get HIP and HHW members who had not received their required preventive 


care in to see their PMP. For the event, MHS contacted members whose claims history indicated 


they were due for one or more recommended preventive services, and invited those members to 


see their PMP for a check-up and needed screenings.. 


 


2. Incentive Programs 


 


All three plans encourage members to complete a Health Risk Assessment (HRA) through 


incentives described below. 


 


Anthem 


 


In 2012, Anthem introduced a new incentive program targeting members who approach the end 


of their benefit period without having received the recommended preventive services. These 


members are offered a $50 gift card contingent upon receipt of these services within the benefit 


period. In 2012, mailers were sent to qualifying members encouraging diabetes, breast cancer, 


and cervical cancer screenings. Breast cancer screening mailers were sent to 2,119 HIP members, 


11.1 percent of whom returned the form to claim the gift card, while diabetes screening mailers 


were sent to 1,840 members (with 10.2 percent claiming the reward), and cervical cancer 


screening mailers were sent to 4,880 members, with 7.9 percent receiving the incentive. 


 


During Anthem’s welcome calls, new members are encouraged to complete an HRA and are 


offered incentives to do so. Those who complete an HRA online receive a $20 CVS gift card, 


while those who complete it over the phone receive a $10 card (with a limit of one per 


household). In 2012, 2,673 HIP members completed an HRA. 


 


MDWwise 


 


The MDwiseREWARDS program uses incentives to encourage members to seek preventive 


care. Members earn points that can be redeemed for a gift when they complete a HRA, visit the 


doctor for an annual exam and health screening, or register to receive monthly statements online. 


MDwise promoted the incentive program in its main brochure, member handbook, on its Web 


site, and through postcards mailed to all members. Several of these promotion efforts proved 


successful in increasing the program’s reach. In December of 2012, a mailing was sent to all 


HIP/HHW households, after which the REWARDS Web site saw a 206 percent increase in 


unique pageviews, and there was a 313 percent increase in HIP member gift card redemption. 


MDwise also created a business card-sized promotional card for providers to hand out to 


members. After use of the card began, MDwise REWARDS saw a 50-100 percent increase in 


gift card redemptions. 


 


MHS 
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MHS has created the CENT-Account Rewards program that provides incentives for various 


activities. Incentive money is loaded directly onto the member’s HIP debit card and can be used 


to purchase health supplies or pay co-pays. Members can receive $10 for visiting their assigned 


PCP within the first 90 days of MHS membership. In 2012, a new incentive was added in which 


members can receive $30 for completing a telephone HRA within the same time period. Of MHS 


members who maintained at least 90 days of coverage and could be contacted during that period, 


49 percent completed a new member health screening. 


 
C. MEMBER KNOWLEDGE AND EFFECTS OF HIP PREVENTIVE CARE POLICIES AND 


OUTREACH 


Many current HIP members knew their health plan wanted them to get preventive care and 


reported either getting the care or planning to get preventive care services before their next 


renewal period. When asked by Mathematica’s 2013 survey, 42 percent of current HIP members 


knew that their health plan wanted them to get preventive services, though this number was 


higher among those above 100 percent FPL as compared to members at or below the FPL (48 


percent versus 39 percent) (data not shown).  


 


Of those who knew their health plan wanted them to get preventive services, 80 percent reported 


that they had been encouraged by their health plan by letter, email, or phone call to receive 


preventive care (Table 6.33). Some variation was observed by health plan, with Anthem 


members more likely than MDWise members to report having been contacted by their plan about 


preventive care (83 percent versus 74 percent) (data not shown). Overall, 60 percent of these 


members said they had received at least one preventive service since their last renewal. Of those 


who had not, 78 percent said they planned to get them before their next renewal. Most of those 


individuals who did not plan to get these services reported that they felt it was unnecessary, did 


not have time to go, or did not want to go (data not shown). 


 
Table 6.33. Preventive Care Knowledge and Self-Reported Receipt of Preventive Services (Weighted 


Data) 


Preventive Care Knowledge and Receipt 


Members Aware 


Health Plan 


Wanted Them to 


Get Preventive 


Services ≤100% FPL >100% FPL 


Number of members 7,013 4,443 2,570 


Knew that health plan wanted them to get:    


Blood Glucose Screen 60.2% 56.9% 65.8% 


Cholesterol Screen 65.2% 61.4% 71.9% 


Flu shot 61.4% 57.6% 67.9% 


Mammogram
a


 58.4% 54.9% 64.6% 


Pap Test/Pap Smear
a 


61.3% 58.3% 66.5% 


Routine physical exam 84.4% 85.3% 83.0% 


Tetanus shot 30.2% 29.0% 32.4% 


Other service 6.6%
b


 7.5%
b


 5.2%
b


 


Don’t know 1.5%
b


 0.5%
b


 3.2%
b


 


    


Have been encouraged by health plan via 


letter, email, or phone call to get preventive 
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Preventive Care Knowledge and Receipt 


Members Aware 


Health Plan 


Wanted Them to 


Get Preventive 


Services ≤100% FPL >100% FPL 


care 


Yes 79.7% 78.6% 81.7% 


No 18.6% 20.1% 16.1%
b


 


Don’t know 0.8%
b


 0.4%
b


 1.5%
b


 


    


Have gotten any of these services since last 


annual renewal 


    


Yes 59.5% 59.5% 59.4% 


No 37.3% 38.2% 35.8% 


Don’t know 3.3%
b


 2.3%
b


 4.9%
b


 


    


Of those who have not gotten services 


since last annual renewal: 


   


Number 2,616 1,696 919 


    


Plan to get services before next renewal    


Yes 78.3% 77.2% 80.4% 


No 14.0%
b


 13.3%
b


 15.3%
b


 


Don’t know 3.8%
b


 5.9%
b


 0.0%
b


 


Source: Mathematica analysis of 2013 survey of HIP members. 


a


All respondents were asked whether their health plan wanted them to get the services listed, including 


mammograms and pap test/pap smears. The percentages of people who accurately reported that their 


health plan wanted them to get these two services is therefore underreported, because the denominator 


includes men. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents.  


 


Having an awareness that the plan wanted them to get services does not appear to have an effect 


on a member’s likelihood to report having received services since the last renewal. Sixty percent 


of individuals in both groups – those aware and those unaware that their plan wanted them to get 


preventive services – reported that they had received services since their last renewal. Of those 


who were unaware that their health plan wanted them to get services and had not already done 


so, 64 percent said they planned to get preventive care before their next renewal (Table 6.34). 
 


Table 6.34. Preventive Care Receipt Among Current Members Not Aware That Their Health Plan 


Wanted Them To Get Preventive Services (Weighted Data) 


Preventive Care Receipt 


Members Not 


Aware Health 


Plan Wanted 


Them to Get 


Preventive 


Services ≤100% FPL >100%FPL 


Number of members 9,798 7,015 2,798 


Have been encouraged by health plan via 


letter, email, or phone call to get preventive 


care 


   


Yes 29.4% 27.1% 35.1%
b
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Preventive Care Receipt 


Members Not 


Aware Health 


Plan Wanted 


Them to Get 


Preventive 


Services ≤100% FPL >100%FPL 


No 67.3% 70.0% 60.5%
b


 


Don’t know 0.6%
b


 0.6%
b


 0.8%
b


 


    


Have gotten any of these services since last 


annual renewal 


   


Yes 60.4% 59.0% 63.1%
b


 


No 34.5% 37.7% 28.5%
b


 


Don’t know 2.9%
b


 3.3%
b


 2.1%
b


 


    


Of those who have not gotten services 


since last annual renewal: 


   


Number 1,056 756 299 


    


Plan to get services before next renewal    


Yes 63.7% 57.4% 79.7%
b


 


No 25.0%
b


 32.1%
b


 7.0%
b


 


Don’t know 11.3%
b


 10.5%
b


 13.3%
b


 


Source: Mathematica analysis of 2013 survey of HIP members. 


b


 These estimates may be unreliable because they are based on fewer than 30 respondents.  


6.5 GOAL V - PREVENT CHRONIC DISEASE PROGRESSION WITH SECONDARY 


PREVENTION 


 


By lowering cost and access barriers to care and encouraging members to be more engaged 


patients, HIP aims to slow disease progression among members with chronic conditions. 


Detecting the extent to which HIP is slowing the progression of chronic disease is extremely 


difficult and the data currently available do not provide a clear answer. The following analyses 


used diagnosis codes found on HIP service records to assess the occurrence of different 


categories of chronic conditions and used health plan reports to document ways in which the 


MCEs are helping members manage chronic conditions. 


 


Analyses indicate that: 


 


 Chronic disease is prevalent among members, and approximately 30 percent of HIP 


members had three or more chronic conditions (Table 6.35). The most common chronic 


conditions in 2012 were cardiovascular, psychiatric, skeletal and connective, and 


gastrointestinal. As in past years, non-caretakers were more likely than caretakers to be 


diagnosed with chronic disease. 


 All three MCEs provide disease management programs to help members manage chronic 


conditions, but none offered participation incentives in 2012. 


 
A. PREVALENCE OF CHRONIC CONDITIONS 
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To assess the prevalence of chronic conditions among HIP members, the Chronic Illness and 


Disability Payment System (CDPS) algorithm was applied to inpatient and outpatient encounter 


records of those enrollees with 6 or more months of enrollment in HIP during 2012. The CDPS is 


a diagnostic classification system developed to describe different burdens of illness among 


Medicaid beneficiaries. Using ICD-9 codes, the CDPS categorizes diagnoses into 20 major 


categories, which correspond to body systems. Each of the major categories is subdivided 


according to the degree of increased expenditures associated with the diagnosis. The CDPS 


analysis was supplemented with the Medicaid Rx (MRx) algorithm, which was designed to 


identify chronic conditions among beneficiaries who receive pharmacotherapy but do not have a 


qualifying CDPS diagnosis in their encounter records. 


 


Chronic disease was prevalent among HIP members, which may partly explain why many 


members exhaust their POWER account funds and are not eligible for POWER account 


rollovers. Among those enrolled in HIP for at least six months during 2012, the most common 


chronic conditions classified by the CDPS algorithm were cardiovascular (32.3 percent), 


psychiatric (23.8 percent), skeletal and connective (20.1 percent), and gastrointestinal (19.0 


percent) (Table 6.34). Non-caretakers were much more likely than caretakers to have chronic 


conditions, which is consistent with the differences in demographic characteristics and that non-


caretakers tend to be older than caretakers (see Table 6.1).  


 


The MRx algorithm identifies an additional 7.4 percent of members who were treated with 


medications for cardiovascular conditions, but did not have an inpatient or outpatient visit with a 


cardiac diagnosis. Similarly, it flagged more than 40 percent of HIP members as having a 


psychiatric condition; 23.8 percent were identified as having a psychiatric diagnosis on an 


encounter record and an additional 16.7 percent were identified in this group because they filled 


a prescription for a psychotropic medication during 2012. 


 
Table 6.35. Percent of HIP Enrollees with 6+ months of enrollment in 2012 with Chronic Conditions 


 All HIP Members HIP Caretakers HIP Non-Caretakers 


Category N=42,986 N=27,408 N=15,578 


CPDS    


Cardiovascular 32.3% 24.5% 46.0% 


Psychiatric 23.8% 23.1% 25.1% 


Skeletal and Connective 20.1% 17.0% 25.4% 


Gastrointestinal 19.0% 16.3% 23.6% 


Pulmonary 16.1% 13.1% 21.4% 


Diabetes 12.9% 9.5% 18.8% 


Ear 10.3% 10.4% 10.2% 


Nervous System 8.1% 6.6% 10.7% 


Skin 6.7% 6.1% 7.8% 


Metabolic 5.9% 4.8% 7.9% 


Genital 5.2% 5.6% 4.4% 


Substance Abuse 4.6% 3.4% 6.9% 


Renal 3.6% 2.7% 5.0% 


Infectious Disease 2.9% 2.1% 4.3% 


Eye 2.2% 1.0% 4.4% 


Cancer 8.9% 7.5% 11.4% 


Hematological 1.2% 1.0% 1.6% 


Cerebrovascular 0.6% 0.4% 1.0% 
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 All HIP Members HIP Caretakers HIP Non-Caretakers 


Category N=42,986 N=27,408 N=15,578 


Developmental Disability 0.1% 0.0% 0.1% 


    


MRx    


Psychosis/Bipolar/ 


Depression 


16.7% 16.0% 17.9% 


Cardiac 7.4% 7.0% 8.2% 


Seizure disorders 2.8% 3.0% 2.4% 


Anti-coagulants 1.2% 1.1% 1.5% 


Diabetes 1.3% 1.4% 1.2% 


Malignancies 1.0% 0.9% 1.2% 


Parkinsons / Tremor 0.8% 0.6% 1.2% 


Inflammatory /Autoimmune 0.3% 0.3% 0.3% 


Infections, high 0.2% 0.2% 0.2% 


Hepatitis 0.2% 0.1% 0.3% 


Tuberculosis 0.1% 0.1% 0.1% 


HIV 0.0% 0.0% 0.0% 


ESRD / Renal 0.0% 0.0% 0.0% 


Multiple Sclerosis / Paralysis 0.0% 0.0% 0.0% 


Hemophilia/von Willebrands 0.0% 0.0% 0.0% 


 


Source: Milliman, Inc, May 16, 2013. 


 


Multiple diagnoses were common. Approximately 30 percent of HIP members had three or more 


chronic conditions. However, most of these diagnoses reflected low-cost conditions. Considering 


only subcategories associated with medium or higher costs, only 1.6 percent had three or more 


CDPS diagnoses. 


 


For all CDPS categories except genital conditions, prevalence among non-caretakers was higher 


than among caretakers, often by substantial margins (Table 6.35). For example, 46 percent of 


non-caretakers had cardiovascular conditions, compared to 25 percent of caretakers. Indeed, 


about one-third of caretakers had no CDPS chronic condition, compared to only 21 percent of 


non-caretakers (Table 6.35). The differences between groups persist when only medium- and 


high-cost conditions were considered. About thirty percent of non-caretakers were diagnosed 


with at least one higher-cost condition, as compared to 20 percent of caretakers. These patterns 


are summarized by each group‘s average CDPS risk score, which is a summary index of the 


relative expected medical costs for each member given their identified chronic conditions. The 


CDPS risk score for the population as a whole is 1.00. The average score among caretakers was 


0.84, indicating that as a group they are expected to be 16 percent less costly than the HIP 


average. The average score among non-caretakers was 1.27, indicating that as a group they are 


expected to be 27 percent more costly than the HIP average. See Table 6.35.
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Table 6.36. Chronic Illness and Disability Payment System (CDPS) Risk Score and Number of Conditions Identified, by Enrollee Group, HIP 


Members 2012 


    


All CDPS Identified Conditions, Percent 


with: 


CDPS Identified Conditions with 


“Medium” or Greater Expected Cost 


Impact: 


Percent with: 


Characteristics HIP 


Members 


Scored HIP 


members 


Normalized 


CDPS Risk 


Score No Conditions 


1-2 


Conditions 


3 or More 


Conditions 


No 


Conditions 


1-2 


Conditions 


3 or More 


Conditions 


All HIP 


Members 
55,701 42,986 1.00 29.1% 41.2% 29.7% 76.8% 21.6% 1.6% 


          


HIP 


Caretakers 
         


All 38,190 27,408 0.84 33.9% 42.5% 23.6% 80.2% 18.8% 1.0% 


19-34 13,050 8,544 0.70 39.9% 43.0% 17.2% 83.2% 16.4% 0.4% 


35-49 20,409 15,166 0.86 33.1% 42.3% 24.5% 80.1% 18.8% 1.1% 


50-64 4,671 3,668 1.07 23.5% 41.7% 34.8% 73.5% 24.4% 2.1% 


65+ 60 30 1.24 23.3% 50.0% 26.7% 73.3% 23.3% 3.3% 


          


HIP Non-


Caretakers 
         


All 17,511 15,578 1.27 20.6% 38.9% 40.5% 70.9% 26.5% 2.6% 


19-34 2,440 2,098 0.88 37.0% 41.6% 21.4% 79.6% 19.4% 1.1% 


35-49 4,785 4,252 1.34 20.6% 37.1% 42.2% 69.7% 27.6% 2.6% 


50-64 9,798 8,964 1.31 16.6% 39.2% 44.2% 69.3% 27.7% 3.0% 


65+ 488 264 1.39 22.4% 36.4% 41.3% 73.1% 22.0% 4.9% 


 
Source: Milliman, Inc, May 16, 2013. 


Note: Scored members had at least 6 months of HIP eligibility.  For Normalized CDPS Risk Score, Concurrent Risk scores were used, weighted 


by HIP Member Months. Table excludes “not well defined” and “super low” CDPS flags. Percentages may not add to 100 due to 


rounding. 
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B. HEALTH PLAN MANAGEMENT OF CHRONIC CONDITIONS 


 


The health plans provide support to their members with chronic conditions primarily through 


focused disease management programs, which use a telephone-based case management approach 


to help these members manage their health.  


1. Disease Management 


 


All three plans participate in Right Choices, a care management program for members with 


unusually high service utilization, particularly of emergency room and prescription drug 


services. This program limits the pharmacies, providers, and hospitals where the member may 


receive care, while also providing outreach services from care managers at each plan. In 


addition, Anthem, MHS, and MDwise all offer disease management programs for members 


identified as having certain chronic conditions. 


 


The MCEs reported that consolidating their HIP and HHW call centers increased their ability to 


provide disease management services. Plan representatives noted that if a person enrolled in 


either HHW or HIP placed a call to the call center, staff could view the records of the person’s 


entire family. They could note if someone in the family was enrolled in a disease management 


program but had not recently received services, and immediately transfer the member to a case 


manager. 


 


Anthem 


 


Anthem’s disease management program, known as 360 Condition Care, is available for members 


with medium- to high-risk asthma, coronary artery disease (CAD), heart failure, chronic 


obstructive pulmonary disease (COPD), diabetes, end stage renal disease (ESRD), and chronic 


kidney disease (CKD). The plan analyzes its service records to identify members with these 


conditions, rate their risk, and refer them to the disease management program when appropriate. 


Members with medium- and high-risk conditions are assigned to case managers, who provide 


clinical support by connecting patients to providers, goal setting, offering help keeping 


appointments, and offering strategies to help the member adhere to physician instructions. In 


2012, Anthem continued offering disease management services to all members diagnosed with 


one of its identified conditions, but began targeting members who were diagnosed with a 


condition and were identified as experiencing a clinical gap in care (such as, members diagnosed 


with diabetes who had not received the recommended blood glucose test).  


 


In 2012, Anthem’s asthma and diabetes programs were the largest in terms of number of 


enrollees as compared to other programs, though enrollment in all disease management programs 


decreased during the year. Anthem reported that 78 enrollees in its CAD program received 


cholesterol screenings during 2012. Of those in its diabetes program, 142 received a hemoglobin 


A1C screen, 99 received kidney disease monitoring, 176 received cholesterol screening, and 335 


received a retinal exam. 
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Enrollment in Anthem’s chronic disease management programs decreased over the year. A small 


percentage of the decrease can be attributed to graduation from the program. However, the 


majority of the decrease was due to program dropout or the inability of Anthem staff to contact 


the member due to an incorrect phone number. 


 
Table 6.37. Anthem’s Disease Management Programs 


Disease 


Management 


Program 


Members Enrolled 


January 1, 2012 


New Members 


Enrolled During 


2012 


Members Enrolled 


December 31, 


2012 


Percent change 


during 2012 


Asthma 2,201 196 1,236 -43.8% 


CAD 57 7 36 -36.8% 


Heart Failure 235 54 117 -50.2% 


COPD 1,615 94 870 -46.1% 


Diabetes 2,664 282 1,381 -48.2% 


     


 
Source: Anthem, 2012. 


Note: More limited data were available for those in the ESRD and chronic kidney disease disease 


management programs. Three individuals were identified as having ESRD in 2012, and 2 were 


placed in case management. Four individuals were identified as having CKD, and 1 was placed 


in case management.  


Anthem also offers a Depression Program, which conducts outreach to members who began 


taking medication for depression. This program sends members personalized health information 


brochures containing information on depression medication, as well as the importance of 


medication adherence. Members in the program also receive automated calls when they began 


taking their medications, and regular calls afterward to remind them to refill their prescriptions. 


 


MDwise 


 


MDwise’s disease management program is known as INcontrol. It uses a case management 


approach to help certain members at higher risk manage their chronic conditions. The six 


diseases managed in the program include asthma, diabetes, congestive heart failure, coronary 


artery disease, chronic kidney disease, and chronic obstructive pulmonary disease.  


 
Table 6.38 . MDWise INControl Program Enrollment, 2012 


INControl Program Members Enrolled  


Asthma 432 


Diabetes 452 


Congestive Heart Failure 102 


CAD 101 


Chronic Kidney Disease 6 


COPD 479 
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Members are identified and referred to this program when they complete the Health Needs 


Assessment at enrollment and annually at re-enrollment. They may also be referred by a 


provider, or through a call to the health plan. Those referred receive educational materials about 


their disease and access to case management services. MDwise also offers information to 


members on its WEIGHTwise and SMOKEfree programs.  


 


MDwise focuses its outreach by sending provider outreach teams to meet with HIP providers and 


discuss the HEDIS quality measures. Occasionally, teams will also hold meetings with groups of 


providers to discuss specific disease management topics. 


 


MHS 


 


In 2012, MHS offered disease management programs for members with asthma, diabetes, 


catastrophic/trauma/multiple co-morbidies/transplant care, coronary artery disease, chronic 


obstructive pulmonary disease, congestive heart failure, chronic kidney disease, depression, and 


bipolar disorder. To enroll members in its disease management programs, MHS examines 


encounter data to identify high-risk individuals with one or more of the selected conditions. In 


addition, the plan sends representatives to meet with HIP providers and encourage them to refer 


appropriate individuals to the disease management programs. 


 
Table 6.39 . MHS Disease Management Program Enrollment, 2012 


Disease Management 


Program 
Members Enrolled  


Asthma 18 


Diabetes 2 


CAD 1 


COPD 1 


Depression     113 


Bipolar       53 


 


 


In September 2011, MHS also introduced a pilot obesity/weight management pilot program. 


Candidates for this program are identified based upon BMI, co-morbidities, and willingness to 


address weight-related behaviors. Participants are provided with a coach, who offers nutritional 


counseling, education about exercise programs, and ongoing support. The 28 participants who 


have enrolled in the program have remained enrolled for an average of 158 days. Slightly more 


than half (54 percent) experienced weight loss, with an average weight loss of 17.8 pounds. 


Members are asked to show continued active commitment to the plan of care, and can remain 


enrolled as long as they are actively participating and showing progress. At the point when it is 


evident that they are no longer engaged in the process, they are disenrolled from the program. 


 


In August of 2012, MHS began to augment its asthma and diabetes programs to transform them 


into “higher touch” programs. Rather than simply sending newsletters to members in these 
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programs, it began making outbound calls to assess each person’s needs and provide a higher 


level of personal attention. 


 


2. Incentive Programs for Disease Management 


 


None of the plans offer incentives for participation in disease management programs. 


 
6.6 GOAL VI – PROVIDE APPROPRIATE AND QUALITY-BASED HEALTH CARE 


SERVICES 


 


A critical goal for HIP is to provide appropriate and quality-based health care services. Although 


the State is ultimately responsible for ensuring the quality of services delivered to HIP members, 


much of the day-to-day responsibility rests with the contracted MCEs: Anthem, MDwise, and 


MHS.  The analyses that follow use a number of data sources to evaluate the MCEs’ ability to 


provide quality health care services, including (1) plan performance information abstracted from 


a March 2013 report completed by Burns & Associates, Inc., the program‘s external quality 


review organization (EQR); (2) member experience with care data gathered from the Consumer 


Assessment of Healthcare Providers and Systems (CAHPS) data that the health plans submit to 


the State (these CAHPS surveys were of HIP members only, not the plans’ other Medicaid, 


commercial, or Medicare populations); and (3) satisfaction information Mathematica collected in 


2013 through a survey of current HIP members; and (4) aggregate data on inquiries reported by 


the State.  


 


Findings include: 


 


 All three MCES received high overall scores across all EQR-assessed areas related to 


organizational structure and performance in calendar year 2011. 


 CAHPS surveys indicate a high level of member satisfaction with HIP MCEs. 


 Among current HIP members surveyed by Mathematica in 2013, 95 percent reported that 


they were satisfied with their health coverage. 


 
A. OVERALL HEALTH PLAN PERFORMANCE-EXTERNAL QUALITY REVIEW 


 


Calendar Year 2011 


 


In 2012, Burns & Associates, Inc. conducted an external quality review (EQR) of Anthem, 


MDwise, and MHS for calendar year 2011. At the time of this report, the 2011 EQR represented 


the most recent available report. 


 


In January 2011, the MCEs entered into a new contract period with the State. As such, the 2011 


EQR included a comprehensive organizational assessment of the three MCEs to assess their 


compliance with federal requirements for Medicaid MCEs. Areas assessed included (1) member 


services and enrollee rights, (2) grievances and appeals, (3) covered benefits and coordination of 
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care of physical and behavioral health, (4) provider selection, contracting, and access, (5) 


utilization management, (6) quality management, (7) information systems, (8) subcontracted 


relationships and delegations, (9) corporate governance, and (10) billing and POWER account 


tracking. In addition, Burns & Associates and the State selected three other focused activities for 


the 2011 EQR, which included (1) validation of performance measures collected in the HHW 


and HIP reporting manuals, (2) review of inpatient psychiatric stays, and (3) review of the Right 


Choices Program, a program that aims to reduce inappropriate outpatient hospital and pharmacy 


use and improve care coordination. 


 


Organizational Assessment and Structure Performance. In total, 259 review items drawn 


from language in the MCEs’ contract with the State were scored. For each item, an MCE could 


receive 2 points if it met at least 90 percent of the criteria evaluated, 1 point if it met at least 50 


percent of the criteria, and 0 points if it did not meet at least 50 percent of the criteria. Of these 


review items, 108 were directly related to CFR requirements. These were given a weight of “3” 


in the scoring methodology, while other items related only to contractual requirements were 


assigned a weight of “1.”  


 


All three MCEs received very high overall scores across all assessed areas related to 


organizational structure and performance, with Anthem receiving a score of 97.2 percent, 


MDwise scoring 98.4 percent, and MHS scoring 98.4 percent. 


 


 
Table 6.6.1. Summary of Scores Related to MCE Organizational Assessment and Structure 


Performance 


Review Topic Area 
Maximum 


Score 


Anthem 


Score 


MDwise 


Score 


MHS 


Score 


     


Member Services and Enrollee Rights 248 237 246 245 


Grievances and Appeals 120 120 120 120 


Covered Benefits and Coordination of Care (other than 


Behavioral Health) 
62 54 55 53 


Covered Benefits and Coordination of Care (Behavioral Health) 20 19 18 18 


Provider selection, contracting, and access 124 123 124 124 


Utilization Management 130 128 129 129 


Quality management 48 46 48 48 


Information systems 48 48 48 48 


Subcontracted relationships and delegations 32 32 31 32 


Corporate Governance 56 55 56 56 


Billing and POWER Account Tracking 62 61 60 62 


Total 950 923 935 935 


  97.2% 98.4% 98.4% 


 


Source: Burns & Associates Calendar Year 2011 EQR 


 


Performance Measures. In previous EQRs, Burns & Associates identified three ongoing issues 


with the reporting of performance measures. On some occasions, the MCEs have interpreted the 


reporting instructions differently, thereby causing differences in results across MCEs that are 


related to differences in the methodology used to calculate the measures rather than true 
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differences in results. In other cases, errors were observed in measure reporting. For example, 


measures that must be reported on a quarterly basis were not always aligned with year-to-date or 


four-quarter rolling average results. As a result, THE STATE had three meetings with the MCEs 


during 2012 to address these issues. After these meetings, Burns & Associates redesigned the 


HHW and HIP reporting manuals, and these redesigned manuals became effective January 1, 


2013.  


 


Review of Inpatient Psychiatric Stays. Beginning January 1, 2011, the State required all MCEs 


to enroll any HHW or HIP member with an inpatient psychiatric hospitalization into case 


management for a minimum of 180 days after discharge. In CY 2011, Burns & Associates 


conducted a review of the rate of readmissions for an inpatient psychiatric stay to assess the 


outcome of this requirement. This review found that case management had not improved the 


readmissions rate among this population to any significant degree, and Burns & Associates 


encouraged the MCEs to work with the State to conduct further research to better understand this 


population. 


 


Review of the Right Choices Program. The Right Choices Program is intended to reduce 


inappropriate outpatient hospital and pharmacy use, reduce medical expenditures related to 


inappropriate use of services, improve an individual’s health status through care coordination 


and utilization control, and increase provider participation in and satisfaction with the Right 


Choices Program. The calendar year 2011 review of the program resulted in a number of 


recommendations to the MCEs and the State, which are currently under consideration. 


 


Calendar Year 2012 


 


In early 2013, the State and Burns and Associates (B&A)  identified two focus studies that would 


be completed for the 2012 External Quality Review, in addition to validation (auditing) of 


performance measures and performance improvement projects for the MCE’s. Both focus studies 


included the HIP population and providers. The two focus studies covered: (1) access to primary 


care and (2) mental health care utilization and care coordination. 


 


Access to Care. In consultation with the State, B&A constructed a focus study on access to care 


which included both a quantitative and qualitative component.  This analysis expanded the 


population studied beyond the limits as defined by the HEDIS® measures for access to primary 


care but limited the study to primary care office visits conducted in a physician office, at a 


federally qualified health clinic (FQHC), or at a rural health clinic (RHC).  Analyses using these 


parameters were also examined by age, race/ethnicity and region of the state. 


  


The qualitative component to this focus study included interviews with the MCE Provider 


Services staff in June to learn more about their approach to conducting outreach.  B&A then 


conducted 59 interviews with provider entities contracted with the MCEs over a ten week period 


from July to September.  The interviews included representation of all provider specialties in 


each region of the state.  In total, interviews were conducted at 29 primary medical provider 
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(PMP) offices, 10 FQHC (Federally Qualified Health Centers), 10 RHCs (Rural Health Centers), 


and 10 community mental health centers (CMHCs). 


  


The study revealed that MHS provided the greatest access to primary care among the three 


MCEs.  Interestingly, according to the study, access to primary care for African-American 


members in HIP was higher than other race/ethnicities.  There were fewer differences in the rate 


of access to primary care for adults across the regions than was found for children.  Further, the 


access rates were usually similar across the MCEs within a region.  The access rate among HIP 


adults was higher for every MCE in every region than the corresponding age/region cohort in 


HHW.  This is probably due to the higher provider reimbursement rates provided in HIP.  


 


Provider feedback pertaining to the HHW and HIP programs in general and with MCEs in 


particular ranged from satisfaction to frustration.  B&A analyzed the key factors related to 


provider satisfaction which included the quality of the MCEs’ provider field staff, the quality of 


assistance and training the office staff received from the MCEs and the ease in getting paid by 


the MCE.  The key factor related to frustration from providers related to consistency across 


MCEs and programs (i.e., prior authorization  submission and adjudication, a single Medicaid 


manual rather than one for fee-for-service (FFS) Medicaid and separate manuals for each MCE, 


consistent and accurate claims processing, and consistent responses from customer service 


representatives).    B&A has identified 15 specific recommendations to the State covering many 


of the topics brought up by providers in the meeting on ways to improve the providers’ 


experience with the program through MCE contract requirements.  B&A has also developed 13 


recommendations for all of the MCEs as well as some recommendations specific to each MCE.  


 


Mental Health Care Utilization and Coordination. B&A developed a focus study for the 2012 


EQR which is a continuation of the work conducted for the 2011 EQR.  In this year’s EQR, a 


review of mental health utilization was conducted more broadly for all members of HHW and 


HIP.  Additionally, B&A reviewed the first submissions of the new complex and moderate case 


management reports for mental health conditions covering 1
st
 Quarter 2013 that were 


implemented January 1, 2013.   


 


Of all HIP members enrolled in CY 2012, 28.9 percent had a mental health diagnosis reported on 


an encounter
18


. A greater proportion of white HIP members were diagnosed with a mental health 


disorder than other races and ethnicities: 31.3 percent of Caucasian members were diagnosed 


with mental health diagnosis on an encounter compared to 20.2 percent of African-American and 


16.6 percent of Hispanics.  Among the HIP population, three diagnoses comprised half of all 


                                                 
18


 Milliman’s analysis of 2012 claims (MRx algorithim) shows that 23.8 percent of HIP members who had 


been enrolled in the program for six months or more had a psychiatric diagnosis reported on an encounter record, 


while B&A’s analysis showed 28.9 percent of HIP members enrolled in 2012 had a mental health diagnosis on an 


encounter. The slight discrepancy in the rate of psychiatric diagnosis on encounters can be attributed to the 


composition of the claims analysis population. Milliman only considered individuals who had been enrolled for six 


months or more in 2012 in their analysis, while B&A considered all individuals enrolled in 2012. 
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mental health diagnoses—tobacco use disorder (19.6% of total), attention deficit disorder (15.5% 


of total), and major depressive or bipolar disorder (14.9) of total).   Outpatient mental health 


clinics and CMHCs play an important role in the delivery of these services since more than 80 


percent of all services were billed by these two provider types.  Community mental health 


providers delivered less than 10 percent of the services (except in Anthem HIP).  It is interesting 


to note that in MDwise HIP, primary care providers rendered a larger proportion of mental health 


services than the other MCEs. 


 


A sample of cases was reviewed by the EQR Clinical Review Team of two MDs and three RNs,   


focusing on the care plans developed for the members—whether they contained measurable 


goals, if they incorporated patient diagnoses, and if the care plan was sent to either PMPs or 


mental health providers. In addition to the care plan reviews onsite at each MCE in August, the 


doctors on the clinical team interviewed MCE staff responsible for implementing the MCE’s 


behavioral health program on items required in the contract, the staffing of the behavioral health 


team, and policies and procedures around case management. 


 


Overall, B & A noted that care plan goals often did not include measures, were not specific to a 


particular need, and did not address the main physical or mental health diagnosis of the member.  


Seldom did they address things such as substance abuse, medication compliance, steps to prevent 


future hospitalizations, ways to ensure and coordinate follow-up with PMP and/or mental health 


provider appointments, or ways to build toward a healthier lifestyle. The care plan is more 


focused on helping with appointments, assigning PMPs, etc.  While these are important tasks, the 


function of the care plan should be coordination, medication compliance, and steps to take 


towards a healthier lifestyle. At all three MCEs, there was little documentation of coordination 


and integration of information between the PMPs and the mental health providers. The EQR 


team made recommendations to the State to work with the MCE’s to improve the required 


mental health care plans and case management. 
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B. SELF-REPORTED SATISFACTION FROM HEALTH PLAN CAHPS DATA 


 


1. MCE Ratings and Benchmarks 


 


CAHPS data indicate a high level of member satisfaction with MCEs (Table 6.6.2). In 2012, all 


three MCEs received ratings of health care, personal doctor, ability to get needed care, ability to 


quickly get care, doctor communication, and health education that were higher than the 


benchmarks selected by the MCEs. 


 
Table 6.6.2 CAHPS Ratings and Benchmarks 


   Anthem MDwise MHSa Benchmark Rates
b
 


  2012 
Plan 


Average 


2011 
Plan 


Average 


2012 
Plan 


Average 


2011 
Plan 


Average 


2012 
Plan 


Average 


Anthem 
MDwise 


and 
MHS 


 CAHPS Rating 2012 
DSS 


2012 
WP 


Rating of Plan Overall 82.2* 79.2 76.0 75.5 72.8 72.9 73.4 73.6 


Rating of Health Care 77.2* 74.7 70.6 73.3 72.7 69.1 70.6 69.3 


Rating of Personal Doctor 81.0* 78.6 76.3 78.8 79.9 76.9 77.3 76.4 


Rating of Specialist 77.9 73.6 79.8 75.0 73.5 76.6 74.5 76.9 


Customer Service 84.2 89.3 82.3 79.4 80.2 80.0 82.8 80.5 


Getting Needed Care 85.1*  85.8 83.4* 80.6 79.5 75.2 77.9 77.1 


Getting Care Quickly 86.6*  86.5 83.0 83.6 83.7 79.3 81.3 81.0 


Doctor Communication 91.6* 92.6 88.4 90.5 90.0 87.7 89.1 87.7 


Shared Decision Making 58.2 65.2 65.8* 63.2 66.3 59.0 59.5 59.6 


Health Education 63.3*  61.4 60.5 61.7 64.5* 58.3 57.2 58.9 


Coordination of Care 77.0 79.8 77.2 77.7 75.6 76.0 77.0 76.6 


Source: Anthem data are from “2012 CAHPS 4.0H Member Survey prepared for Healthy Indiana Plan” 2012; DSS 
Research , MDwise data are from “2012 Medicaid Adult CAHPS 4.0H Final Report:  MDwise Healthy Indiana Plan” 
2012; The Myers Group, and MHS data are from “2012 Medicaid Adult CAHPS 4.0H Final Report: Managed Health 
Services Indiana, Inc” 2012; The Myers Group 


a
2011 CAHPS data were unavailable for MHS. 


b


 Anthem benchmark rates are 2012 WP (WellPoint) averages and 2012 DSS averages (from the 2012 DSS Adult 
Medical Book of Business averages. The DSS Book of Business is made up of 37 adult Medicaid plans with a total of 
15,559 Respondents). MDwise and MHS benchmark rate comes from 2011 Medicaid Adult Public Report.  


* Indicates significant difference when compared to corresponding benchmark rates.   


CAHPS = Consumer Assessment of Healthcare Providers and Systems; DSS = 2012 DSS Adult 


Medical Book of Business averages; WP = WellPoint average. 


 


2. Characteristics of CAHPS Respondents 


 


The MCE’s were able to obtain samples of respondents that were fairly representative of the 


overall HIP membership, though survey response rates were approximately 50 percent (Table 


6.6.3). Respondents to the CAHPS surveys were more likely to be white than the overall HIP 


population, and less likely to be black (with the exception of MDwise survey respondents), 


although assessing the racial mix is challenging because the administrative data do not allow for 
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multiracial members, but the CAHPS does.  Women appeared to be over represented among the 


survey respondents, particularly among respondents to the MHS CAHPS.  


 
Table 6.6.3 Demographic Characteristics of CAHPS Respondents, by Health Plan 


Demographic Characteristics  HIP Members Anthem 


Survey 


Respondents 


MDwise 


Survey 


Respondents 


MHS Survey    


Respondents 


Number 56,245 620 722 421 


Response Rate n/a 47% 56% 47% 


Race/Ethnicity     


White 82.0% 86.8% 84.1% 90.9% 


Black 10.5% 8.3% 12.3% 6.4% 


Hispanic 3.4% 2.3% 4.6% 2.5% 


Asian 2.1% 3.9% 1.5% 3.0% 


Native American / Alaskan Native 0.1% 1.8% 2.4% 1.7% 


Other 1.9% 3.2% 4.5% 2.8% 


Gender     


Female 67.6% 69.8% 72.2% 77.8% 


Male 32.4% 30.2% 27.8% 22.2% 


Source: Anthem data are from “2012 CAHPS 4.0H Member Survey prepared for Healthy Indiana Plan” 2012; 


DSS Research , MDwise data are from “2012 Medicaid Adult CAHPS 4.0H Final Report:  MDwise Healthy 


Indiana Plan” 2012; The Myers Group, and MHS data are from “2012 Medicaid Adult CAHPS 4.0H Final 


Report: Managed Health Services Indiana, Inc” 2012; The Myers Group. Data on HIP members are from 


OMPP. 


Note: Race and ethnicity were separate questions in CAHPS surveys, and respondents were able to choose 


more than one race. Therefore, responses will not equal100 percent. HIP Member data produced by OMPP. 


  
C. SELF-REPORTED SATISFACTION FROM MATHEMATICA’S 2012 SURVEY OF HIP 


MEMBERS 


 


Mathematica’s 2013 survey of current HIP members included questions about satisfaction with 


HIP. Overall, 76 percent of members reported that they were very satisfied with HIP, while an 


additional 19 percent said they were somewhat satisfied (Table 6.6.4). Further, 98 percent 


reported that they would choose to re-enroll in HIP if they left but then became eligible again. Of 


the small number of individuals who said they were somewhat or very dissatisfied, reasons 


included lack of coverage of certain benefits (such as dental, vision, or certain procedures), 


dissatisfaction with choice of doctors, and dissatisfaction with a payment or administrative issue 


(data not shown). However, the group of individuals asked about their reason for dissatisfaction 


was too small to provide reliable data. 


 
Table 6.6.4 Satisfaction with HIP 


Level of Satisfaction Total < 100% FPL > 100% FPL 


 


Total number  


 


16,830 11,477 5,353 


    


Overall level of satisfaction with HIP    


Very satisfied 76.2% 75.7% 77.1% 
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Level of Satisfaction Total < 100% FPL > 100% FPL 


Somewhat satisfied 18.5% 18.9% 17.7% 


Neither satisfied nor dissatisfied 2.1%
b


 2.0% 2.2% 


Somewhat dissatisfied 3.0%
b


 3.3% 2.3% 


Very dissatisfied 0.2%
b


 0.2% 0.4% 


Don’t know 0.0%
b


 0.0% 0.0% 


Would try to re-enroll in HIP if they left but 


became eligible again: 
16,830 11,477 5,353 


Yes 98.2% 98.3% 98.2% 


No 0.5%
b


 0.4%
b


 0.7%
b


 


Don’t know 1.2%
b


 1.2%
b


 1.1%
b


 


Source: Mathematica analysis of 2013 survey of HIP members. 


b 


These estimates may be unreliable because they are based on fewer than 30 respondents. 


 


D. HEALTH PLAN INQUIRIES 


 


The State maintains a consumer issue management system known as the “Internet Quorum” or 


“IQ,” which permits the State to monitor and manage formal and informal inquiries. In each 


year, the total number of inquiries has been lower than in the previous years (see Table 5.2 in the 


Consumer Issues section).Overall, the number of inquiries has fallen by 79 percent between 2008 


and 2012. 


 


As in previous years, most inquiries in 2012 were questions of a general nature about HIP (See 


Table 5.3 in the Consumer Issues section). Eighteen percent of inquiries were about buying into 


HIP, six percent related to the waiting list, and the remaining were questions regarding specific 


HIP plans, including the ESP. These percentages are similar to those seen in 2011 (data not 


shown).  


 
6.7 GOAL VII – ASSURE STATE FISCAL RESPONSIBILITY AND EFFICIENT 


MANAGEMENT OF THE PROGRAM 


 


The enabling state legislation requires that HIP be a fiscally sound program. While an increase in 


hospital reimbursement rates effective July 1, 2011 meant that the program did not maintain 


budget neutrality within DY5, the waiver margin is measured cumulatively, over the course of 


the five years, the program remained budget-neutral. In 2012, no new cost-saving measures were 


implemented, and DSH funding allocations remained consistent with previous years. 


 
A. FEDERAL FINANCING ISSUES AND BUDGET NEUTRALITY. 


 


In 2011, the Indiana General Assembly enacted Public Law 229-2011, Section 281, which 


established a hospital assessment fee program. Under this program, the State collects an 


assessment fee from certain hospitals, and uses part of the resulting funds to increase hospital 


reimbursement rates. These new reimbursement rates cannot exceed the Medicare upper payment 


limits in the aggregate. In May 2012, CMS approved the State Plan Amendment and waivers 


needed to implement these changes with an effective date of July 1, 2011. All changes are 


retroactive to this date and will continue until June 30, 2013 (legislation has now extended the 


fee through June 30, 2017). 
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According to estimates by the HIP actuary, Milliman Inc., the state maintained waivers margin 


well above the total CMS-approved limit from DY1 through DY4. These margins were based on 


PMPM costs for HHW caretakers, children, and pregnant women, which grew at a slower rate 


than the projected Medicaid spending established in the Special Terms and Conditions of the HIP 


waiver. In DY5, however, the waiver margin was negative $73 million due to the increased 


hospital reimbursement rates described above. These increased rates have led to higher PMPM 


expenditures for HHW caretakers, children, and pregnant women. PMPM expenditures for HIP 


caretakers and non-caretakers in DY5 aligned closely with DY4 expenditures for these groups. 


However, the waiver margin is cumulative, and was maintained across the five years of the 


demonstration. 


 
B. STATE FINANCING ISSUES 


 


1. Cigarette Tax Revenues 


 


By design, cigarette tax revenues are the dominant financing mechanism for HIP. To date, HIP 


has collected nearly $599 million in revenues from the cigarette tax implemented in 2007 (Figure 


6.6). Cigarette taxes have fluctuated, but have hovered between $120 and $130 million each 


year.
19


 HIP is required to channel $11 million into an immunization fund each year. These 


payments were not made in FY2010 and FY2011, resulting in a lump sum of $31 million 


deposited into the fund in FY2012 and a lower level of tax revenues dedicated to HIP during this 


fiscal year. 


 


Figure 6.6.1 Indiana Revenues from State Cigarette Taxes Allocated to HIP 
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Source: Mathematica calculations based on data provided by Milliman, May 2013. 


 


2. DSH funds 


 


In 2012, the State continued to reallocate about $50 million in existing Disproportionate Share 


Hospital (DSH) dollars to HIP. This is the same amount that had been reallocated in each 


previous year of the waiver  However, the 2012 waiver extension included a request to restore 


DSH funding, since the State had achieved its waiver margins.  


 


3. Power Account Contributions  


 


The monthly contributions that HIP members make to their POWER accounts are the third 


mechanism for funding HIP. POWER accounts are set at $1,100 per year. The monthly 


contributions are based on income and a sliding scale. Members may pay as much as 5 percent of 


their income. Mathematica estimates that the maximum POWER account contributions for 2008 


and 2009 were on average less than $20 million per year, but for 2010 were closer to $30 


million. In 2011 and 2012, total estimated POWER account contributions were again less than 


$20 million. 
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SECTION 7: CONCLUSIONS 


The HIP program has proven to be a promising model for expanding access to healthcare for 


low-income populations who are otherwise not eligible for Medicaid coverage. As demonstrated 


throughout this report, a consumer-driven health model promotes more conscious healthcare 


utilization and engagement in decision-making. HIP members overwhelmingly report that they 


value their health coverage, would be willing to make higher POWER account contributions to 


remain enrolled, and prefer paying “up front” (funding the POWER account) to making 


copayments each time they seek medical care. Eighty-five percent of members feel that their 


required contributions are either the right amount or below the right amount, and only a small 


proportion (14 percent) of former HIP members reported that cost-sharing had been their reason 


for leaving the program. Overall initial POWER account contribution rates have increased 


steadily over the course of the demonstration, indicating that contribution amounts are affordable 


and that members value having coverage. HIP members continue to report high overall 


satisfaction with the program, and demand for HIP coverage continues to grow, as evidenced by 


the rate at which the non-caretaker waitlist has grown until it was closed in December of 2012. 


 


Overall uninsurance rates for the HIP-eligible population have increased slightly over the years 


of the demonstration, likely due to external factors such as the national recession and higher rates 


of unemployment. However, the uninsurance rates for those Hoosiers under 50 percent of the 


FPL have actually decreased approximately four percentage points from 2007 (before the 


program was first implemented) until 2012. HIP has very plausibly been a primary driver of that 


outcome. Additionally, if HIP had not been available, the state uninsurance rate would likely 


have increased more during the demonstration period than it actually did due to general 


economic conditions. 


 


HIP has accomplished all of these goals while maintaining fiscal soundness. Over the course of 


the five years of the demonstration, HIP has cost approximately $1 billion. The overall five-year 


waiver margin is $1.1 billion. With the exception of the cigarette tax revenue used to fund the 


program, HIP has no other impact on Hoosier taxpayers. 


 


Over the life of the program, challenges with MCE provider networks and process issues in 


providing care have been addressed. Provider networks have improved significantly for both 


primary and specialty care in the five years of the demonstration. There are still areas where 


improvements can be made, including increased member awareness of how the POWER account 


works and understanding of the connection between receipt of preventive care, account rollovers, 


and reduced contributions. The State continues to work with the MCE’s to meet quality metrics 


and implement effective chronic disease management programs.  


 


Overall, HIP has experienced marked success in making healthcare accessible to a vulnerable, 


low-income population which otherwise would have had no avenue to public coverage in the 


past five years. The State anticipates continued accomplishments and improvements over the 


extension years. Additionally, the State continues to seek guidance on the future of the HIP 


program from CMS in the context of the Affordable Care Act of 2010.  
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DEPARTMENT OF HEALTH AND 
HUMAN SERVICES 


Centers for Medicare & Medicaid 
Services 


42 CFR Part 431 


[CMS–2325–F] 


RIN 0938–AQ46 


Medicaid Program; Review and 
Approval Process for Section 1115 
Demonstrations 


AGENCY: Centers for Medicare & 
Medicaid Services (CMS), HHS. 
ACTION: Final rule. 


SUMMARY: This final rule will implement 
provisions of section 10201(i) of the 
Patient Protection and Affordable Care 
Act of 2010 that set forth transparency 
and public notice procedures for 
experimental, pilot, and demonstration 
projects approved under section 1115 of 
the Social Security Act relating to 
Medicaid and the Children’s Health 
Insurance Program (CHIP). This final 
rule will increase the degree to which 
information about Medicaid and CHIP 
demonstration applications and 
approved demonstration projects is 
publicly available and promote greater 
transparency in the review and approval 
of demonstrations. It will also codify 
existing statutory requirements 
pertaining to seeking advice from Indian 
health care providers and urban Indian 
organizations for section 1115 
demonstration projects, and for the first 
time impose as regulatory requirements 
tribal consultation standards that were 
previously only published as guidance 
documents. 
DATES: These regulations are effective 
on April 27, 2012. 
FOR FURTHER INFORMATION CONTACT: 
Steven Rubio, (410) 786–1782; or Jessica 
Schubel, (410) 786–3032. 
SUPPLEMENTARY INFORMATION: 


I. Background 


A. Section 1115 Demonstrations 


1. Overview 
Section 1115 of the Social Security 


Act (the Act) allows the Secretary of the 
Department of Health and Human 
Services (the Secretary) to waive 
selected provisions of section 1902 of 
the Act for experimental, pilot, or 
demonstration projects 
(demonstrations), and to provide 
Federal Financial Participation (FFP) for 
demonstration costs which would not 
otherwise be considered as expenditures 
under the Medicaid State plan, when 
the Secretary finds that the 


demonstrations are likely to assist in 
promoting the objectives of Medicaid. 
Section 2107(e) of the Act states that the 
waiver authorities in section 1115 of the 
Act apply to the Children’s Health 
Insurance Program (CHIP) in title XXI of 
the Act in the same manner as they 
apply to the Medicaid program in title 
XIX of the Act. 


States have used section 1115 
demonstrations for different reasons. 
Some States have tested new 
approaches to providing coverage or 
improving the scope or quality of 
benefits in ways that would not 
otherwise be permitted under the 
statute. For example, some States have 
used section 1115 demonstrations to 
expand eligibility to individuals who 
would not otherwise qualify for 
benefits, or to establish innovative 
service delivery systems. Other 
demonstrations have constrained 
eligibility or benefits in ways not 
otherwise permitted by statute. For 
example, some demonstrations have 
provided for a more limited set of 
benefits than the statute requires for a 
specified population, implemented cost- 
sharing at levels that exceed statutory 
requirements, or included enrollment 
limits. Some demonstrations have 
involved financing approaches that are 
not contemplated in titles XIX or XXI of 
the Act. 


As such, demonstrations can have a 
significant and varied impact on 
beneficiaries, providers, States, Tribes 
and local governments. They can also 
influence policy making at the State, 
Tribal and Federal level, by introducing 
new approaches that can be a model for 
other States and lead to programmatic 
changes nationwide. In light of the 
impact demonstration projects can have, 
the Congress has determined that the 
process by which States apply for and 
the Federal government reviews 
demonstrations should assure public 
input. From time to time that process 
has come under criticism. In recent 
years, the Congress, the Government 
Accountability Office (GAO), and the 
stakeholders representing a range of 
interests affected by the Medicaid and 
CHIP programs have raised concerns 
regarding the need for greater 
transparency in the submission, review, 
and approval of demonstration 
applications. 


2. Prior Guidance Related to Public 
Notice 


In the September 17, 2010 Federal 
Register (75 FR 56946), we published 
the ‘‘Review and Approval Process for 
Section 1115 Medicaid Demonstrations’’ 
proposed rule. In the September 17, 
2010 proposed rule, we detailed the 


prior guidance that we have provided 
including the September 27, 1994 
Federal Register notice entitled 
‘‘Medicaid Programs; Demonstration 
Proposals Pursuant to Section 1115(a) of 
the Social Security Act; Policies and 
Procedures’’(59 FR 49249) that provided 
general principles and guidelines 
governing demonstration projects and 
provided for a public notice process that 
was designed to ensure that interested 
parties would have an opportunity to 
provide input into the design and 
review of a State demonstration 
application. 


In 2002, we issued a letter to State 
Medicaid directors, State Medicaid 
Director Letter (SMDL) #02–007, to 
encourage States to facilitate public 
participation in the development of 
demonstration applications in an effort 
to ensure adherence to the public notice 
procedures outlined in the September 
27, 1994 Federal Register notice. 


In 2002, the GAO issued a report 
entitled ‘‘Medicaid and SCHIP—Recent 
HHS Approvals of Demonstration 
Waiver Projects Raise Concerns,’’ 
finding that HHS had not consistently 
followed its September 27, 1994 Federal 
Register notice process. GAO 
specifically noted that, since 1998, HHS 
had not complied with the Federal 
Register notice procedures. GAO 
recommended that the HHS Secretary 
provide for a public process that, at a 
minimum, included publishing notices 
of demonstrations in the Federal 
Register and a 30-day comment period. 


In a subsequent 2007 report entitled 
‘‘Medicaid Demonstration Waivers: Lack 
of Opportunity for Public Input during 
the Federal Approval Process Still a 
Concern,’’ the GAO examined 
demonstration projects in two States 
and found that HHS did not provide 
opportunity for public input at the 
Federal level during the Federal review 
process. It determined that the States 
that submitted the demonstration 
applications made efforts to obtain 
public input to comply with HHS’ 
September 27, 1994 Federal Register 
notice, but that stakeholders in those 
States reported lacking access to 
information during the Federal review 
process about parts of the demonstration 
applications that had a significant 
impact on beneficiaries or having 
inadequate time to review and comment 
on the applications. GAO reiterated its 
longstanding concerns about the lack of 
public input into section 1115 
demonstrations and restated its 
recommendation for a process that 
assures public input. 


In a January 21, 2009 Memorandum to 
the Heads of Executive Departments and 
Agencies, President Obama established 
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the Federal government’s commitment 
to transparency, participation, and 
collaboration. Noting that public input 
can promote efficiency, effectiveness, 
and accountability in government, the 
President committed Federal agencies to 
disseminating information quickly and 
accessibly, and to ensure increased 
opportunities for the public to 
participate in policymaking. The 
Memorandum required each Federal 
agency to establish an Open 
Government plan, and on April 7, 2010, 
HHS announced its plan to achieve 
transparency, participation, and 
collaboration. HHS is committed to 
timely and responsive administration of 
the Medicaid and CHIP programs and 
seeks to assure transparency, input, and 
collaboration, while also being mindful 
of the need to avoid duplicative 
processes and unnecessary 
administrative burdens and delays. 


In May 2010, we met with more than 
20 representatives of stakeholder 
organizations including organizations 
advocating on behalf of the elderly, 
people with disabilities and other low 
income populations, as well as 
organizations representing health care 
providers regarding transparency in the 
demonstration approval process. We 
also held a listening session open to 
officials from all 50 States, the District 
of Columbia, and U.S. Territories. 


3. Guidance Related to Tribal 
Consultation and Seeking Advice From 
Indian Health Care Providers and Urban 
Indian Organizations 


To foster greater notice and a 
meaningful opportunity for input, in 
2000, the Administration issued 
Executive Order 13175 regarding 
‘‘Consultation and Coordination with 
Indian and Tribal governments.’’ This 
Executive Order applies to the programs 
operated by the Federal government 
and, since States administer Medicaid 
and CHIP, we have issued guidance to 
States to conduct consultation with 
Tribes prior to implementing 1115 
demonstration or 1915 waiver requests. 
Executive Order 13175 mandated the 
establishment of regular and meaningful 
consultation and collaboration with 
tribal officials in the development of 
Federal policies that have ‘‘tribal 
implications,’’ which are defined as 
policies or actions ‘‘with substantial 
direct effects on one or more Indian 
tribes, on the relationship between the 
Federal Government and Indian tribes, 
or on the distribution of power and 
responsibilities between the Federal 
Government and Indian tribes.’’ On 
November 5, 2009, President Obama 
issued a Memorandum for the Heads of 
Executive Departments and Agencies 


reiterating the importance of Executive 
Order 13175 and requiring a detailed 
plan for compliance with its provisions. 


In July 2001, we issued a letter to 
State Medicaid Directors (SMDL #01– 
024) that provided direction to States to 
allow federally-recognized Tribes to 
participate in the planning and 
development of Medicaid and CHIP 
demonstration applications and 
extensions through a consultation 
process. The guidance encouraged 
States to provide information to tribal 
governments at least 60 days prior to 
implementation and to provide 30 days 
for tribes to comment on a State’s 
planned demonstration request. The 
letter also articulated principles of 
consultation, such as respect for the 
sovereign rights of Tribes. In this final 
rule, we establish consultation 
procedures that allow States to meet 
simultaneously both the new statutory 
requirements pertaining to Indian health 
care providers and urban Indian 
organizations, as well as the new 
statutory requirements that pertain to 
the public at large under the Affordable 
Care Act. 


4. Changes Made by the Recovery Act 
and the Affordable Care Act 


Section 5006 of the American 
Recovery and Reinvestment Act of 2009 
(Recovery Act) (Pub. L. 111–5, enacted 
on February 17, 2009), among other 
protections for Indian beneficiaries in 
Medicaid and CHIP, required States to 
seek advice from Indian health 
programs and urban Indian health 
organizations concerning Medicaid and 
CHIP policies before submitting a 
Medicaid or CHIP State plan 
amendment, demonstration request or 
application that would directly affect 
Indian health programs and urban 
Indian health organizations. This 
provision was effective July 1, 2009, and 
was summarized in a letter to State 
Medicaid Directors dated January 22, 
2010 (SMDL # 10–001). 


Section 10201(i) of the Patient 
Protection and Affordable Care Act of 
2010 (Pub. L 111–148, enacted March 
23, 2010) (the Affordable Care Act) 
amended section 1115 of the Act by 
adding a new subsection (d) to require 
the Secretary to issue regulations that 
would ensure the public has adequate 
opportunities to provide meaningful 
input into the development of State 
demonstration projects, as well as in the 
Federal review and approval of State 
demonstration applications and 
renewals. The Affordable Care Act also 
requires periodic evaluations and 
implementation reports to ensure that 
information on the outcomes of 


demonstration projects is available to 
the public. 


Specifically, new section 1115(d) of 
the Act provides that these procedural 
requirements must include review 
standards pertaining to the goals of 
demonstration programs, the impact of 
the demonstration project on costs and 
coverage, and the plans of the State to 
ensure that the demonstration will 
comply with applicable requirements 
specified in title XIX and XXI of the Act. 
The statute requires the establishment of 
a process to provide for public notice 
and comment on the State level and at 
the Federal level once an application for 
a demonstration is received by the 
Secretary. These public notice and 
comment processes are meant to ensure 
a meaningful level of public input. The 
statute also requires the Secretary to 
implement reporting requirements for 
States with approved demonstrations, 
and to establish a process for the 
periodic evaluation of demonstration 
projects. Under section 1115(d)(3) of the 
Act, the Secretary is required to report 
annually to the Congress on actions 
taken for applications for demonstration 
projects. 


In the September 17, 2010 proposed 
rule, we proposed to implement section 
1115(d) of the Act to ensure 
transparency at each stage of the 
demonstration development and review 
process without interfering with the 
timely submission and review of 
demonstration proposals. We also 
proposed to codify the requirements of 
section 5006 of the Recovery Act that 
apply to demonstrations. 


5. Findings Related to Section 1115 
Demonstration Evaluations 


We recognize the importance of 
public availability and understanding of 
information about the impact and 
operations of health insurance and 
health insurance programs, including 
Medicaid and CHIP. Because 
demonstration projects are approved to 
pilot or experiment with new 
approaches, it is particularly important 
to evaluate such projects and to share 
lessons learned. Demonstration 
evaluations can document policies that 
succeed or fail and the degree to which 
they do so informs decisions about the 
demonstration at issue, as well as the 
policy efforts of other States and at the 
Federal level. In particular, evaluations 
of the impact of demonstration program 
features that depart from the statutory 
requirements can inform future 
decisions with regard to new 
approaches to coverage and care. 


More public involvement, 
understanding, and access to 
demonstration project evaluations will 


VerDate Mar<15>2010 18:38 Feb 24, 2012 Jkt 226001 PO 00000 Frm 00003 Fmt 4701 Sfmt 4700 E:\FR\FM\27FER3.SGM 27FER3T
K


E
LL


E
Y


 o
n 


D
S


K
3S


P
T


V
N


1P
R


O
D


 w
ith


 R
U


LE
S


3







11680 Federal Register / Vol. 77, No. 38 / Monday, February 27, 2012 / Rules and Regulations 


also provide greater understanding of 
demonstration effectiveness, and 
compliance. Public involvement can 
benefit all aspects of the evaluation 
process, including the process for 
submission of evaluation designs, 
approval of demonstration evaluations, 
and the submission of evaluation 
reports. Therefore, we are, as part of this 
transparency rule, codifying our existing 
policies to ensure greater transparency, 
communication, and collaboration in 
the evaluation aspect of the section 1115 
demonstration process. 


II. Summary of the Provisions of the 
Proposed Rule and Analysis of and 
Responses to Public Comments 


The September 17, 2010 proposed 
rule addressed the Affordable Care Act 
provisions requiring transparency in the 
process of developing and approving 
demonstrations. We received a total of 
33 timely comments on the September 
17, 2010 (75 FR 56946) proposed rule. 


A. Basis and Purpose (§ 431.400) 


To incorporate the policies and 
implement the statutory provisions 
described above, we proposed to add a 
new subpart G under 42 CFR part 431 
to implement the provisions of section 
1115(d) of the Act, as amended by 
section 10201 of the Affordable Care 
Act. Subpart G includes guidance 
related to the development of 
demonstration applications, public 
notice for States and the Department, 
monitoring, compliance, evaluation of 
demonstration projects, and the 
submission of reports to the Secretary. 


We did not receive any comments 
opposing this new subpart, see no other 
reason to change our proposed 
additions, and therefore, we are 
finalizing these provisions subject to the 
changes described below. 


B. Definitions (§ 431.404) 


In § 431.404, we define the terms 
‘‘demonstration,’’ ‘‘Indian health 
program,’’ ‘‘public notice,’’ and ‘‘section 
1332 waiver’’ that are used in new 
subpart G under 42 CFR part 431. 


We received the following comment 
concerning the proposed Definitions: 


Comment: One commenter requested 
that CMS include the definition of 
‘‘Indian Health Program’’ under the 
Indian Health Care Improvement Act 
(IHCIA). 


Response: We have included the 
IHCIA definition of ‘‘Indian Health 
Program’’ in the final rule. 


C. State Public Notice Process 
(§ 431.408) 


We recognize that demonstrations can 
have a significant impact on 


beneficiaries, providers, and States. 
Demonstrations can also influence 
policy making at the State and Federal 
level, by testing new approaches that 
can be models for programmatic 
changes nationwide or in other States. 
For these reasons and under section 
10201(i) of the Affordable Care Act, in 
§ 431.408, we proposed to establish a 
process that promotes transparency, 
facilitates public involvement and 
input, and encourages sound decision- 
making as demonstration applications 
are designed at the State level. We are 
also mindful that States have developed 
their own State-specific procedures for 
public involvement in policy and 
program decision-making. Furthermore, 
Medicaid is a jointly administered 
Federal/State program. Accordingly, we 
have attempted to craft our 
requirements in ways that assure 
achievement of these statutory 
objectives while minimizing 
administrative burden. 


We received the following comments 
concerning the proposed State public 
notice and comment period. 


1. State Public Notice and Comment 
Period 


Comment: While several commenters 
expressed support for the 30-day public 
notice period before the section 1115 
demonstration application is submitted 
to CMS, many commenters stated that 
the period should be expanded to 45 or 
60 days. One commenter suggested as 
an alternative providing a 60-day 
comment period for new demonstration 
applications and a 30-day comment 
period for extensions of existing 
demonstrations. 


Response: One of the goals of this 
regulation is to balance the need for 
transparency with the need for timely 
development, review, and approval of 
demonstrations. While we appreciate 
the commenters’ suggestions regarding 
the length of the State comment period, 
we believe that 30 days strikes an 
appropriate balance between providing 
for increased transparency and ensuring 
timely submission of demonstration 
applications. In addition, we note that 
the Administrative Procedure Act has 
for many decades used 30 days as the 
normal minimum length for comments 
on proposed Federal rules. Moreover, 
our standards are minimums and States 
may exceed them at their discretion. 


Comment: One commenter expressed 
concern that 20 days is not enough time 
for States to hold hearings and then 
analyze and incorporate the comments 
raised at the hearing into the 
demonstration application. 


Response: The timeframes included in 
the final rule are the minimum 


timeframes that the State must follow. 
Our intention was to provide the State 
with as much flexibility as possible 
during the public notice process while 
maintaining our goal of increased 
transparency and timely procession of 
applications. 


Comment: One commenter was 
concerned as to how States should 
discuss differing opinions between a 
local chapter and the National chapter 
of a stakeholder association in the 
document of consultation activities 
under § 431.408(b). 


Response: The State should include a 
summary of all comments aired in the 
consultation process, and may describe 
this type of situation in its report 
addressing the key issues raised in that 
process and how it took those comments 
into consideration, including comment 
on both sides of the issue, when 
finalizing its application. Neither 
Federal nor State governments are 
bound to follow public comments, but 
simply to consider them before making 
final decisions. 


Comment: One commenter requested 
that the State produce a summary report 
on comments it received and how the 
comments influenced the content of the 
application, if at all. 


Response: The information that the 
commenter wanted in a summary report 
was included in the proposed rule as 
part of the application submitted to 
CMS at § 431.412(a)(1)(viii). Since this 
application is publicly available, the 
commenter will have access to this 
information and an additional required 
report is unnecessary. 


2. Statement of Public Notice and State 
Public Input Procedures 


Comment: One commenter 
recommended that CMS revise the 
regulation to bring it into compliance 
with the cost-sharing provisions of the 
Medicaid Act, as amended by the Deficit 
Reduction Act (DRA) of 2005. 


Response: This comment is beyond 
the scope of this rulemaking document, 
and therefore, we are not addressing it 
in this final rule. 


Comment: One commenter 
recommended that CMS require the 
State to publish its public notice in both 
the State Register and local newspapers. 


Response: By requiring the 
demonstration application and hearing 
notice to be posted on the main page of 
the State’s Web site, we believe it is 
unnecessary to also require notice in 
both the State Administrative Register 
and newspapers with significant 
circulation. We have accordingly 
retained State discretion to choose 
either its Administrative Register or 
newspaper (or both) as vehicles to 
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provide public notice in addition to 
requiring notice on the main page of the 
State’s Web site. We have also required 
States to use additional approaches, 
such as electronic mailing lists to 
provide public notice. Of course, it is 
likely that news media, other media, 
and advocacy organizations will use 
their own means to spread this 
information. 


Comment: One commenter 
recommended that CMS require States 
to seek input from providers; similar to 
the tribal consultation requirement. 


Response: While we understand the 
commenter’s concern, we did not revise 
the language in this rule to require 
States to seek input from providers 
similar to the manner in which they 
conduct tribal consultation. There are 
specific requirements to seek advice 
from Indian health providers and urban 
Indian organizations outlined in the 
statute, and therefore, this rule needs to 
meet the statutory ARRA protections. 
Other providers will have an 
opportunity to offer their views in the 
process for public input along with 
other interested parties. The purpose of 
the public comment process is to 
provide all stakeholders an ample 
opportunity to comment. 


Comment: Many commenters 
recommended that States be required to 
include a list of waiver and expenditure 
authorities in their applications, and 
requested that this list be included in 
the State’s public notice as well. 


Response: We are accepting this 
recommendation but we note that the 
public notice will not be considered 
deficient if the waivers and expenditure 
authorities granted to facilitate the 
demonstration are different than those 
the State contemplates. The actual 
waivers and expenditure authorities 
awarded will be based on CMS analysis 
of the waivers and expenditure 
authorities that are actually needed to 
accomplish demonstration objectives. 


Comment: One commenter requested 
that CMS clarify that the financial 
analysis of changes to the demonstration 
requested by the State is for renewal 
applications only. 


Response: We agree with this 
comment, and have included language 
to this effect in the final rule. The 
distinction was clear in the proposed 
§ 431.412 and we have revised the final 
rule at § 431.408 to be consistent. 


Comment: One commenter noted that 
it is unclear in the regulation whether 
the entire public notice document, that 
is, all the elements prescribed in 
§ 431.408(a)(1), must be published, or 
whether it can be an abbreviated notice 
referencing a Web site where the full 
document can be found. 


Response: We have revised the 
language in § 431.408(a)(2)(ii) to clarify 
that the public notice document 
published in either the State’s 
Administrative Record or significant 
newspapers may be abbreviated, that is, 
the notice may include a summary of 
the elements found in § 431.408(a)(1) for 
purposes of publication; however, the 
abbreviated notice must provide an 
active link to a Web site where the 
public notice may be viewed in its 
entirety. 


Comment: Several commenters noted 
that public input would be more 
meaningful if it occurred before the 
State completed the process of drafting 
a complete demonstration application, 
and recommended that CMS allow the 
State to not post a complete application. 
The commenters noted that the 30-day 
Federal comment period would provide 
a full opportunity for public comment 
on the complete application once it had 
been submitted to CMS. 


Response: While we appreciate the 
commenter’s concern about ensuring the 
public has the opportunity to provide 
input on a proposed demonstration 
project, we believe that the public must 
have a specific proposal to respond to 
to provide meaningful input. We have 
outlined the required application 
content in § 431.412(a)(1). The State 
may also post a draft application that 
contains sufficient information for the 
public to provide meaningful input. To 
provide a full opportunity for public 
review, there must be at least a 30-day 
period for public input before the draft 
application is submitted to CMS. This 
opportunity for input prior to 
submission of an application to CMS 
allows the public to participate in the 
State’s process for developing the 
application. That opportunity is 
separate from the opportunity for public 
comment on the final application under 
consideration in the Federal review 
process. 


Comment: One commenter requested 
that CMS require the State to provide 
summaries of quality data that do not 
contain patient information and that are 
detailed enough to allow for public 
analysis and comment, as well as to 
provide information on historical 
expenditures. 


Response: The information requested 
by the commenter is already included in 
the regulations at § 431.428(a)(4). We do 
not believe it is necessary to include 
this information in the public notice 
requirement. 


Comment: One commenter requested 
that the State include specific Federally- 
Qualified Health Center (FQHC) related 
waivers, and the rationale and 


justification for such waivers in the 
public notice. 


Response: FQHCs play a critical role 
in serving Medicaid beneficiaries. We 
are accommodating the commenter’s 
concern in the revision discussed above 
requiring the State to identify specific 
waiver and expenditure authorities, as 
well as requiring a broad program 
description. We believe this information 
is sufficient to initiate a dialogue 
between the State and interested FQHCs 
on the rationale and justification for the 
State’s proposal. 


Comment: One commenter suggested 
that CMS include language in 
§ 431.408(a)(1)(iii) expressly referring to 
a time period of at least 30 days for the 
submission of comments. 


Response: We agree with this 
comment, and have included such 
language in the final rule. 


Comment: One commenter 
recommended that Medicaid providers 
affected by the proposed demonstration 
be required to post information in a 
conspicuous location so that affected 
individuals would have an opportunity 
to comment. 


Response: While we appreciate the 
commenter’s desire to involve the 
provider community, we believe this 
suggestion would cause an undue 
administrative burden on providers. 


Comment: One commenter requested 
that CMS require the State to include a 
link to CMS’ Web site on the Web page 
containing information on the 
demonstration application. 


Response: We agree with this 
comment, and have included such a 
requirement in the final rule. 


3. Language Requirements 


Comment: Several commenters 
requested further guidance on how CMS 
plans to ensure that beneficiaries with 
limited English proficiency will be able 
to access published information 
regarding the proposed demonstration. 
One commenter recommended that 
CMS utilize the Department of Health 
and Human Services’ Limited English 
Proficiency (LEP) guidance in selecting 
languages for translations of published 
information. 


Response: States are subject to various 
civil rights requirements regarding 
communication, for both language and 
disability. These include Title VI of the 
Civil Rights Act of 1964, Section 504 of 
the Rehabilitation Act, and the 
Americans with Disabilities Act. There 
are regulations under each of these 
statutes and, in the case of Title VI, 
detailed guidance published by the 
Department of Health and Human 
Services regarding services to 
individuals with Limited English 
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Proficiency. We agree with the 
commenter that this guidance 
establishes reasonable practices that 
States are expected to follow. 


Comment: One commenter requested 
that CMS clarify that all documents 
posted to both the State and CMS Web 
sites be accessible to individuals with 
disabilities. 


Response: As stated above, there are 
long-standing regulations in place that 
govern State practices not only for the 
activities addressed by this regulation, 
but also for all programs and activities 
performed by States and other recipients 
of Federal financial assistance and, in 
the case of the Americans with 
Disabilities Act, State programs and 
services regardless of Federal financial 
assistance. States are responsible for 
compliance and knowing their 
responsibilities as it relates to 
accessibility of information and 
documents for individuals with 
disabilities. Other Federal agencies (the 
HHS Office for Civil Rights and the 
Department of Justice) are responsible 
for any necessary clarification and 
enforcement. 


4. Electronic Mailing List 
Comment: One commenter requested 


clarification that the electronic mailing 
lists’ purpose is to provide notification 
that a demonstration application is 
available for public review and 
comment. 


Response: The electronic mailing 
lists’ purpose is to provide notification 
that a demonstration application is 
available for public comment. 


Comment: Several commenters 
expressed concern regarding how an 
interested party could sign up for the 
electronic mailing list at the State and 
Federal levels, as well as how the State 
and CMS would ensure notification to 
all interested parties, including 
Medicaid and CHIP beneficiaries. 


Response: The use of such services 
will depend on State decisions. It is 
usual practice for links for, or 
instructions on how to, register for 
electronic mailing lists to be included, 
in appropriate places, on State Web sites 
so that individuals and advocacy groups 
may easily register for the electronic 
mailing lists. We will establish 
notification procedures on our Web site 
and other venues such as press 
notifications, as appropriate. 


Comment: One commenter requested 
that the State explain how the electronic 
mailing list would work while another 
commenter suggested that the State’s 
Web site provide a way for interested 
persons to be added to a mailing list. 
Another commenter expressed concern 
that the requirement to publish a notice 


in the newspaper of widest circulation 
(in each city or county with a 
population of 50,000 or more) appears 
to be optional if the State uses an 
electronic mailing list to notify 
interested parties. The commenter 
stated that many people with low- 
incomes and/or disabilities do not have 
access to email. 


Response: We have revised 
§ 431.408(a)(2)(ii) to clarify that the 
State must publish its public notice in 
the newspaper of widest circulation in 
each region of the State that contains a 
city with a population of 100,000 or 
more or in the State’s Register, and that 
it must also utilize a mechanism such as 
an electronic mailing list to notify 
interested parties. It is important to 
ensure that the public notice is not 
entirely Web-based because there are 
individuals who may have limited 
access to, or facility with, Web-based 
information. On the other hand, there 
are large numbers of persons who use 
the Internet who do not subscribe to 
newspapers. We understand that any of 
these mechanisms are not necessarily 
going to reach all consumers and 
encourage the State, providers and 
advocacy groups to appropriately 
transmit the information to affected 
consumers. 


Comment: One commenter 
recommended that the State’s primary 
care association be automatically 
included in CMS’ electronic mailing 
list. 


Response: As we discuss below, we 
intend to automatically include all 
interested national organizations in the 
Federal electronic mailing list for the 
Federal public notice process. We 
would also like to clarify that regional, 
State and local organizations may 
request to be included on the 
notification mechanism at any time. 


5. Public Hearings 
Comment: While several commenters 


expressed support for the public 
hearings, the commenters requested that 
CMS clarify language to ensure the 
public has an opportunity to speak at 
the hearings. 


Response: We agree with this 
comment, and have included language 
at § 431.408(a)(3). 


Comment: One commenter expressed 
concern that two public hearings may 
not be adequate for larger States, and 
recommended that CMS require four 
public hearings with the option of 
waiving two hearings for smaller States. 


Response: We appreciate, and agree 
with, the commenter’s concern that all 
interested parties across the State are 
afforded the same opportunity to 
provide input on a proposed 


demonstration project. In lieu of adding 
two additional public hearings, 
however, we have revised the language 
in the rule to require the State to utilize 
technology, that is, telephonic and/or 
Web conferencing capabilities, to ensure 
statewide access to the public hearing, 
including in rural areas of the State. 
States remain free, of course, to conduct 
additional hearings, decisions that we 
expect will vary widely depending on 
geography, law, and customary practice 
in each State. 


Comment: One commenter requested 
that CMS clarify what constitutes two 
public hearings, that is, the commenter 
questioned if the hearings have to be 
held in separate locations, separate 
dates and times, and if the State utilizes 
teleconferencing. Another commenter 
requested that CMS require the State to 
teleconference the hearing to at least 
five separate locations. 


Response: We have included 
clarifying language in this final rule 
outlining that the two public hearings 
must be held on different dates and in 
different locations, and that the State 
must utilize telephonic and/or Web 
conferencing capabilities that normally 
provide essentially unlimited 
geographic access. While we agree that 
interested parties in rural portions of a 
State should be afforded the opportunity 
to provide meaningful input on a 
proposed demonstration project, we will 
not prescribe the number of locations to 
which the State must teleconference the 
hearing if for some reason it is infeasible 
to cover the entire State. 


Comment: One commenter 
recommended that CMS require the 
State to ensure that the State’s primary 
care association and at least two FQHCs 
have the opportunity to speak. 


Response: While we understand the 
commenter’s concern that the State’s 
primary care association and FQHCs 
have the opportunity to speak, we 
believe that any interested party should 
be afforded the opportunity to provide 
comments on the demonstration. We 
have also clarified in § 431.408(a)(3) that 
the public must have an opportunity to 
speak and provide meaningful input at 
the public hearings. 


6. Tribal Consultation 
Comment: While we received general 


support for tribal consultation, one 
commenter stated that it is not clear 
what CMS means by ‘‘publication’’ 
when requiring States to conduct tribal 
consultation at least 60 days prior to 
‘‘publication’’ or submission of an 
application. The commenter also noted 
that the inclusion of both ‘‘publication’’ 
and submission is confusing. If 
‘‘publication’’ refers to the date of State 
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public notice, then the reference to the 
‘‘submission’’ date is unnecessary 
because submission will occur after the 
public notice. 


Response: We agree with the 
commenter’s concern, and have clarified 
the language in § 431.408(b)(1) to read 
‘‘submission’’ rather than ‘‘publication 
or submission of an application.’’ 


Comment: One commenter requested 
that CMS define acceptable consultation 
activities. 


Response: We have clarified the 
language in § 431.408(b)(2) by including 
a reference to SMDL # 01–024 which 
outlines acceptable tribal consultation 
activities. We also believe that States 
and tribes can determine how best to 
conduct such consultation, if they enter 
into agreements acceptable to both the 
State and the tribes. We think it likely 
that details will vary not only from State 
to State (reflecting the huge diversity 
among States as to tribal and Indian 
health presence), but also from 
demonstration to demonstration. We 
note that States are required in their 
applications to present information on 
their consultations, on issues raised, 
and on State decisions as to what to 
propose to CMS. We can and will reject 
applications that fail to provide 
appropriate consultation. 


Comment: One commenter requested 
that CMS define ‘‘direct impact,’’ and 
another commenter requested that CMS 
change ‘‘direct impact’’ to ‘‘direct 
effect,’’ as well as include a definition 
for ‘‘direct effect.’’ 


Response: We have changed ‘‘direct 
impact’’ to ‘‘direct effect’’ in 
§ 431.408(b)(1) to be more consistent 
with the language specified in section 
5006(e) of ARRA. We also acknowledge 
that States may work with tribes, Indian 
health providers and urban Indian 
organizations to define direct effect in a 
manner that meets the needs of all the 
parties when they have entered into a 
formal consultation policy with tribes or 
when they have defined direct effect in 
the State plan which outlines the 
process for seeking advice from Indian 
health providers and urban Indian 
organizations in the State. 


D. Application Procedures 
In reviewing section 1115 


demonstration applications, CMS 
requests information from States to 
determine the nature, scope, and impact 
of the demonstration request. In this 
rule, we are requiring application 
components consistent with current 
practice both for new demonstrations 
and for the extension of an existing 
demonstration, in an effort to make the 
application process consistent and 
transparent. 


Under § 431.412(a), we define when a 
State request for a new demonstration 
will be considered complete for the 
purposes of initiating the Federal review 
process described below. 


Section 431.412(b) describes the 
application procedures that States must 
follow when submitting an application 
for a new demonstration or a request to 
extend an existing demonstration under 
section 1115 of the Act. This provision 
establishes a process for the State to 
submit an application, and for CMS to 
confirm that the application is 
complete, which in turn initiates the 
Federal comment and decision-making 
period. We developed these procedures 
because they represent a standardized 
approach that will be helpful to States, 
stakeholders, and CMS in the review of 
section 1115 demonstrations. While it is 
not a requirement for an initial section 
1115 demonstration request, we strongly 
encourage that the Governor submit the 
demonstration request to the Secretary. 


Generally, demonstrations may be 
extended up to 3 years under sections 
1115(a), 1115(e), and 1115(f) of the Act; 
however, section 1915(h), as amended 
by section 2601 of the Affordable Care 
Act, allows section 1115 demonstrations 
to be extended up to 5 years at the 
Secretary’s discretion if the 
demonstration provides medical 
assistance to dually eligible 
beneficiaries. As sections 1115(e) and (f) 
of the Act provide for a substantially 
streamlined Federal review process, the 
timeframes constrain Federal review of 
the demonstration and consequently the 
time under which CMS can consider 
public input. In § 431.412(c), at least 30 
days prior to a State’s submission of a 
request for review under those sections, 
the State will issue public notice of its 
intent to seek an extension under those 
sections and receive public comment on 
the proposed extension of the 
demonstration for at least 30 days. In 
addition, the State must provide a 
written summary to CMS of the issues 
raised in the public comment period 
and how the State considered those 
issues when developing the 
demonstration extension application. 


The application prerequisites for the 
extension of a demonstration, codify 
current practice guidelines employed by 
CMS in the review of an existing section 
1115 demonstration, which are 
consistent with the required timeframes 
in section 1115(e) and 1115 (f) of the 
Act. In § 431.412(c), a demonstration 
extension request will be considered 
only if it is submitted no later than 12 
months prior to the expiration date of 
the demonstration when requesting an 
extension under section 1115(e) of the 
Act or 6 months (or in some cases 


longer) when requesting an extension 
under a section 1115(a) or (f) of the Act. 


In § 431.412(c), a demonstration 
extension request or phase out plan will 
be sent from the Governor of the State 
to the Secretary of HHS, as required by 
the statute, to extend a demonstration 
under sections 1115(e) and (f) of the 
Act. However, if an extension 
application includes substantial changes 
to the existing demonstration, CMS 
may, at our discretion, treat the 
application as an application for a new 
demonstration. 


We received the following comments 
on the proposed application procedures. 


1. Concept Paper 


Comment: One commenter requested 
that the language outlined in the 
background section regarding the 
submission of a pre-application concept 
paper to CMS be included in the final 
rule. 


Response: We agree with this 
comment, and have included language 
in the final rule. 


Comment: One commenter requested 
further guidance regarding the process 
of submitting to CMS a pre-application 
concept paper and/or conferring with 
CMS about intent to seek a 
demonstration prior to submitting a 
completed application. 


Response: The purpose of a concept 
paper is to engage both the State and 
CMS in early dialogue on a potential 
demonstration project. We will not be 
issuing further guidance on this topic as 
our intent is not to be prescriptive on 
the process. 


2. Application Templates 


Comment: One commenter requested 
that CMS develop and provide standard 
demonstration applications for States to 
use. 


Response: We appreciate the 
commenter’s suggestion, and may 
consider it outside of the content of 
rulemaking. 


3. Application Content—Initial 
Demonstration Applications 


Comment: While several commenters 
were in support of the proposed 
application content, several other 
commenters requested that the 
demonstration applications should 
include demographic information on the 
demonstration population, as well as 
information on how the demonstration 
population will be impacted, 
particularly if the demonstration 
population is comprised of vulnerable 
or medically-underserved individuals. 
One commenter suggested that CMS 
require the State to provide details on 
how it will mitigate adverse health 
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consequences, including outreach and 
education efforts to assist the vulnerable 
and medically-underserved populations 
in obtaining services and to raise 
awareness. 


Response: The State is required to 
include a description of how current or 
new beneficiaries will be impacted by 
the demonstration, as well to describe 
how the individuals will be impacted by 
the various programmatic features of the 
demonstration in its public notice as 
outlined in § 431.408(a)(1)(i)(A) and (B). 


Comment: One commenter requested 
that demonstration applications 
proposing to reduce eligibility or 
benefits should contain explanations of 
the benefit/eligibility limit(s), the 
number of people affected and 
consequences of the reduction. 


Response: We believe that we have 
already addressed the commenter’s 
concern in § 431.412(a)(1)(ii) of this 
final rule. 


Comment: Regarding the inclusion of 
financial data, one commenter requested 
that States determine per capita cost per 
value and how the demonstration would 
change the total costs and revenues for 
the State’s Medicaid program. 


Response: To support analysis needed 
to establish budget neutrality, we 
require States to submit historical 
Medicaid expenditure data for all 
populations that will be affected by a 
proposed demonstration. In most cases, 
States must show on the basis of 
reasonable with- and without-waiver 
cost projections that the proposed 
demonstration will not cost the Federal 
government more than the program 
could have cost in the demonstration’s 
absence. Once the demonstration is 
operational, we require States to report 
their actual expenditures, which are 
tracked and compared to the without- 
waiver estimates (which may be 
adjusted to account for caseload 
changes), to ensure that the 
demonstration remains budget neutral. 
Any Federal funding received by the 
State in excess of the without-waiver 
estimate must be returned to CMS. 


Comment: One commenter requested 
that the State describe specific FQHC 
related waivers, the rationale and 
justification for such waivers, if/why 
such waivers are necessary for the 
project to achieve its goal, how the 
demonstration would be adversely 
affected if the FQHC waiver was not 
approved, the financial impact on the 
FQHCs and their ability to provide 
services, and the written responses and 
testimony provided by FQHCs during 
the State public notice process. 


Response: FQHCs play a critical role 
in serving Medicaid beneficiaries. We 
believe that the current language in the 


regulation addresses the commenter’s 
request by requiring the State to include 
information in its application related to 
the specific expenditure and waiver 
authorities it is requesting, a narrative 
description of the proposed project, and 
identification of key issues, such as 
those discussed by the commenter, 
raised during the State’s public 
comment period. 


4. Application Submission—Initial 
Demonstration Applications 


Comment: One commenter requested 
that the date of electronic submission be 
deemed as the official submission date. 


Response: The official submission 
date is the date in which the State’s 
application was received by the 
Secretary. We have revised the language 
in the final rule incorporating this 
change. 


5. Application Procedures—Initial 
Demonstration Applications 


Comment: One commenter requested 
clarification regarding when CMS 
would use its discretion to direct an 
additional 30-day public comment 
period. 


Response: Each demonstration 
application is unique, and as such, we 
cannot provide specifics on when we 
would require an additional 30-day 
period. We would decide this on a case- 
by-case basis, but intend to only direct 
an additional 30-day period when the 
State has made significant changes to 
the demonstration relative to the 
proposal it provided for public input 
prior to submitting it to CMS. 


Comment: One commenter noted that 
the application procedures section 
addressed new demonstration 
applications and extensions, and 
requested clarification on which notice 
and comment requirements apply to 
renewals of existing demonstration 
projects. 


Response: We use ‘‘renewal of an 
existing demonstration’’ and ‘‘extension 
of an existing demonstration’’ 
interchangeably. In order to prevent 
additional confusion, we have revised 
the language in the final rule to make it 
more consistent, by using the word 
‘‘extension’’ rather than ‘‘renewal.’’ 


6. Application Content—Demonstration 
Extension Requests 


Comment: One commenter stated that 
the implementation date of a 
demonstration program is subject to the 
Federal approval date of the 
Demonstration and of an information 
system’s Advance Planning Document 
(APD). The commenter requested that 
CMS use the implementation date rather 


than the approval date when requiring 
a demonstration extension request. 


Response: While we appreciate the 
commenter’s suggestion, APDs are not 
generally associated with section 1115 
demonstrations. Approval dates and 
implementation dates sometimes differ 
because a State may need Federal 
approval before moving forward with 
steps toward implementation. 
Generally, when the implementation 
date is different from the approval date, 
the Special Terms and Conditions will 
indicate the implementation date. For 
demonstration extensions, an APD 
would be less likely because the State 
has already implemented the 
demonstration. The extension, and the 
timing for the extension application 
request, would need to date from the 
expiration of the prior approval period, 
to avoid a gap in approved operation. 


Comment: One commenter expressed 
concern that important issues would not 
be included in the State’s report of key 
issues raised during the public comment 
period. The commenter recommended 
that CMS delete the word ‘‘key’’ as it is 
subjective. 


Response: We have revised the 
language by deleting the word ‘‘key’’ in 
§ 431.412(a)(1) and § 431.412(c)(2). 


Comment: One commenter requested 
greater flexibility when providing the 
summaries of various quality reports to 
prevent the submission of irrelevant 
reports. 


Response: We are committed to 
ensuring that Medicaid beneficiaries 
receive quality care, and as such, 
believe the current quality reporting 
requirements reflect our commitment to 
quality care. 


Comment: One commenter requested 
that States include their 416 EPSDT/ 
CHIP reports when submitting their 
demonstration extension requests. 


Response: We agree with the 
commenter, and have revised the 
language in the final rule. 


7. Application Submission— 
Demonstration Extension Requests 


Comment: Several commenters 
requested clarification regarding the 
availability of short-term extensions of 
existing demonstrations, even if 
initiated less than 12 months prior to 
the expiration of an existing 
demonstration. One of these 
commenters suggested adding language 
authorizing the Secretary to consider 
extension requests during the period 
when a successor demonstration project 
is under review. 


Response: We agree with the 
commenters, and have incorporated 
clarifying language into this final rule. 
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Comment: Several commenters 
expressed concern over the requirement 
for States to submit demonstration 
extension requests 12 months prior to 
expiration. One commenter suggested 
that this timeframe be reduced to 6 
months. 


Response: While we understand the 
commenter’s concern over the 
timeframe, the 12-month requirement is 
currently included in the Special Terms 
and Conditions (STCs) in the majority of 
the existing demonstrations. The 12- 
month period gives both the State and 
CMS adequate time for review. 
However, we have amended our 
regulatory language to allow States to 
submit an extension request 6 months 
prior to the expiration of a 
demonstration when requesting an 
extension under section 1115(a) or (f) of 
the Act when the Special Terms and 
conditions do not impose a longer 
requirement. 


Comment: One commenter requested 
that CMS incorporate language to allow 
the submitting party of a demonstration 
extension to include a Governor’s 
designee. 


Response: We need to have an 
assurance that the demonstration is 
fully supported by State law and State 
executive authority. As a result, it is our 
current policy to require the State 
Governor to submit all new 
demonstration applications and 
demonstration extension requests. 


8. Demonstration Approval 
Comment: One commenter requested 


that CMS provide an explanation as to 
the considerations and conclusions 
reached by CMS that resulted in the 
agency granting waivers relating to 
FQHCs and particularly the conclusions 
reached by CMS as to the impact such 
waivers would have on the viability of 
the FQHCs and their continuing 
capacity to serve Medicaid beneficiaries. 


Response: While we understand the 
commenter’s concern regarding the 
granting of waivers impacting FQHCs, 
each individual section 1115 
demonstration is the product of 
extensive discussion between the State 
and CMS about the particular 
circumstances of the State. We expect 
the public comments will inform these 
discussions, but do not believe it is 
feasible to explain considerations 
regarding conclusions reached with 
respect to a particular component of a 
demonstration. 


9. Stakeholder Involvement 
Comment: One commenter proposed 


language for CMS to add to ensure 
States include a description of current 
or anticipated mechanisms for 


stakeholder involvement beyond the 
comment periods outlined in the rule. 


Response: While we appreciate the 
commenter’s suggestion to require 
States to include how they will continue 
stakeholder involvement in the 
demonstration project, we believe the 
new post-implementation public forum, 
as well as already established forums 
such as Medical Care Advisory 
Committees (MCAC) that are required 
for each State to advise the Medicaid 
agency according to § 431.12, provide 
sufficient level of stakeholder 
involvement. We encourage States to 
use these and any additional steps they 
find most useful to ensure stakeholder 
involvement. 


E. Federal Public Notice and Approval 
Process (§ 431.416) 


We proposed timeframes and action 
steps to communicate to States and 
concerned stakeholders the current 
status and sequential steps in the 
demonstration review process. This 
approach standardizes and improves 
transparency in the section 1115 
demonstration review process. In 
addition, by clearly communicating this 
process, we will minimize confusion 
around the demonstration review 
process, satisfy key stakeholders’ need 
for information and improve 
communication at the Federal level. 


In § 431.416(a), within 15 days of 
receipt of a complete demonstration 
application for a new demonstration 
project or an extension of an existing 
demonstration project, we proposed we 
would send the State a written notice. 


In § 431.416(b)(2), we proposed to 
create and solicit subscription to an 
electronic mailing list for the 
widespread distribution of information 
to individuals and organizations 
interested in demonstration 
applications. 


Under § 431.416(d), we proposed to 
publish all comments electronically. We 
will review and consider all comments, 
but will not provide written responses 
to public comments. 


Under § 431.416(e), we proposed to 
not render a final decision on a 
demonstration application until at least 
45 days after notice of receipt of a 
completed application. 


Under § 431.416(f), we proposed to 
maintain, and publish on our Web site, 
an administrative record. 


To ensure that States and the Federal 
Government are able to respond quickly 
to emergencies and unanticipated 
disasters, in § 431.416(g) we proposed to 
provide a good cause exception to 
bypass, in whole or in part, the Federal 
and State notice and comment processes 


to expedite a decision on a proposed 
demonstration application or renewal. 


We received the following comments 
concerning the Federal public notice 
and approval process: 


1. Federal Receipt of Demonstration 
Application 


Comment: One commenter 
recommends that CMS publish the 
notification of receipt of a State’s 
application to its Web site within the 
same 15-day timeframe in which the 
State will be notified of receipt for the 
public to have access to the information 
at approximately the same time as the 
State. 


Response: We agree with this 
comment, and have revised the language 
in this final rule. 


2. Federal Review of Demonstration 
Applications 


Comment: Many commenters 
expressed support for the 45-day 
Federal review timeframe; however, 
some commenters sought clarification 
regarding a maximum Federal review 
timeframe and asked whether CMS had 
a defined process to extend waivers 
pending review. 


Response: Although CMS endeavors 
to review demonstration requests 
expeditiously, given the complex and 
individual nature of each demonstration 
application, we do not have a maximum 
allowed timeframe for review. We 
intend to continue our current practice 
of providing temporary extensions of 
existing demonstrations should 
additional time be required to renew an 
existing demonstration. 


3. Federal Public Comment Period and 
Process 


Comment: One commenter requested 
clarification on CMS’ intended use of 
any public comment it receives on a 
State’s demonstration application, and 
whether CMS will make that public 
comment available to the State prior to 
publishing those comments on the Web 
site. 


Response: We intend to use the 
Federal comment period to allow the 
public the opportunity to provide 
meaningful input on a State’s 
demonstration application, as well as to 
ensure that the State has addressed all 
public comments raised during its 
public notice period. We will not 
provide the State with advance notice of 
the comments prior to publishing them 
on our Web site. 


Comment: Several commenters 
believed that the Federal comment 
period should be longer than 30 days. 
Some commenters suggested expanding 
the period to 45 or 60 days while other 
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commenters suggested that CMS 
increase the comment period on an 
individual basis. 


Response: One of the goals of this 
regulation is to balance the need for 
transparency with the need for timely 
review and approval. While we 
appreciate the commenters’ suggestions 
regarding the length of the Federal 
comment period, we believe that 30 
days strikes the appropriate balance 
between transparency and timeliness. 
The public may submit comments after 
the Federal comment period has ended; 
however, we cannot assure that late 
comments will be considered in the 
Federal review process. We encourage 
the public to ensure all comments are 
submitted during the Federal comment 
period to ensure that we have an 
opportunity to review such comments 
before we render a final decision on a 
State’s demonstration application. We 
will not render a final decision until 45 
days after receipt of a State’s 
demonstration application, and will 
attempt to ensure that comments 
submitted after the Federal comment 
period had ended are considered in the 
final decision. 


Comment: One commenter 
recommended that CMS publish the 
State’s plan for accepting public 
comments at the same time that the 
application and associated concept 
papers, that is, the start of the Federal 
comment period, is published. 


Response: The State’s application will 
already include the public comments 
received during its public comment 
period and how the State took those 
comments into consideration at the start 
of the Federal comment period. 


Comment: Many commenters 
acknowledged that CMS would not be 
able to provide an individualized 
written response to each comment; 
however, they requested that CMS 
provide a summary report of the public 
comments received and how they have 
been addressed. One commenter urged 
CMS to reconsider its position of not 
responding to individual comments. 
Another commenter requested that CMS 
provide written response to public 
comments relating to waivers of FQHC 
service and payment protections. 


Response: We will post on the CMS 
Web site page for the application a list 
of the issues raised during the Federal 
public notice process as outlined in 
§ 431.416(c)(2). We may include a 
summary report of frequently raised 
issues in our regular status updates. 


Comment: One commenter requested 
that providers have direct access to CMS 
during the Federal public comment 
period. 


Response: While we understand the 
commenter’s concern that providers 
have the opportunity to provide written 
comments to CMS, we believe that the 
Federal public comment period outlined 
in this rule affords all interested parties 
the same opportunity to provide 
comments. We currently meet with 
interested parties regarding a State’s 
demonstration application, and expect 
to continue to do so to the extent we 
deem appropriate and feasible. The 
Federal Government’s own rulemaking 
procedures under the Administrative 
Procedure Act emphasize written 
comments for many reasons, among 
them the value of written comments in 
allowing the sharing of commenters’ 
precise views and rationale for those 
views among the various officials 
involved in various stages of review, the 
value of a written record, and the 
desirability of members of the public 
having access to the views of all other 
commenters. 


4. Public Disclosure 


Comment: Several commenters 
requested that when CMS publishes 
updates on State submissions that it 
posts all materials that the State has 
submitted as part of the application 
process. One commenter recommended 
that CMS clarify that it will post this 
information on a regular basis, and that 
the information will include 
submissions that are pending or have 
been rejected and not limited to those 
that have been approved. 


Response: We are committed to 
promoting greater transparency during 
the demonstration review process, and 
will post the demonstration application 
per § 431.416(b), as well as status 
updates on all submissions on a regular 
basis. 


Comment: One commenter proposed 
draft language to ensure that CMS post 
copies of requests from CMS to the State 
for additional information and the 
State’s responses to those requests, 
along with timeframes for the public to 
comment, as well as draft STCs. 


Response: While we are committed to 
promoting greater transparency during 
the demonstration review process, we 
also need to protect frank and candid 
discussions between the State and CMS. 
While a demonstration application is 
under review, we believe that 
publication of these discussions would 
inhibit the free flow of information. As 
detailed under § 431.416(f), we will 
maintain, and publish on our public 
Web site, an administrative record that 
will include sufficient documentation to 
address substantive issues relating to 
the approval. 


Comment: One commenter requested 
that CMS clarify that all documents 
posted to both the State and CMS Web 
sites be accessible to individuals with 
disabilities. 


Response: Individuals with 
disabilities will have access to 
demonstration materials. The Federal 
Government’s Web sites are subject to 
specific accessibility responsibilities 
and practices dictated by section 508 of 
the Rehabilitation Act. States are subject 
to other statutes, including section 504 
of the Rehabilitation Act, the Americans 
with Disabilities Act, and in many cases 
State-specific statutes. Clarification of 
those statutes, if needed, is the 
responsibility of the agencies that 
administer those statutes. We are 
committed to ensuring that individuals 
with disabilities have access to 
demonstration materials, and believe 
that the current language in the final 
rule accomplishes this goal. We intend 
to issue specific guidance on electronic 
formats that will be accessible to 
individuals with disabilities. 


Comment: One commenter requested 
that the State include a link to the CMS 
Web site on its Web site. 


Response: We agree with this 
comment, and have revised this final 
rule accordingly. 


5. Administrative Record 
Comment: Several commenters 


requested that we include, at a 
minimum, the following information in 
the administrative record: State’s 
application; public comments received 
during the Federal comment period and 
CMS’ responses; and specific 
requirements related to the approved 
demonstration, such as implementation 
reviews, complaints, documents 
regarding suspensions or terminations, 
and evaluations on how the 
demonstration is impacting 
beneficiaries. One commenter requested 
that all information regarding the 
demonstration be posted as the 
administrative record given that it can 
be obtained through a Freedom of 
Information Act request. Another 
commenter suggested that we amend the 
proposed language to require the 
inclusion of evidence that the Secretary 
properly considered and accounted for 
the impact of the demonstration project 
on the human participants. 


Response: We appreciate the 
commenters’ suggestions regarding the 
content of the administrative record, 
and we believe we have set forth 
documentation that should 
comprehensively set forth the basis, 
purpose, and conditions for the 
approved demonstration. Regarding the 
impact of a demonstration project on 
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human participants, relevant regulations 
at 45 CFR 46.101(b)(5) contain an 
exemption for research and 
demonstration projects that are 
approved by agency heads, and are 
designed to study, evaluate, or 
otherwise examine: a public benefit or 
service programs; procedures for 
obtaining benefits or services under 
those programs; possible changes in or 
alternatives to those programs or 
procedures; or possible changes in 
methods or levels of payment for 
benefits or services under those 
programs. We believe most, if not all, 
section 1115 demonstration projects 
will fit within this exception. Entities 
that may receive Medicaid funding 
under section 1115 demonstration 
projects will still have to review 
whether the human subject protection 
regulations are applicable to them. For 
example, while a State might not be 
subject to these regulations when 
conducting a demonstration to pay for 
services furnished through clinical 
trials, a research institution conducting 
such trials may be subject to these 
regulations. 


Comment: One commenter requested 
clarification that the administrative 
record will be publicly accessible on 
CMS’ Web site. 


Response: Yes, the administrative 
record will be publicly available on our 
Web site. We have revised the 
regulatory language to clarify our intent. 


6. Disaster Exemption 
Comment: Many commenters 


requested that CMS limit the public 
notice exception to natural or man-made 
disasters such as earthquakes, floods, or 
terrorist attacks or a public health 
disaster and not extend beyond these 
events. One commenter suggested that 
CMS post an explanation of the reasons 
for the exception on the CMS Web site, 
along with a timeline for accepting 
public comments on emergency 
measures. 


Response: We have revised the 
language in the final rule to clarify that 
the public notice exemption applies 
only to natural disasters, public health 
emergencies, or other emergency threats 
to human lives. Should we approve a 
State’s disaster exemption request, we 
will post the approval letter on our Web 
site within 15 days of approval and the 
revised timeline for public comment, if 
applicable. 


Comment: Several commenters 
requested that CMS incorporate 
proposed language excluding 
demonstration applications seeking to 
restrict eligibility and/or reduce benefits 
or increase cost-sharing for beneficiaries 
from a disaster exception. 


Response: We understand the 
commenters’ concern on this issue; 
however, the purpose in providing an 
exception to public notice during a 
disaster is to enable the State to move 
nimbly during the response period. In 
most disaster cases, we grant authorities 
to States allowing them to expedite 
processes to ensure coverage to 
populations impacted by the disaster. 
We expect that in such cases States will 
seek to maintain or expand affordable 
coverage for affected populations. 


Comment: Several commenters 
requested that CMS provide greater 
flexibility when providing exceptions to 
address legislative activities and the 
State legislature’s schedule. One 
commenter expressed concern at 
potentially having to repeat the public 
notice process when the nature of the 
demonstration changes as a result of 
legislative action. 


Response: We understand that 
demonstration projects may be impacted 
by legislative changes; however, we 
believe the language in the final rule 
provides States flexibility in the public 
notice process should a change occur. 
Changes that do not substantially 
change the nature and scope of the 
demonstration project will not cause the 
State to repost the application for 
additional public comment. We may, at 
our discretion, require the State to 
repost for an additional 30-day public 
comment period should the revised 
demonstration application contain 
substantial changes to the initial 
application. We believe that the 
additional 30-day comment period is 
necessary if the State takes action to 
substantially delay the approval 
process. 


F. Monitoring and Compliance 
(§ 431.420) 


As section 1115 demonstrations have 
a significant impact on beneficiaries, 
States and the Federal government, we 
are establishing processes and 
methodologies to assure we have 
adequate and appropriate information 
regarding the effectiveness of section 
1115 demonstrations. Under 
§ 431.420(a), we proposed that States 
must comply with all applicable Federal 
laws, regulations, policy statements and 
Departmental guidance unless a law or 
regulation has specifically been waived 
or determined not applicable under the 
demonstration. Under section 1115 CMS 
has no authority to waive requirements 
that are not contained in parts of the 
Social Security Act specifically 
enumerated in that section, or otherwise 
delegated to CMS for this purpose. For 
example, CMS has no authority to 
exempt a State from laws or regulations 


administered by another Federal 
Department or agency. We have 
reworded the language to clarify this 
and to emphasize the limited scope of 
section 1115 demonstrations. 


Under § 431.420(b), as part of the 
special terms and conditions of any 
demonstration project, we proposed that 
States will conduct periodic reviews 
related to the implementation of the 
demonstration. 


Under § 431.420(c), we proposed that 
States will publish the date, time, and 
location of the public forum in a 
prominent location on the State’s public 
Web site at least 30 days prior to the 
date of the planned public forum. 


Under § 431.420(d), we proposed to 
affirm the Secretary’s right to suspend 
or terminate a demonstration, in whole 
or in part, any time before the date of 
expiration, whenever it determines that 
the State has materially failed to comply 
with the terms of the demonstration 
project. 


In § 431.420(f), should we undertake 
an independent evaluation of any 
component of the demonstration, we 
proposed the State must cooperate fully 
with CMS or the independent evaluator 
selected by CMS. The State must submit 
all necessary data and information to 
CMS or the independent evaluator. 


We received the following comments 
concerning monitoring and compliance: 


1. Implementation Reviews 


Comment: One commenter requested 
additional detail concerning the 
implementation review, that is, what the 
review should entail, how such a review 
is to be conducted and reported, etc. 


Response: The State must comply 
with the implementation review 
requirement as outlined in the 
demonstration’s STCs. 


Comment: One commenter noted that 
the regulation does not address 
quarterly reports, and asked if the 
implementation reviews replaced these 
reports. 


Response: States will be required to 
comply with requirements, such as the 
submission of quarterly reports, found 
in their STCs. Implementation reviews 
will not replace these requirements. 


2. Complaints 


Comment: One commenter asked if 
complaints will be shared with the State 
or if the State would be given the 
opportunity to respond to such 
complaints. The commenter 
recommended that CMS share all 
complaints received with the State as 
outlined in § 431.420(b)(2). 


Response: We believe it is in the best 
interests of States, the Federal 
government, providers and beneficiaries 
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to share such complaints with the State 
to ensure that any appropriate corrective 
action occurs. As such, we have revised 
the language in the final rule to reflect 
this. 


Comment: One commenter proposed 
language to the monitoring and 
compliance section clarifying that CMS 
will publish information on its Web site 
explaining how to file a complaint and 
that documented complaints will be 
reviewed by CMS. 


Response: While it is current practice 
for complaints to be submitted, 
reviewed and responded to by the 
Regional Office which works most 
closely with the State in question, we 
are committed to ensuring that all 
documented complaints are reviewed 
and responded to by CMS. We will 
provide guidance on our Web site on 
how the public can file complaints with 
CMS. 


3. Post Award Public Forum 
Comment: While many commenters 


expressed support for the post award 
public forum, the commenters requested 
that CMS clarify language to ensure the 
public has opportunity to speak at the 
post award public forum. 


Response: We agree with this 
comment, and have included language 
in the final rule. 


Comment: One commenter stated that 
the post-award public forum is onerous, 
particularly in combination with the 
periodic implementation review 
requirement, and recommended that 
CMS allow States to utilize forums 
already established to receive comments 
from the public regarding the Medicaid 
programs. 


Response: We believe that the post- 
award public forum is important in 
accomplishing greater transparency, 
ensuring meaningful public input into 
the implementation process, and is an 
important aspect of the evaluation 
component established by the law. The 
final rule allows the State to use already 
established forums to comply with this 
requirement. 


Comment: One commenter noted that 
the proposed rule is inconsistent with 
the Medical Care Advisory Committee 
(MCAC) regulations at § 431.12 which 
requires each State to have a MCAC and 
to assure that the MCAC has the 
opportunity to participate in policy 
development. As such, the commenter 
recommended that CMS remove the 
optional use of the State’s MCAC in 
§ 431.408(a)(3) and § 431.420(c), and 
require the State to include its MCAC in 
the development of the State’s 
demonstration application. 


Response: We disagree with the 
commenter. We believe that it is more 


appropriate to give the State the choice 
of venue in holding the public forum. 
States have different ways in which they 
structure and organize their oversight 
and advisory structures. In some States, 
the MCAC meetings are not open to the 
public but other types of panels are 
open to public comment. This 
regulation does not in any way limit the 
MCAC’s role in policy development. 


Comment: One commenter expressed 
concern that 6 months may not be 
enough time to see the impact and 
outcomes of a demonstration, and 
recommended that CMS require the 
forum to be held 12 months after 
implementation rather than 6 months. 


Response: Our intent in requiring the 
forum within 6 months of 
implementation is to allow the public to 
provide initial feedback on 
implementation. This is beneficial to 
both the State and the beneficiaries as 
it will allow the State to address any 
problems associated with the initial 
implementation of the demonstration. 


Comment: One commenter requested 
that CMS require States to summarize 
the comments imparted at the forum 
and immediately submit the summary 
for CMS review. 


Response: We believe that the current 
requirement is sufficient and 
accomplishes our goal of balancing 
transparency with minimal 
administrative burden to the State. We 
have revised language in § 431.420(c) 
requiring the State to provide a 
summary of the forum in the quarterly 
report associated with the quarter in 
which the forum was held, as well as in 
the State’s annual report. 


4. General 


Comment: While we did receive 
several comments supporting the 
monitoring and compliance provisions 
of this rule, we also received several 
comments requesting the deletion of 
§ 431.420(a)(2) as it conflicts with 
§ 431.420(d). 


Response: We agree with this 
comment, and have revised the language 
in the final regulation. 


Comment: One commenter requested 
that CMS define ‘‘interpretive policy 
statement’’ and ‘‘interpretive guidance’’ 
as specified in § 431.420(a)(1). 


Response: These terms have the same 
meaning, and we are revising the rule to 
use only the term ‘‘interpretive 
guidance’’ to refer to HHS or CMS 
guidance on the Federal interpretation 
of applicable Federal laws and 
regulations that have been 
communicated to the State through CMS 
manuals, letters to State Medicaid 
Directors, or other communications 


giving State notice of the Federal 
interpretation. 


Comments: One commenter requested 
that a State receive advance notification 
of monitoring and compliance issues, 
with a chance for the State to appeal any 
finds for noncompliance, termination, 
or suspension. 


Response: We will promptly notify 
the State of any monitoring and 
compliance issues. To the extent that 
there are consequences for the State, 
and available appeal processes, the 
special terms and conditions will 
describe those details. 


Comment: A few commenters 
requested that CMS clarify that 
demonstrations may be terminated only 
if the State fails to materially comply 
with the agreed upon terms and 
conditions. 


Response: We have clarified the 
language in the rule to provide that the 
Secretary may suspend or terminate a 
demonstration if the State fails to 
materially comply with the agreed upon 
terms and conditions. We also added 
language clarifying that the Secretary 
may also withdraw waivers or 
expenditure authorities based on a 
finding that the demonstration project is 
not likely to achieve the statutory 
purposes. The terms and conditions for 
the demonstration will detail any notice 
and appeal rights for the State for a 
termination, suspension or withdrawal 
of waivers or expenditure authorities. 


G. Evaluation Requirements (§ 431.424) 


In § 431.424(a), we proposed that the 
Secretary may use a broad range of 
evaluation strategies developed by 
States but subject to Secretarial approval 
in the application of evaluation 
techniques for measuring the 
effectiveness and usefulness of 
demonstration projects as models that 
help shape health care delivery and 
policy. 


In § 431.424(b), we proposed the 
criteria that should be included in 
demonstration evaluations. 


In § 431.424(c), we proposed that 
States submit and receive CMS approval 
of a design for an evaluation of the 
demonstration (or extension) and 
publish to the State’s public Web site 
the draft demonstration evaluation 
design within 30 days of CMS approval. 


In § 431.424(d), in the event the State 
submits a request to extend the 
demonstration beyond the current 
approval period under the authority of 
sections 1115(a), (e), or (f) of the Act, we 
proposed that the State shall include an 
interim evaluation report as part of the 
State’s request for each subsequent 
renewal. State evaluations must be 
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published on the State’s public Web site 
within 30 days of submission to CMS. 


In § 431.424(e), we proposed that 
States will publish the approved 
demonstration evaluation design on the 
State’s public Web site within 30 days 
of CMS approval. 


In § 431.424(f) regarding Federal 
evaluations, we proposed that States 
must comply with all requirements set 
forth in this subpart. 


In § 431.424(g), we proposed that we 
will post, or provide a link to the State’s 
public Web site, all evaluation 
materials, including research and data 
collection, on our Web site for purposes 
of sharing findings with the public 
within 30 days of receipt of materials. 


We received the following comments 
on the evaluation requirements. 


1. Evaluation Design Plan 
Comment: Several commenters 


suggested that the evaluation design 
plan could be strengthened by 
incorporating some of the components 
referenced in the section governing 
annual reports. In particular, the 
commenters stated that the evaluation 
designs should evaluate how the 
demonstration impacts the outcome of 
care, quality of care, cost of care, and 
access to care for demonstration 
populations, where appropriate. 


Response: While we appreciate the 
commenters’ suggestion, we believe that 
the State should have flexibility, subject 
to CMS approval, in determining which 
indicators that it would like to evaluate 
when designing the demonstration’s 
evaluation plan in light of the different 
kinds of demonstrations that are 
approved. Additionally, we believe that 
the indicators mentioned in the 
commenters’ suggestion are inherent to 
an evaluation design plan. 


Comment: Several commenters 
requested that language protecting 
beneficiaries’ privacy be included in 
§ 431.424(a)(2). 


Response: We agree with this 
comment, and have included language 
in the final rule. We note that existing 
Federal statutes, most notably the 
Privacy Act and HIPAA, prevent 
disclosure of protected personal 
information. In addition, the release, 
disclosure, or use of personal 
information is governed by the 
requirements 42 CFR 431, subpart F. 


Comment: Due to the fact that some 
information required in the evaluation 
section is contingent upon the selection 
of potential contractors, one commenter 
requested that the evaluation 
information be submitted to CMS at a 
conceptual level including as much 
information as is available with more 
detailed information following selection 


of the contracting entity. The 
commenter recommended that an 
exemption allowance be considered for 
demonstration projects that will be 
implemented by contracted staff. 


Response: We understand the 
commenter’s concern, and it is current 
practice to allow States to revise their 
evaluation design plans once a 
contractor has been selected, if 
necessary. We do not believe such a 
procedure is inconsistent with the 
proposed regulations, and thus we are 
not making any revisions to these final 
regulations. On the issue of the 
‘‘exemption allowance,’’ we do not see 
any basis for a broad exemption from 
evaluation requirements. 


2. General 
Comment: Given the fact that data 


necessary to fully evaluate a 
demonstration may not be available 
until well after the demonstration ends, 
one commenter questioned if CMS 
would consider extending the 
evaluation’s due date beyond the waiver 
expiration in such cases. 


Response: It is our practice to include 
language in the STCs requiring the State 
to submit an evaluation 120 days after 
the expiration of the demonstration. We 
will decide on a case-by-case basis to 
extend this timeframe should a State 
need additional time to comply. 


Comment: One commenter expressed 
concern over the difficulty in isolating 
the effects of the demonstration from 
other changes occurring in the State at 
the same time, and would need to 
exclude some demonstration 
participants from the ‘‘other changes.’’ 
The commenter believed that this would 
result in a more complicated evaluation 
design that would be difficult and 
expensive to implement, and requested 
that the evaluation requirement be 
deleted from the final rule. 


Response: The purpose of a 
demonstration is to test new approaches 
to coverage, delivering care, improving 
quality, etc. Evaluation is required to 
measure the effectiveness and 
usefulness of the demonstration as a 
model to help shape health care 
delivery and policy. 


Comment: One commenter requested 
that data collection comply with the 
Office of Management and Budget’s 
(OMB) 1997 revised standards for the 
collection of race and ethnicity data. 


Response: We will ensure that data 
collected during the evaluation of the 
demonstration project complies with 
OMB’s 1997 revised standards for the 
collection of race and ethnicity data, as 
appropriate. As a technical matter, these 
standards apply only to data collection 
by the Federal government itself, and of 


course they can only be used when 
feasible, which is not always the case in 
research and evaluation activities, such 
as studies using medical or 
administrative records that do not use 
the OMB categories. 


Comment: One commenter stated that 
while it is helpful for the public to 
comment on the evaluation parameters, 
CMS should require the State to provide 
opportunity for public review and 
comment on the State’s evaluation 
design. 


Response: The public is afforded the 
opportunity to comment on the 
evaluation design plan as the State must 
publish its application on its Web site 
or a demonstration specific Web page as 
outlined in § 431.412(a)(2)(i). The 
evaluation design plan is a required 
component of the State’s application. 


Comment: One commenter requested 
that CMS include a deadline for 
publishing the evaluation design and 
reports on both the State and CMS Web 
sites. 


Response: We agree with this 
comment, and have included language 
in the final rule. 


H. Reporting Requirements (§ 431.428) 


In order for CMS to effectively 
monitor the implementation of a 
demonstration, we proposed that States 
will submit an annual report, as 
described in § 431.428(a). 


In § 431.428(b), we proposed that 
States will submit a draft annual report 
to CMS no later than 90 days after the 
end of each demonstration year. Within 
60 days of receipt of comments from 
CMS, the State will submit a final 
annual report for the demonstration year 
to CMS. The draft and final annual 
reports are to be published on the 
State’s public Web site. 


We received the following comments 
concerning annual reporting: 


1. Annual Reports 


Comment: One commenter requested 
that we clarify the ‘‘grievances and 
appeals’’ component of the annual 
report. The commenter requested 
clarification of what information is 
required under the ‘‘grievances and 
appeals’’ component, and whether the 
reference is intended to mean appeals 
under 42 CFR part 431, subpart E and/ 
or 42 CFR part 438, subpart F relating 
to the waivers and expenditure 
authorities granted as part of the 
demonstration project. 


Response: The State should provide a 
summary of the types of grievances and 
appeals, and include any trends 
discovered, the resolution of the 
grievances and appeals, and any actions 
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taken, or to be taken, to prevent other 
occurrences. 


Comment: Several commenters 
requested clarification regarding CMS’ 
intent to require the State to publish 
draft annual reports on its Web site. One 
commenter recommended that CMS 
remove this requirement from the final 
regulation, and only require the State to 
publish a final annual report. 


Response: The overarching goal of 
this regulation is to increase the degree 
to which information about section 1115 
demonstrations is publicly available. By 
requiring the State to publish the draft 
annual report on its Web site, we 
believe this requirement is in line with 
the goal of this final rule. 


Comment: One commenter expressed 
concern over conducting annual 
beneficiary satisfaction surveys as they 
are costly and time consuming. The 
commenter requested that CMS consider 
biannual member satisfaction surveys. 


Response: While we did not 
specifically request an annual 
beneficiary satisfaction survey, we have 
clarified the language regarding this 
requirement. An annual survey is not 
required. 


Comment: Many commenters 
recommended that CMS post the State’s 
annual report on its Web site. 


Response: The State’s annual report 
will be included in the administrative 
record as outlined in § 431.416(f). We 
will also provide a link to the State’s 
public Web site to assure public access 
to the State’s annual report. 


Comment: One commenter requested 
that CMS specify a timeframe for it to 
provide comments on the annual report. 


Response: Given the complex and 
individual nature of each demonstration 
application, we do not have a specified 
timeframe for review. 


Comment: One commenter expressed 
concern about the lack of flexibility for 
annual recordkeeping and reporting, as 
well as the discrepancies in timeframes 
between existing STCs and this rule. 


Response: We have revised the 
language to clarify that States may also 
follow the timeframes for submitting 
their annual reports as specified in their 
STCs. 


Comment: One commenter requested 
that CMS remove quality as a distinct 
requirement in the annual report. 


Response: We are committed to 
ensuring that Medicaid beneficiaries 
receive quality care, and as such, 
believe the current quality reporting 
requirements are in line with our 
commitment to quality care. 


I. General Comments 


1. Demonstration Amendments 
Comment: Several of the commenters 


requested clarification on whether the 
regulation would apply to section 1115 
demonstration amendments. One 
commenter suggested that if the 
regulation did apply to amendments, 
CMS should establish a threshold for 
the types of changes that would require 
public notice. 


Response: This regulation and the 
statutory changes that it implements, do 
not address section 1115 demonstration 
amendments. We will provide further 
guidance in a separate issuance on 
when a State must solicit public input 
on demonstration amendments, 
including whether a demonstration 
amendment would result in a new 
demonstration project. 


Comment: One commenter 
recommended that CMS require 
advance notice and opportunity for 
public comment if the State proposes 
substantive changes to an approved 
waiver demonstration. 


Response: While we appreciate the 
commenter’s concern for additional 
public notice on demonstration 
amendments, this regulation does not 
apply to section 1115 demonstration 
amendments. 


2. American Recovery and Reinvestment 
Act (ARRA) 


Comment: The commenter requested 
additional regulatory action to codify 
section 5006(e) of ARRA for all 
Medicaid and CHIP policy changes. 


Response: We have addressed the 
requirements in section 5006(e) of 
ARRA to seek advice from Indian health 
providers and urban Indian 
organizations for section 1115 
demonstrations, but the overall 
implementation of consultation 
requirements is beyond the scope of this 
rulemaking document, and therefore, we 
are not addressing it in this final rule. 
Regardless, the ARRA provides States 
appropriate flexibility in the methods 
they choose to use, as is appropriate 
given the wide array of situations among 
the States where there are Federally- 
recognized tribes, Indian health 
providers, or urban Indian 
organizations. 


3. Current CMS Web Site 


Comment: Several commenters 
requested that CMS provide the public 
with more information on its Web site 
about section 1115 demonstrations that 
are currently being considered for 
extensions and new section 1115 
demonstrations that have been 
submitted. 


Response: We appreciate the 
commenters’ suggestion, and are 
reviewing our current Web site 
operating procedures to ensure we meet 
the requirements of the regulation. 


4. Operational Protocols 
Comment: One commenter expressed 


concern that the public will not be able 
to comment on operational protocols as 
these are sometimes used to make 
significant changes to the 
demonstration. The commenter 
requested that CMS provide the public 
opportunity to comment on these 
protocols should it allow states to make 
changes to the demonstration through 
the submission of these protocols. 


Response: We no longer require States 
to submit operational protocols; it is our 
current practice to include all 
operational requirements in the special 
terms and conditions upon which 
approval of the demonstration project is 
contingent. Therefore, this comment is 
beyond the scope of this rulemaking. 


5. General/Unrelated 
Comment: While several commenters 


expressed support for the proposed 
regulation, several others expressed 
concern that the regulation would be too 
cumbersome by requiring additional 
staff time and resources, which are 
under considerable strain due to current 
State fiscal pressures. 


Response: One of the goals of this 
regulation is to balance the need for 
transparency with respect to 
administrative burden. While we 
understand the commenters’ concerns 
regarding the additional staff time and 
resources, we believe that this 
regulation strikes an appropriate 
balance between transparency and 
administrative burden by providing the 
State with flexibility in the manner in 
which it publishes its public notice, as 
well as the venues it selects to hold the 
public hearings. In addition, by making 
public documents available on the Web, 
States and the Federal Government are 
likely to have fewer requests for public 
documents, and therefore, can expect a 
reduction in staff time devoted to such 
activities. 


Comment: One commenter 
recommended that CMS grandfather 
operational section 1115 demonstrations 
that were in place prior to the issuance 
of these regulations, and only require 
them to comply with the new regulation 
upon renewal. 


Response: We intend to apply the 
procedural requirements in these 
regulations to extensions of current 
operational section 1115 
demonstrations, and would not require 
States with current operational 1115 
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demonstrations to meet public process 
requirements prior to the next 
extension. 


Comment: Several commenters 
provided instances where there were 
typographical or referencing errors in 
the proposed rule. 


Response: We agree with these 
comments, and have made the 
appropriate changes to the final rule. 


Comment: One commenter urged that 
CMS apply the principles of this 
regulation to Medicare demonstrations. 


Response: This comment is beyond 
the scope of this rulemaking document, 
and therefore, we are not addressing it 
in this final rule. 


Comment: One commenter 
recommended that the Department of 
Health and Human Services should 
align procedures for public notice and 
comment as required by the section 
1332(a)(4)(B) of the Affordable Care Act. 


Response: Section 1332(a)(5) of the 
Affordable Care Act requires 
coordination of the application process 
for demonstration projects under that 
section with the existing application 
process under section 1115 (and certain 
other waiver authorities). 


Comment: One commenter urged that 
CMS apply the principles of this 
regulation to State Plan Amendment 
approvals. 


Response: This comment is beyond 
both the scope of this rulemaking 
document and statute, and therefore, we 
are not addressing in this final rule. 
Moreover, the review of State plan 
amendments is entirely different than 
the review of a proposed demonstration. 
Approval of State plan amendments that 
comply with the regulatory framework 
is non-discretionary and there is a 
regulatory timeframe for federal review. 
In contrast, approval of section 1115 
demonstration projects, including the 
timeframe, is discretionary with the 
Secretary. 


III. Provisions of the Final Regulations 
For the most part, this final rule 


incorporates the provisions of the 
proposed rule. Those provisions of this 
final rule that differ from the proposed 
rule are as follows: 


A. Coordination With Section 1332 
Waivers (§ 431.402) 


We have deleted this provision from 
the final rule, but we plan to work 
closely with the States considering 
submitting multiple waivers to promote 
coordination across them to meet a 
State’s specific circumstances and 
minimize administrative complexity 
while ensuring that the integrity of the 
review and approval processes is 
maintained. 


B. Definitions (§ 431.404) 


We have added the definition of 
‘‘Indian Health Program’’ to make it 
consistent with the definition found in 
the Indian Health Care Improvement 
Act. 


C. State Public Notice Process 
(§ 431.408) 


We have amended § 431.408(a)(1)(i) to 
clarify that a demonstration application 
or extension request contains sufficient 
level of detail to ensure meaningful 
input from the public. 


We have further clarified in 
§ 431.408(a)(1)(i)(C) that a financial 
analysis of changes to the demonstration 
must be included in a demonstration 
extension request. 


We have added § 431.408(a)(1)(i)(E) 
requiring the State to include in its 
public notice specific waiver and 
expenditure authorities that the State 
believes to be necessary to authorize the 
demonstration. 


We have amended § 431.408(a)(1)(iii) 
clarifying that comments need only be 
accepted by the State within a minimum 
30-day time period. 


We have amended § 431.408(a)(2)(i) 
requiring the State to include a link to 
relevant Medicaid demonstration 
page(s) on the CMS Web site on its Web 
site, and have clarified language that the 
State may publish an abbreviated notice 
in a newspaper or the State’s Register. 


We have clarified in § 431.408(a)(2)(ii) 
that the State must also publish an 
abbreviated public notice which must 
include a summary description of the 
demonstration, the location and times of 
the two public hearings, and an active 
link to the full public notice document 
on the State’s Web site in either the 
State’s Administrative Record or 
significant newspaper. We have 
amended language requiring the State to 
publish its notice in the newspaper of 
widest circulation in each city with a 
population of 100,000 or more. We have 
added § 431.408(a)(2)(iii) requiring the 
State to utilize a mechanism, such as an 
electronic mailing list, to notify 
interested parties of a demonstration 
application in addition to publishing an 
abbreviated public notice in either the 
State’s Administrative Record or 
significant newspapers. 


We have amended § 431.408(a)(3) to 
clarify that the two public hearings must 
be held on separate dates and at 
separate locations, and must provide the 
public throughout the State an 
opportunity to provide comments. We 
further clarify that the State must use 
telephonic and/or Web conference 
capabilities for at least one public 
hearing to ensure statewide accessibility 


to the hearing unless it can document 
that it has met this requirement. 


We have added a technical 
amendment to § 431.408(a)(3)(i) revising 
the CFR citation that governs the 
Medical Care Advisory Committee to 
read ‘‘§ 431.12.’’ 


We have amended language in 
§ 431.408(b)(1) to clarify that, for a new 
demonstration project, or an extension 
of an existing demonstration, that has or 
would have a direct effect on tribes, 
Indians, Indian health programs, or 
urban Indian health organizations, the 
State must undertake a consultation 
process with Tribes and seek advice 
from affected Indian health providers 
and urban Indian health organizations 
that includes advance notice of the 
application with the anticipated effect 
on tribes and Indian health providers, 
and an opportunity for input in a 
timeframe that allows adequate time for 
State consideration of any issues raised. 
This process should be consistent with 
the guidance set forth in the State 
Medicaid Director Letter dated July 17, 
2001 (#01–024) unless the State has a 
different established policy with the 
tribes and/or a different process for 
seeking advice from the Indian health 
providers and urban Indian 
organizations any State process under 
its approved Medicaid State plan. 


We have revised, in § 431.408(b)(3), 
the term ‘‘a renewal of a previously 
approved demonstration project’’ to 
read ‘‘an extension of an existing 
demonstration project.’’ 


D. Application Procedures (§ 431.412) 


We have amended language in 
§ 431.412(a)(1)(viii) deleting the word 
‘‘key’’ as well as clarifying that the State 
must provide written evidence on how 
it considered public comments when 
developing the demonstration 
application. 


To ensure flexibility, we have deleted 
specific reference to ‘‘Section 508 of the 
American with Disabilities Act’’ and 
substituted language requiring that State 
submissions be in formats that are 
accessible to individuals with 
disabilities. 


We have added a new § 431.412(a)(3) 
to clarify that this section does not 
preclude a State from submitting a pre- 
application concept paper to CMS or 
from conferring with CMS about its 
intent to seek a demonstration prior to 
submitting a completed application. 


We have amended § 431.412(b)(1) to 
clarify that we will include the date in 
which the Secretary received the State’s 
demonstration application in the 
written notice informing the State 
receipt of the submitted application. 
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We have amended § 431.412(c) to 
clarify that States must submit an 
extension request 12 months prior to the 
expiration date of a demonstration when 
requesting an extension under section 
1115(e) of the Act or 6 months prior to 
the expiration date of a demonstration 
when requesting an extension under 
section 1115(a) or (f) of the Act, unless 
a longer time frame is specified in the 
Special Terms and Conditions for the 
original demonstration. 


We have revised § 431.412(c)(2)(iv) to 
include the CMS 416 EPSDT/CHIP 
report as an example of other 
documentation regarding access to care, 
in its extension request. 


We have revised § 431.412(c)(2)(vii) 
deleting the word ‘‘key’’ as well as 
clarifying that the State must provide 
written evidence on how it considered 
public comments when developing the 
demonstration application. 


We have added a new § 431.412(c)(4) 
clarifying that the Secretary may extend 
an existing demonstration project on a 
temporary basis for the period during 
which a successor demonstration is 
under review, without regard to the date 
when the application was submitted. 


E. Federal Public Notice and Approval 
Process (§ 431.416) 


We have amended § 431.416(a)(i) to 
clarify that we will include the State’s 
official demonstration application 
submission date received by the 
Secretary in the written notice 
informing the State of receipt of the 
submitted application. We will also 
publish the written notice on our Web 
site within the 15-day timeframe. 


We have amended § 431.416(d) to 
clarify that we will publish all written 
comments. 


We have amended § 431.416(f)(2) to 
clarify that we will publish the 
administrative record on our Web site, 
or provide a link to the State’s public 
Web site to ensure public access to all 
demonstration documents. 


We have added another 
administrative record element in the 
new paragraph § 431.416(f)(1)(ii) to 
include the State’s disaster exception 
request, the CMS’ response letter, and 
revised public notice timeline, if 
applicable. 


We have clarified in 
§ 431.416(f)(1)(iii) that written public 
comments will be included in the 
administrative record. 


We have added another 
administrative record element in 
§ 431.416(f)(1)(vi) to include any written 
request(s) for additional information 
that CMS sends to the State. 


We have clarified in § 431.416(f)(1)(v) 
that if an application is approved, the 


final State response to written CMS 
requests for additional information will 
be included in the administrative 
record. 


We have added § 431.416(f)(1)(vi) to 
include the disapproval letter sent to the 
State should its application be denied. 


We added in § 431.416(f)(1)(vii) the 
phrase ‘‘as applicable.’’ 


We have clarified § 431.416(f)(1)(viii) 
to include specific requirements related 
to the approved and agreed upon terms 
and conditions, such as implementation 
reviews, evaluation design, quarterly 
progress reports, annual reports, and 
interim and/or final evaluation reports. 


We have added another 
administrative record element in 
§ 431.416(f)(1)(ix) to include any 
applicable notices of the 
demonstration’s suspension or 
termination. 


We have added § 431.416 paragraph 
(f)(2) to clarify that we will provide a 
link to the State’s public Web site to 
ensure the public has access to all 
demonstration related documentation. 


We have revised, in § 431.416(g), the 
term ‘‘demonstration renewal’’ to read 
‘‘demonstration extension request.’’ We 
have also deleted the term ‘‘economic’’ 
from § 431.416(g). 


We have revised § 431.416(g)(i) to 
read ‘‘The State acted in good faith, and 
in a diligent, timely, and prudent 
manner.’’ 


F. Monitoring and Compliance 
(§ 431.420) 


We have amended § 431.420(a)(1) to 
delete ‘‘policy statement’’ and change 
‘‘policy’’ to ‘‘guidance.’’ 


We have amended § 431.420(a)(2) to 
clarify that the States must comply with 
the terms and conditions set forth by the 
Secretary, and to make the paragraph 
more consistent with § 431.420(d). 


We have added § 431.420(b)(3) 
clarifying that we will promptly share 
with the State complaints that it has 
received, and that we will notify the 
State of any applicable monitoring and 
compliance issues. 


We have amended § 431.420(c) to 
clarify that the public forum must allow 
the public an opportunity to provide 
comments, as well as to require the 
State to include a summary report of the 
public forum in the quarterly report 
associated with the quarter in which the 
forum was held. We also clarify that the 
public forum must be held within 6 
months after the demonstration’s 
implementation date. 


We have amended § 431.420(c)(1)(i) 
revising the CFR citation that governs 
the Medical Care Advisory Committee 
to read § 431.12. 


We have amended § 431.420(d) to 
clarify that the Secretary may suspend 
or terminate a demonstration, and that 
the Secretary may also withdraw 
waivers or expenditures authorities 
based on a finding that demonstration 
project is not likely to achieve the 
statutory purposes. 


G. Evaluation Requirements (§ 431.424) 
We have revised § 431.424(b)(2) 


requiring the State to ensure that the 
evaluation process protects beneficiary 
privacy. 


We have amended § 431.424(c)(1) 
requiring the State to publish its 
evaluation design plan on its Web site 
within 30 days of CMS approval. 


We have amended § 431.424(d) 
requiring the State to publish its 
evaluations on its Web site within 30 
days of submission to CMS. 


We have clarified in § 431.424(g) that 
we will post all evaluation materials, or 
provide a link to the State’s public Web 
site, within 30 days of receipt. 


H. Reporting Requirements (§ 431.428) 
We have amended § 431.428(a)(2) to 


include that any issues and/or 
complaints made by beneficiaries must 
be included in the annual report. 


We have amended § 431.428(a)(5) to 
clarify that the results of beneficiary 
satisfaction survey, if conducted during 
the reporting year, should be included 
in the annual report. 


We have amended § 431.428(b) 
requiring the State to publish its draft 
annual report on its public Web site 
within 30 days of submission to CMS. 


We have amended § 431.428(b)(2) 
requiring the State to publish its final 
annual report on its Web site within 
30 days of approval by CMS. 


IV. Collection of Information 
Requirements 


Under the Paperwork Reduction Act 
of 1995, we are required to provide 30- 
day notice in the Federal Register and 
solicit public comment before a 
collection of information requirement is 
submitted to the Office of Management 
and Budget (OMB) for review and 
approval. In order to fairly evaluate 
whether an information collection 
should be approved by OMB, section 
3506(c)(2)(A) of the Paperwork 
Reduction Act of 1995 requires that we 
solicit comment on the following issues: 


• The need for the information 
collection and its usefulness in carrying 
out the proper functions of our agency. 


• The accuracy of our estimate of the 
information collection burden. 


• The quality, utility, and clarity of 
the information to be collected. 


• Recommendations to minimize the 
information collection burden on the 
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affected public, including automated 
collection techniques. 


A. ICRs Regarding State Public Notice 
Process (§ 431.408) 


Section 431.408 provides for a State to 
provide a public notice and comment 
period regarding applications for a 
demonstration project, or an extension 
of an existing demonstration project the 
State intends to submit to CMS for 
review and consideration. Section 
431.408(a)(1) specifies that prior to 
submitting an application to CMS for a 
new demonstration project, or an 
extension of an existing demonstration 
project, the State must provide public 
notice, and a comment period for at 
least 30 days. The public notice must 
address the information requirements 
listed at § 431.408(a)(1)(i) through (iv). 


The burden estimate associated with 
this requirement is the time and effort 
necessary to develop and publish notice 
with a comment period that complies 
with the aforementioned information 
requirements. We estimate that, on 
average, each of the 15 States submitting 
applications for new demonstration 
projects, and extension of a previously 
approved demonstration project will 
require 80 hours to comply with the 
requirements in this section. The 
estimated annual burden associated 
with this section is 1200 hours at a cost 
of $120,000. 


Section 431.408(a)(2) provides that 
States establish and maintain a readily 
identifiable link to a demonstration Web 
page on the public Web site of the State 
agency responsible for making 
applications for demonstrations, and 
provide a link to the appropriate 
demonstration Web page on the CMS 
Web site. The State public notice must 
appear in a prominent location on the 
demonstration Web page of the State’s 
public Web site throughout the entire 
review process; and the public notice 
must appear in at least one of the 
publications listed in § 431.408(a)(2)(i) 
and (ii). 


The burden associated with this is the 
time and effort necessary to develop a 
notice and to publish it both on the Web 
site for State agency responsible for 
submitting demonstration applications 
and in at least one of the publications 
listed in § 431.408(a)(2)(i) and (ii). 
While these requirements are subject to 
the PRA, we believe we addressed the 
burden estimates in our discussion of 
§ 431.408(a)(1). 


Section 431.408(a)(3) requires that at 
least 20 days prior to submitting an 
application for new demonstration 
projects, or an extension of a previously 
approved demonstration project to CMS 
for review, the State must have 


conducted at least two public hearings 
regarding the State’s demonstration 
application using at least two of the 
following public forums contained in 
this section. The two public hearings 
must be held on separate dates and in 
separate locations, and must afford the 
public an opportunity to provide 
comments. Additionally, the State must 
utilize teleconferencing or Web 
capabilities for at least one of the public 
hearings to ensure statewide 
accessibility. The burden associated 
with this is the time and effort necessary 
for a State to conduct at least two public 
hearings 20 days prior to submitting an 
application for a demonstration. While 
this requirement is subject to the PRA, 
we believe the associated burden is 
exempt under 5 CFR 1320.3(h)(4). Facts 
or opinions submitted in response to 
general solicitations of comments from 
the public, published in the Federal 
Register or other publications, 
regardless of the form or format thereof, 
provided that no person is required to 
supply specific information pertaining 
to the commenter, other than that 
necessary for self-identification, as a 
condition of the agency’s full 
consideration of the comment are not 
subject to the PRA. 


Section 431.408(b) requires States 
with Federally-recognized Indian tribes, 
Indian health programs, urban Indian 
health organizations or all three of the 
aforementioned entities, to consult with 
the Indian tribes, and seek advice from 
Indian Health programs and urban 
Indian health organizations in the State, 
before submitting a demonstration 
application that has direct effects on 
Indians and/or these entities and 
organizations. Section 431.408(b)(2) 
specifies that consultation activities 
must be conducted in a manner 
consistent with the State Medicaid 
Director Letter #01–024 regarding 
consultation with tribes and the 
approved State Plan Amendments for 
seeking advice from Indian health 
providers and urban Indian 
organizations. Section 431.408(b)(3) 
further specifies that when there is a 
direct effect on Indians, Indian tribes, 
Indian health providers or urban Indian 
organizations, the State must submit 
evidence to CMS that these 
requirements have been met. Section 
431.408(b)(4) explains that 
documentation of the State’s 
consultation activities must be included 
in the demonstration application, which 
must describe the notification process, 
the entities they sought advice from or 
consulted with, the date and location of 
these consultation or how advice was 


sought, issues raised, and the potential 
resolution for such issues. 


The burden associated with the 
requirements in this section is both the 
time and effort necessary for a State to 
seek advice and/or conduct its tribal 
consultations and the time and effort 
necessary to notify CMS of the State’s 
compliance with § 431.408(b). We 
estimate that this requirement applies to 
37 States but that no more than, on 
average, 15 States would be subject to 
this requirement in a given year. We 
further estimate that it will take each 
State a total of 40 hours to both conduct 
its tribal consultations, and seek advice 
from Indian health programs and urban 
Indian health organizations prior to 
submitting an application for a new 
demonstration project, or an extension 
of an existing demonstration project and 
to submit the aforementioned evidence 
to CMS. The estimated annual burden 
associated with these requirements is 
600 hours at a cost of $60,000. 


B. ICRs Regarding Application 
Procedures (§ 431.412) 


Section 431.412(a) discusses the 
application process for Medicaid 
demonstration projects. A State’s 
application for approval of a new 
demonstration project or an extension of 
an existing demonstration project must 
be submitted to CMS as both printed 
and electronic documents. Electronic 
documents should be in formats 
accessible to individuals with 
disabilities. Section 431.412(b) further 
explains that applications for the initial 
approval of a demonstration will not be 
considered complete if they do not 
comply with the requirements 
contained at § 431.412(b) and § 431.408. 


The burden associated with the 
requirements in § 431.412 is the time 
and effort necessary for a State to 
develop and submit a complete initial 
application for a demonstration. We 
estimate that we will receive, on 
average, five applications annually. 
Similarly we estimate that it will take 
400 hours for a State to develop and 
submit a complete demonstration 
application. The total estimated annual 
burden associated with the 
requirements in § 431.412(b) is 2000 
hours at a cost of $200,000. 


Section 431.412(c) specifies that a 
State must submit a request to extend an 
existing demonstration under section 
1115(e) of the Act at least 12 months 
prior to the expiration date of the 
demonstration or 6 months prior to the 
expiration date of the demonstration 
when requesting an extension under 
section 1115(a) or (f) of the Act, unless 
a longer time frame is specified in the 
Special Terms and Conditions for the 
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original demonstration. An extension 
application, including an extension for 
the purpose of phasing out a 
demonstration, must be sent from the 
Governor of the State to the Secretary. 
Section 431.412(c)(2) further specifies 
that an application to extend an existing 
demonstration will be considered 
complete when the State provides the 
required information listed at 
§ 431.412(c)(2)(i) through (vii). The 
burden associated with the 
requirements in § 431.412(c) is the time 
and effort necessary for a State to 
develop and submit a demonstration 
extension application. CMS estimates 
that, on average, 10 States will apply for 
extensions annually. We further 
estimate that it will take each State 
approximately 320 hours to develop and 
submit a demonstration extension 
application. The total estimated annual 
burden is 3200 hours at a cost of 
$320,000. 


C. ICRs Regarding Monitoring and 
Compliance (§ 431.420) 


According to Section 431.420(b), 
States will periodically perform reviews 
of the implementation of the 
demonstration. We estimate that it will 
take each State 80 hours annually to 
periodically review the demonstration’s 
implementation. We also estimate that, 
on average, 15 States must comply with 
this requirement. The total estimated 
annual burden associated with this 
requirement is 1200 hours at a cost of 
$120,000. 


Section 431.420(c) states that at least 
6 months after the implementation date 
of the demonstration and annually 
thereafter, the State must hold a public 
forum to solicit comments on the 
progress of a demonstration project. 
Section 431.420(c)(3)(i) through (iii) 
further specifies that the public forum to 
solicit feedback on the progress of a 
demonstration project, must occur at a 
Medical Care Advisory Committee, or a 
commission, or other similar process, 
where meetings are open to members of 
the public, and would afford an 
interested party the opportunity to learn 
about and comment on the 
demonstration’s progress. Additionally, 
as stated in § 431.420(c)(3)(iii), the State 
must publish the date, time, and 
location of the public forum in a 
prominent location on the State’s public 
Web site, at least 30 days prior to the 
date of the planned public forum. 


The burden associated with these 
provisions includes the time and effort 
necessary to conduct public meeting 
and the time and effort necessary for a 
State to publish the date, time, and 
location of the public forum in a 
prominent location on the State’s public 


Web site, at least 30 days prior to the 
date of the planned public forum. While 
these requirements are subject to the 
PRA, we believe the associated burden 
is exempt from the PRA. As discussed 
previously in this final rule, facts or 
opinions submitted in response to 
general solicitations of comments from 
the public, published in the Federal 
Register or other publications, 
regardless of the form or format thereof, 
provided that no person is required to 
supply specific information pertaining 
to the commenter, other than that 
necessary for self-identification, as a 
condition of the agency’s full 
consideration of the comment are not 
subject to the PRA. Therefore, the 
burden associated with the annual 
public hearing requirement is exempt. 
Similarly, we believe the time and effort 
necessary to a State to publish the date, 
time, and location of the public forum 
in a prominent location on the State’s 
public Web site is a burden that would 
be incurred in the course of usual and 
customary State business practices and 
is therefore exempt from the PRA under 
5 CFR 1320.3(b)(3). 


D. ICRs Regarding Evaluation 
Requirements (§ 431.424) 


As required in § 431.424(c)(1), 
simultaneous to receiving CMS’ 
approval of a new demonstration 
project, or a extension of a previously 
existing demonstration project, the State 
must receive CMS approval of a design 
for an evaluation of the demonstration 
project and publish this document to 
the State’s public Web site within 30 
days of submission to CMS. The draft 
evaluation must include information 
established in § 431.424(c)(2). The 
burden associated with this requirement 
is the time and effort necessary to 
design an evaluation for a new 
demonstration. We estimate that it will 
take each State 160 hours to develop an 
evaluation. Similarly, we estimate that, 
on average, 15 States must comply with 
this requirement. We further estimate 
that the total estimated annual burden 
associated with this requirement is 
2,400 hours at a cost of $240,000. 


Section 431.424(d) specifies that in 
the event that the State requests to 
extend the demonstration beyond the 
current approval period under the 
authority of section 1115(a), (e), or (f) of 
the Act, the State must submit an 
interim evaluation report as part of the 
State’s request for a subsequent 
extension of the demonstration. The 
burden associated with this is the time 
and effort necessary for a State to 
develop and submit an interim 
evaluation report. We estimate that each 
State will take 160 hours to comply with 


this requirement. Similarly, we estimate 
that, on average, 10 States must comply 
with this requirement. We further 
estimate that the total estimated annual 
burden associated with this requirement 
is 1,600 hours at a cost of $160,000. 


Section 431.424(e) established that 
States will publish CMS-approved 
demonstration evaluation designs on 
their State public Web site within 30 
days of CMS approval. We estimate that 
it will take 70 hours for each State to 
comply with this disclosure process. We 
further estimate that, on average, 15 
States must comply with this provision. 
We further estimate that the total 
estimated annual burden associated 
with this requirement is 1,050 hours at 
a cost of $105,000. 


E. ICRs Regarding Reporting 
Requirements (§ 431.428) 


Section 431.428 establishes that States 
will submit annual reports to CMS 
documenting the information listed in 
§ 431.428(a) (1) through (11). As part of 
the submission process, § 431.428(b) 
requires States to submit draft annual 
reports to CMS no later than 90 days 
after the end of each demonstration 
year. The burden associated with this 
reporting requirement is the time and 
effort necessary to submit draft annual 
reports to CMS. We estimate that, on 
average, 15 States must comply with 
this. We estimate that it will take 40 
hours for each State to comply with this 
reporting requirement. We further 
estimate that the total estimated annual 
burden associated with this requirement 
is 600 hours at a cost of $60,000. 


In § 431.428(b)(1) establishes that 
within 60 days of receipt of comments 
from CMS, the State must submit to 
CMS the final annual report for the 
demonstration year. While this 
requirement is subject to the PRA, we 
believe the associated burden is exempt 
under 5 CFR 1320.3(h)(9). Facts or 
opinions obtained or solicited through 
non-standardized follow-up questions 
designed to clarify responses to 
approved collections of information are 
not subject to the PRA. 


Section § 431.428(b)(2) states that the 
draft and final annual reports must be 
published on the State’s public Web site 
within 30 days of submission and 
approval to CMS, respectively. The 
burden associated with this is the time 
and effort it takes for a State to post the 
aforementioned information on the 
State’s public Web site. We estimate 
that, on average, each of the 15 States 
will require 4 hours to comply with this 
requirement. The total estimated annual 
burden associated with this requirement 
is 60 hours at a cost of $6,000. 
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TABLE 1—ESTIMATED ANNUAL RECORDKEEPING AND REPORTING BURDEN 


Regulation section(s) OMB 
Control No. Respondents Responses 


Burden per 
response 
(hours) 


Total annual 
burden 
(hours) 


Hourly labor 
cost of 


reporting 
($) 


Total labor 
cost of 


reporting 
($) 


Total capital/ 
maintenance 


costs 
($) 


Total cost 
($) 


§ 431.408(a)(1) ..................... 0938–New .. 15 1 80 1,200 100 120,000 0 120,000 
§ 431.408(b) .......................... 0938–New .. 15 1 40 600 100 60,000 0 60,000 
§ 431.412(a) & (b) ................. 0938–New .. 5 1 400 2,000 100 200,000 0 200,000 
§ 431.412(c) .......................... 0938–New .. 10 1 320 3,200 100 320,000 0 320,000 
§ 431.420 .............................. 0938–New .. 15 1 80 1,200 100 120,000 0 120,000 
§ 431.424(c) .......................... 0938–New .. 15 1 160 2,400 100 240,000 0 240,000 
§ 431.424(d) .......................... 0938–New .. 10 1 160 1,600 100 160,000 0 160,000 
§ 431.424(e) .......................... 0938–New .. 15 1 70 1,050 100 105,000 0 105,000 
§ 431.428(b) .......................... 0938–New .. 15 1 40 600 100 60,000 0 60,000 
§ 431.428(b)(2) ..................... 0938–New .. 15 1 4 60 100 6,000 0 6,000 


Total ............................... .................... 130 10 .................... 13,910 .................... 1,391,000 ...................... 1,391,000 


If you comment on these information 
collection and recordkeeping 
requirements, please submit your 
comments to the Office of Information 
and Regulatory Affairs, Office of 
Management and Budget, Attention: 
CMS Desk Officer, [CMS–2325–F], Fax: 
(202) 395–6974; or Email: 
OIRA_submission@omb.eop.gov. 


V. Regulatory Impact Statement 


A. Statement of Need 
Under Executive Order 12866 (58 FR 


51735), a Federal agency should publish 
only such regulations as are required by 
law, are necessary to interpret the law, 
or are made necessary by compelling 
need. This final rule implements 
statutorily required provisions of 
section 10201(i) of the Affordable Care 
Act, and of section 5006 of the 
American Recovery and Investment Act. 
This final rule will increase the degree 
to which information about Medicaid 
and CHIP demonstration applications 
and approved demonstration projects is 
publicly available and promote greater 
transparency in the review and approval 
of demonstrations. 


B. Overall Impact 
We have examined the impact of this 


rule as required by Executive Order 
13563 on Improving Regulation and 
Regulatory Review (January 18, 2011), 
Executive Order 12866 on Regulatory 
Planning and Review (September 1993), 
the Regulatory Flexibility Act (RFA) 
(September 19, 1980, Pub. L. 96–354), 
section 1102(b) of the Act, section 202 
of the Unfunded Mandates Reform Act 
of 1995 (Pub. L. 104–4), Executive Order 
13132 on Federalism (August 4, 1999), 
and the Congressional Review Act (5 
U.S.C. 804(2)). 


Executive Orders 13563 and 12866 
direct agencies to assess all costs and 
benefits of available regulatory 
alternatives and, if regulation is 
necessary, to select regulatory 
approaches that maximize net benefits 


(including potential economic, 
environmental, public health and safety 
effects, distributive impacts, and 
equity). We believe that the total costs 
of this rule, including information 
collection costs, will be at least several 
million dollars annually, but are 
unlikely to exceed ten million dollars 
annually. Therefore, this rule does not 
reach the economic threshold and thus 
is not considered a major rule. 


The RFA requires agencies to analyze 
options for regulatory relief for small 
entities, if a rule has a significant impact 
on a substantial number of small 
entities. For purposes of the RFA, small 
entities include small businesses, 
nonprofit organizations, and small 
governmental jurisdictions. Individuals 
and States are not included in the 
definition of a small entity. We are not 
preparing an analysis for the RFA 
because we have determined, and the 
Secretary certifies, that this final rule 
will not have a significant impact on a 
substantial number of small entities. 


In addition, section 1102(b) of the Act 
requires us to prepare a regulatory 
impact analysis, if a rule may have a 
significant impact on the operations of 
a substantial number of small rural 
hospitals. This analysis must conform to 
the provisions of section 604 of the 
RFA. For purposes of section 1102(b) of 
the Act, we define a small rural hospital 
as a hospital that is located outside of 
Core-Based Statistical Area (for 
Medicaid) and outside of a Metropolitan 
Statistical Area (for Medicare) and has 
fewer than 100 beds. We are not 
preparing an analysis for section 1102(b) 
of the Act because we have determined, 
and the Secretary certifies, that this final 
rule will not have a significant impact 
on the operations of a substantial 
number of small rural hospitals. 


Section 202 of the Unfunded 
Mandates Reform Act of 1995 (UMRA) 
(Pub. L. 104–4) also requires that 
agencies assess anticipated costs and 
benefits before issuing any rule whose 


mandates require spending in any 1 year 
of $100 million in 1995 dollars, updated 
annually for inflation. In 2011, that 
threshold is approximately $136 
million. Because this rule does not 
mandate State participation in using 
section 1115 demonstrations, there is no 
obligation for the State to make any 
change to their existing programs. As a 
result, there is no mandate for the State. 
Therefore, we estimate this rule will not 
mandate expenditures in the threshold 
amount of $136 million in any 1 year. 


Executive Order 13132 establishes 
certain requirements that an agency 
must meet when it promulgates a 
proposed rule (and subsequent final 
rule) that imposes substantial direct 
requirement costs on State and local 
governments, preempts State law, or 
otherwise has Federalism implications. 
This rule will not have a substantial 
direct effect on State or local 
governments, preempt States, or 
otherwise have a Federalism 
implication. We have sought in this rule 
to respect State’s own processes for 
notifying the public of important policy 
changes and for obtaining public 
comment. 


In accordance with the provisions of 
Executive Order 12866, this regulation 
was reviewed by the Office of 
Management and Budget. 


List of Subjects in 42 CFR Part 431 


Grant programs—health, Health 
facilities, Medicaid, Privacy, Reporting 
and recordkeeping requirements. 


For the reasons set forth in the 
preamble, the Centers for Medicare & 
Medicaid Services amends 42 CFR 
chapter IV as set forth below: 


PART 431—STATE ORGANIZATION 
AND GENERAL ADMINISTRATION 


■ 1. The authority citation for part 431 
continues to read as follows: 


Authority: Sec. 1102 of the Social Security 
Act, (42 U.S.C. 1302). 


VerDate Mar<15>2010 18:38 Feb 24, 2012 Jkt 226001 PO 00000 Frm 00019 Fmt 4701 Sfmt 4700 E:\FR\FM\27FER3.SGM 27FER3T
K


E
LL


E
Y


 o
n 


D
S


K
3S


P
T


V
N


1P
R


O
D


 w
ith


 R
U


LE
S


3



mailto:OIRA_submission@omb.eop.gov





11696 Federal Register / Vol. 77, No. 38 / Monday, February 27, 2012 / Rules and Regulations 


■ 2. Subpart G is added to part 431 to 
read as follows: 


Subpart G—Section 1115 Demonstrations 


Sec. 
431.400 Basis and purpose. 
431.404 Definitions. 
431.408 State public notice process. 
431.412 Application procedures. 
431.416 Federal public notice and approval 


process. 
431.420 Monitoring and compliance. 
431.424 Evaluation requirements. 
431.428 Reporting requirements. 


Subpart G—Section 1115 
Demonstrations 


§ 431.400 Basis and purpose. 
(a) Basis. This subpart implements 


provisions in section 1115(d) of the Act, 
which requires all of the following: 


(1) The establishment of application 
requirements for Medicaid and CHIP 
demonstration projects that provide for: 


(i) A process for public notice and 
comment at the State level, including 
public hearings, sufficient to ensure a 
meaningful level of public input and 
that does not impose requirements that 
are in addition to, or duplicative of, 
requirements imposed under the 
Administrative Procedure Act, or 
requirements that are unreasonable or 
unnecessarily burdensome with respect 
to State compliance. 


(ii) Requirements relating to all of the 
following: 


(A) The goals of the program to be 
implemented or renewed under the 
demonstration project. 


(B) Expected State and Federal costs 
and coverage projections of the State 
demonstration project. 


(C) Specific plans of the State to 
ensure the demonstration project will be 
in compliance with titles XIX or XXI of 
the Act. 


(2) A process for public notice and 
comment after a demonstration 
application is received by the Secretary 
that is sufficient to ensure a meaningful 
level of public input. 


(3) A process for the submission of 
reports to the Secretary by a State 
relating to the implementation of a 
demonstration project. 


(4) Periodic evaluation of 
demonstration projects by the Secretary. 


(b) Purpose. This subpart sets forth a 
process for application and review of 
Medicaid and CHIP demonstration 
projects that provides for transparency 
and public participation. 


§ 431.404 Definitions. 
For the purposes of this subpart: 
Demonstration means any 


experimental, pilot, or demonstration 
project which the Secretary approves 
under the authority of section 1115 of 


the Act because, in the judgment of the 
Secretary, it is likely to assist in 
promoting the statutory objectives of the 
Medicaid or CHIP program. 


Indian Health Program means a 
program as defined at section 4(12) of 
the Indian Health Care Improvement 
Act, (Pub. L. 94–437). 


Public notice means a notice issued 
by a government agency or legislative 
body that contains sufficient detail to 
notify the public at large of a proposed 
action, consistent with the provisions of 
§ 431.408 of this subpart. 


§ 431.408 State public notice process. 


(a) General. A State must provide at 
least a 30-day public notice and 
comment period regarding applications 
for a demonstration project, or an 
extension of an existing demonstration 
project that the State intends to submit 
to CMS for review and consideration. 


(1) Public notice and comment period. 
Prior to submitting an application to 
CMS for a new demonstration project or 
an extension of a previously approved 
demonstration project, the State must 
provide at least a 30-day public notice 
and comment period, and the public 
notice shall include all of the following 
information: 


(i) A comprehensive description of 
the demonstration application or 
extension to be submitted to CMS that 
contains a sufficient level of detail to 
ensure meaningful input from the 
public, including: 


(A) The program description, goals, 
and objectives to be implemented or 
extended under the demonstration 
project, including a description of the 
current or new beneficiaries who will be 
impacted by the demonstration. 


(B) To the extent applicable, the 
proposed health care delivery system 
and the eligibility requirements, benefit 
coverage and cost sharing (premiums, 
co-payments, and deductibles) required 
of individuals that will be impacted by 
the demonstration, and how such 
provisions vary from the State’s current 
program features. 


(C) An estimate of the expected 
increase or decrease in annual 
enrollment, and in annual aggregate 
expenditures, including historic 
enrollment or budgetary data, if 
applicable. This includes a financial 
analysis of any changes to the 
demonstration requested by the State in 
its extension request. 


(D) The hypothesis and evaluation 
parameters of the demonstration. 


(E) The specific waiver and 
expenditure authorities that the State 
believes to be necessary to authorize the 
demonstration. 


(ii) The locations and Internet address 
where copies of the demonstration 
application are available for public 
review and comment. 


(iii) Postal and Internet email 
addresses where written comments may 
be sent and reviewed by the public, and 
the minimum 30-day time period in 
which comments will be accepted. 


(iv) The location, date, and time of at 
least two public hearings convened by 
the State to seek public input on the 
demonstration application. 


(2) Statement of public notice and 
public input procedures. (i) The State 
shall publish its public notice process, 
public input process, planned hearings, 
the demonstration application(s), and a 
link to the relevant Medicaid 
demonstration page(s) on the CMS Web 
site in a prominent location on either 
the main page of the public Web site of 
the State agency responsible for making 
applications for demonstrations or on a 
demonstration-specific Web page that is 
linked in a readily identifiable way to 
the main page of the State agency’s Web 
site. The State must maintain and keep 
current the public Web site throughout 
the entire public comment and review 
process. 


(ii) The State shall also publish an 
abbreviated public notice which must 
include a summary description of the 
demonstration, the location and times of 
the two or more public hearings, and an 
active link to the full public notice 
document on the State’s Web site in the 
State’s administrative record in 
accordance with the State’s 
Administrative Procedure Act, provided 
that such notice is provided at least 30 
days prior to the submission of the 
demonstration application to CMS or in 
the newspapers of widest circulation in 
each city with a population of 100,000, 
or more, provided that such notice is 
provided at least 30 days prior to the 
submission of the demonstration 
application to CMS, or both. 


(iii) The State must also utilize 
additional mechanisms, such as an 
electronic mailing list, to notify 
interested parties of the demonstration 
application(s). 


(3) Public hearings. At least 20 days 
prior to submitting an application for a 
new demonstration project or extension 
of an existing demonstration project to 
CMS for review, the State must have 
conducted at least two public hearings, 
on separate dates and at separate 
locations, regarding the State’s 
demonstration application at which 
members of the public throughout the 
State have an opportunity to provide 
comments. The State must use 
telephonic and/or Web conference 
capabilities for at least one of the two 
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required public hearings to ensure 
statewide accessibility to the public 
hearing unless it can document it has 
afforded the public throughout the State 
the opportunity to provide comment, 
such as holding the two public hearings 
in geographically distinct areas of the 
State. The State must use at least two of 
the following public forums: 


(i) The Medical Care Advisory 
Committee that operates in accordance 
with § 431.12 of this subpart; or 


(ii) A commission or other similar 
process, where meetings are open to 
members of the public; or 


(iii) A State legislative process, which 
would afford an interested party the 
opportunity to learn about the contents 
of the demonstration application, and to 
comment on its contents; or 


(iv) Any other similar process for 
public input that would afford an 
interested party the opportunity to learn 
about the contents of the demonstration 
application, and to comment on its 
contents. 


(b) Tribal consultation and seeking 
advice from Indian health providers and 
urban Indian organizations. A State 
with Federally-recognized Indian tribes, 
Indian health programs, and/or urban 
Indian health organizations shall 
include a process to consult with the 
Indian tribes, and seek advice from 
Indian Health programs and urban 
Indian health organizations in the State, 
prior to submission of an application to 
CMS for a new demonstration project, or 
an extension of a previously approved 
demonstration project, that has or 
would have a direct effect on Indians, 
tribes, on Indian health programs, or on 
urban Indian health organizations. 


(1) For initial applications and 
applications extending existing 
demonstration projects that have a 
direct effect on Indians, tribes, Indian 
health programs, and urban Indian 
health organizations in the State, the 
State must demonstrate that it has 
conducted consultation activities with 
tribes and sought advice from Indian 
health programs and urban Indian 
health organizations prior to submission 
of such application. 


(2) Consultation with Federally- 
recognized Indian tribes and solicitation 
of advice from affected Indian health 
providers and urban Indian 
organizations must be conducted in 
accordance with the consultation 
process outlined in the July 17, 2001 
letter or the State’s formal tribal 
consultation agreement or process and 
the process for seeking advice from 
Indian Health providers must be 
conducted as outlined in the State’s 
approved Medicaid State Plan. 


(3) Documentation of the State’s 
consultation activities must be included 
in the demonstration application, which 
must describe the notification process, 
the entities involved in the 
consultation(s), the date(s) and 
location(s) of the consultation(s), issues 
raised, and the potential resolution for 
such issues. 


§ 431.412 Application procedures. 


(a) Initial demonstration application 
content. (1) Applications for initial 
approval of a demonstration will not be 
considered complete unless they 
comply with the public notice process 
set forth in § 431.408(a) of this subpart, 
and include the following: 


(i) A comprehensive program 
description of the demonstration, 
including the goals and objectives to be 
implemented under the demonstration 
project. 


(ii) A description of the proposed 
health care delivery system, eligibility 
requirements, benefit coverage and cost 
sharing (premiums, copayments, and 
deductibles) required of individuals 
who will be impacted by the 
demonstration to the extent such 
provisions would vary from the State’s 
current program features and the 
requirements of the Act. 


(iii) An estimate of the expected 
increase or decrease in annual 
enrollment, and in annual aggregate 
expenditures, including historic 
enrollment or budgetary data, if 
applicable. 


(iv) Current enrollment data, if 
applicable, and enrollment projections 
expected over the term of the 
demonstration for each category of 
beneficiary whose health care coverage 
is impacted by the demonstration. 


(v) Other program features that the 
demonstration would modify in the 
State’s Medicaid and CHIP programs. 


(vi) The specific waiver and 
expenditure authorities that the State 
believes to be necessary to authorize the 
demonstration. 


(vii) The research hypotheses that are 
related to the demonstration’s proposed 
changes, goals, and objectives, a plan for 
testing the hypotheses in the context of 
an evaluation, and, if a quantitative 
evaluation design is feasible, the 
identification of appropriate evaluation 
indicators. 


(viii) Written documentation of the 
State’s compliance with the public 
notice requirements set forth in 
§ 431.408 of this subpart, with a report 
of the issues raised by the public during 
the comment period, which shall be no 
less than 30 days, and how the State 
considered those comments when 


developing the demonstration 
application. 


(2) CMS may request, or the State may 
propose application modifications, as 
well as additional information to aid in 
the review of the application. If an 
application modification substantially 
changes the original demonstration 
design, CMS may, at its discretion, 
direct an additional 30-day public 
comment period. 


(3) This section does not preclude a 
State from submitting to CMS a pre- 
application concept paper or from 
conferring with CMS about its intent to 
seek a demonstration prior to submitting 
a completed application. 


(b) Demonstration application 
procedures. A State application for 
approval of a new demonstration project 
or an extension of an existing 
demonstration project must be 
submitted to CMS as both printed and 
electronic documents. Electronic 
documents must be submitted in a 
format that will be accessible to 
individuals with disabilities. 


(1) Consistent with § 431.416(a) of this 
subpart, within 15 days of receipt of a 
complete application, CMS will send 
the State a written notice informing the 
State of receipt of the submitted 
application, the date in which the 
Secretary received the State’s 
demonstration application and the start 
date of the 30-day Federal public notice 
process set forth in § 431.416 of this 
subpart. The written notice— 


(i) Is provided for purposes of 
initiating the Federal-level public 
comment period and does not preclude 
a determination that, based on further 
review, further information is required 
to supplement or support the 
application, or that the application 
cannot be approved because a required 
element is missing or insufficient. 


(ii) Does not prevent a State from 
modifying its application or submitting 
any supplementary information it 
determines necessary to support CMS’ 
review of its application. 


(2) Within 15 days of receipt of a 
demonstration application that CMS 
determines is incomplete, CMS will 
send the State a written notice of the 
elements missing from the application. 


(3) CMS will publish on its Web site 
at regular intervals the status of all State 
submissions, including information 
received from the State while the State 
works with CMS to meet the 
demonstration application process set 
forth in this section. 


(c) Demonstration extension request. 
A request to extend an existing 
demonstration under sections 1115(a), 
(e), and (f) of the Act will be considered 
only if it is submitted at least 12 months 
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prior to the expiration date of the 
demonstration when requesting an 
extension under section 1115(e) of the 
Act or 6 months prior to the expiration 
date of the demonstration when 
requesting an extension under section 
1115(a) or (f) of the Act, unless a longer 
time frame is specified in the Special 
Terms and Conditions for the original 
demonstration. An extension 
application, including an extension for 
the purpose of phasing out a 
demonstration, must be sent from the 
Governor of the State to the Secretary. 


(1) Changes to existing demonstration. 
If an extension application includes 
substantial changes to the existing 
demonstration, CMS may, at its 
discretion, treat the application as an 
application for a new demonstration. 


(2) Demonstration extension 
application. An application to extend an 
existing demonstration will be 
considered complete, for purposes of 
initiating the Federal-level public notice 
period, when the State provides the 
following: 


(i) A historical narrative summary of 
the demonstration project, which 
includes the objectives set forth at the 
time the demonstration was approved, 
evidence of how these objectives have 
or have not been met, and the future 
goals of the program. 


(ii) If changes are requested, a 
narrative of the changes being requested 
along with the objective of the change 
and the desired outcomes. 


(iii) A list and programmatic 
description of the waivers and 
expenditure authorities that are being 
requested for the extension period, or a 
statement that the State is requesting the 
same waiver and expenditure 
authorities as those approved in the 
current demonstration. 


(iv) Summaries of External Quality 
Review Organization (EQRO) reports, 
managed care organization (MCO) and 
State quality assurance monitoring, and 
any other documentation of the quality 
of and access to care provided under the 
demonstration, such as the CMS Form 
416 EPSDT/CHIP report. 


(v) Financial data demonstrating the 
State’s historical and projected 
expenditures for the requested period of 
the extension, as well as cumulatively 
over the lifetime of the demonstration. 
This includes a financial analysis of 
changes to the demonstration requested 
by the State. 


(vi) An evaluation report of the 
demonstration, inclusive of evaluation 
activities and findings to date, plans for 
evaluation activities during the 
extension period, and if changes are 
requested, identification of research 
hypotheses related to the changes and 


an evaluation design for addressing the 
proposed revisions. 


(vii) Documentation of the State’s 
compliance with the public notice 
process set forth in § 431.408 of this 
subpart, including the post-award 
public input process described in 
§ 431.420(c) of this subpart, with a 
report of the issues raised by the public 
during the comment period and how the 
State considered the comments when 
developing the demonstration extension 
application. 


(3) CMS may request, or the State may 
propose application modifications, as 
well as additional information to aid in 
the review of an application to extend 
a demonstration. If an application 
modification substantially changes the 
original demonstration design, CMS 
may, at its discretion, direct an 
additional 30-day public comment 
period. 


(4) Upon application from the State, 
the Secretary may extend existing 
demonstration projects on a temporary 
basis for the period during which a 
successor demonstration is under 
review, without regard to the date when 
the application was submitted. 


(d) Approvals. Approval of a new 
demonstration or a demonstration 
extension will generally be prospective 
only and Federal Financial Participation 
(FFP) will not be available for changes 
to the demonstration that have not been 
approved by CMS. 


§ 431.416 Federal public notice and 
approval process. 


(a) General. Within 15 days of receipt 
of a complete application from the State 
for a new demonstration project or an 
extension of a previously approved 
demonstration project, CMS will: 


(1) Send the State a written notice 
informing the State of receipt of the 
demonstration application, the date in 
which the Secretary received the State’s 
demonstration application, the start 
dates of the 30-day Federal public 
notice process, and the end date of the 
45-day minimum Federal decision- 
making period. 


(2) Publish the written notice 
acknowledging receipt of the State’s 
completed application on its Web site 
within the same 15-day timeframe. 


(b) Public comment period. Upon 
notifying a State of a completed 
application, CMS will solicit public 
comment regarding such demonstration 
application for 30 days by doing the 
following: 


(1) Publishing the following on the 
CMS Web site: 


(i) The written notice of CMS receipt 
of the State’s complete demonstration 
application. 


(ii) Demonstration applications, 
including supporting information 
submitted by the State as part of the 
complete application, and associated 
concept papers, as applicable. 


(iii) The proposed effective date of the 
demonstration. 


(iv) Addresses to which inquiries and 
comments from the public may be 
directed to CMS by mail or email. 


(2) Notifying interested parties 
through a mechanism, such an 
electronic mailing list, that CMS will 
create for this purpose. 


(c) Public disclosure. CMS will 
publish on its Web site, at regular 
intervals, appropriate information, 
which may include, but is not limited 
to the following: 


(1) Relevant status update(s); 
(2) A listing of the issues raised 


through the public notice process. 
(d) Publishing of comments. (1) CMS 


will publish written comments 
electronically through its Web site or an 
alternative Web site. 


(2) CMS will review and consider all 
comments received by the deadline, but 
will not provide written responses to 
public comments. While comments may 
be submitted after the deadline, CMS 
cannot assure that these comments will 
be considered. 


(e) Approval of a demonstration 
application. (1) CMS will not render a 
final decision on a demonstration 
application until at least 45 days after 
notice of receipt of a completed 
application, to receive and consider 
public comments. 


(2) CMS may expedite this process 
under the exception to the normal 
public notice process provisions in 
§ 431.416(g) of this subpart. 


(f) Administrative record. (1) CMS 
will maintain, and publish on its public 
Web site, an administrative record that 
may include, but is not limited to the 
following: 


(i) The demonstration application 
from the State. 


(ii) The State’s disaster exemption 
request and CMS’ response, if 
applicable. 


(iii) Written public comments sent to 
the CMS and any CMS responses. 


(iv) If an application is approved, the 
final special terms and conditions, 
waivers, expenditure authorities, and 
award letter sent to the State. 


(v) If an application is denied, the 
disapproval letter sent to the State. 


(vi) The State acceptance letter, as 
applicable. 


(vii) Specific requirements related to 
the approved and agreed upon terms 
and conditions, such as implementation 
reviews, evaluation design, quarterly 
progress reports, annual reports, and 
interim and/or final evaluation reports. 
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(viii) Notice of the demonstration’s 
suspension or termination, if applicable. 


(2) To ensure that the public has 
access to all documentation related to 
the demonstration project, including the 
aforementioned items, we will also 
provide a link to the State’s public Web 
site. 


(g) Exemption from the normal public 
notice process. (1) CMS may waive, in 
whole or in part, the Federal and State 
public notice procedures to expedite a 
decision on a proposed demonstration 
or demonstration extension request that 
addresses a natural disaster, public 
health emergency, or other sudden 
emergency threats to human lives. 


(2) The Secretary may exempt a State 
from the normal public notice process 
or the required time constraints 
imposed in this section or § 431.408(a) 
of this subpart when the State 
demonstrates to CMS the existence of 
unforeseen circumstances resulting from 
a natural disaster, public health 
emergency, or other sudden emergency 
that directly threatens human lives that 
warrant an exception to the normal 
public notice process. 


(i) The State is expected to discharge 
its basic responsibilities in submitting 
demonstration applications to the 
Secretary as required in § 431.412 of this 
subpart. 


(ii) Such applications will be posted 
on the CMS Web site. 


(3) A State must establish (or meet) all 
of the following criteria to obtain such 
an exemption from the normal public 
notice process requirements: 


(i) The State acted in good faith, and 
in a diligent, timely, and prudent 
manner. 


(ii) The circumstances constitute an 
emergency and could not have been 
reasonably foreseen. 


(iii) Delay would undermine or 
compromise the purpose of the 
demonstration and be contrary to the 
interests of beneficiaries. 


(4) CMS will publish on its Web site 
any disaster exemption determinations 
within 15 days of approval, as well as 
the revised timeline for public comment 
or post-award processes, if applicable. 


§ 431.420 Monitoring and compliance. 
(a) General. (1) Any provision of the 


Social Security Act that is not expressly 
waived by CMS in its approval of the 
demonstration project are not waived, 
and States may not stop compliance 
with any of these provisions not 
expressly waived. Waivers may be 
limited in scope to the extent necessary 
to achieve a particular purpose or to the 
extent of a particular regulatory 
requirement implementing the statutory 
provision. 


(2) States must comply with the terms 
and conditions of the agreement 
between the Secretary and the State to 
implement a State demonstration 
project. 


(b) Implementation reviews. (1) The 
terms and conditions will provide that 
the State will perform periodic reviews 
of the implementation of the 
demonstration. 


(2) CMS will review documented 
complaints that a State is failing to 
comply with requirements specified in 
the special terms and conditions and 
implementing waivers of any approved 
demonstration. 


(3) CMS will promptly share with the 
State complaints that CMS has received 
and will also provide notification of any 
applicable monitoring and compliance 
issues. 


(c) Post award. Within 6 months after 
the implementation date of the 
demonstration and annually thereafter, 
the State must hold a public forum— 


(1) To solicit comments on the 
progress of a demonstration project. 


(2) At which members of the public 
have an opportunity to provide 
comments and in such time as to 
include a summary of the forum in the 
quarterly report associated with the 
quarter in which the forum was held, as 
well as in its annual report to CMS. 


(3) The public forum to solicit 
feedback on the progress of a 
demonstration project must occur using 
one of the following: 


(i) A Medical Care Advisory 
Committee that operates in accordance 
with § 431.412 of this subpart. 


(ii) A commission or other similar 
process, where meetings are open to 
members of the public, and would 
afford an interested party the 
opportunity to learn about the 
demonstration’s progress. 


(iii) The State must publish the date, 
time, and location of the public forum 
in a prominent location on the State’s 
public Web site, at least 30 days prior 
to the date of the planned public forum. 


(4) [Reserved] 
(d) Terminations and suspensions. (1) 


The Secretary may suspend or terminate 
a demonstration in whole or in part, any 
time before the date of expiration, 
whenever it determines that the State 
has materially failed to comply with the 
terms of the demonstration project. 


(2) The Secretary may also withdraw 
waivers or expenditure authorities 
based on a finding that the 
demonstration project is not likely to 
achieve the statutory purposes. 


(3) The terms and conditions for the 
demonstration will detail any notice 
and appeal rights for the State for a 


termination, suspension or withdrawal 
of waivers or expenditure authorities. 


(e) Closeout costs. When a 
demonstration is terminated, 
suspended, or if waivers or expenditure 
authority are withdrawn, Federal 
funding is limited to normal closeout 
costs associated with an orderly 
termination of the demonstration or 
expenditure authority, including service 
costs during any approved transition 
period, and administrative costs of 
disenrolling participants. 


(f) Federal evaluators. (1) The State 
must fully cooperate with CMS or an 
independent evaluator selected by CMS 
to undertake an independent evaluation 
of any component of the demonstration. 


(2) The State must submit all 
requested data and information to CMS 
or the independent evaluator. 


§ 431.424 Evaluation requirements. 
(a) General. States are permitted and 


encouraged to use a range of appropriate 
evaluation strategies (including 
experimental and other quantitative and 
qualitative designs) in the application of 
evaluation techniques with the approval 
of CMS. 


(b) Demonstration evaluations. 
Demonstration evaluations will include 
the following: 


(1) Quantitative research methods. 
(i) These methods involve the empirical 
investigation of the impact of key 
programmatic features of the 
demonstration. 


(ii) CMS will consider alternative 
evaluation designs when quantitative 
designs are technically infeasible or not 
well suited to the change made by the 
demonstration. 


(2) Approaches that minimize 
beneficiary impact. The evaluation 
process must minimize burden on 
beneficiaries and protect their privacy 
in terms of implementing and operating 
the policy approach to be demonstrated 
while ensuring the impact of the 
demonstration is measured. 


(c) Evaluation design plan. (1) The 
State will submit and receive CMS 
approval of a design for an evaluation of 
the demonstration project and publish 
this document to the State’s public Web 
site within 30 days of CMS approval. 


(2) The draft demonstration 
evaluation design must include all of 
the following: 


(i) A discussion of the demonstration 
hypotheses that are being tested 
including monitoring and reporting on 
the progress towards the expected 
outcomes. 


(ii) The data that will be utilized and 
the baseline value for each measure. 


(iii) The methods of data collection. 
(iv) A description of how the effects 


of the demonstration will be isolated 
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from those other changes occurring in 
the State at the same time through the 
use of comparison or control groups to 
identify the impact of significant aspects 
of the demonstration. 


(v) A proposed date by which a final 
report on findings from evaluation 
activities conducted under the 
evaluation plan must be submitted to 
CMS. 


(vi) Any other information pertinent 
to the State’s research on the policy 
operations of the demonstration 
operations. 


(d) Evaluations for demonstration 
extensions. (1) In the event that the State 
requests to extend the demonstration 
beyond the current approval period 
under the authority of section 1115(a), 
(e), or (f) of the Act, the State must 
submit an interim evaluation report as 
part of the State’s request for a 
subsequent renewal of the 
demonstration. 


(2) State evaluations must be 
published on the State’s public Web site 
within 30 days of submission to CMS. 


(e) Approved evaluation designs. The 
State must publish the CMS-approved 
demonstration evaluation design on the 
State’s public Web site within 30 days 
of CMS approval. 


(f) Federal evaluations. The State 
must comply with all requirements set 
forth in this subpart. 


(g) Federal public notice. CMS will 
post, or provide a link to the State’s 
public Web site, all evaluation 
materials, including research and data 
collection, on its Web site for purposes 
of sharing findings with the public 
within 30 days of receipt of materials. 


§ 431.428 Reporting requirements. 
(a) Annual reports. The State must 


submit an annual report to CMS 
documenting all of the following: 


(1) Any policy or administrative 
difficulties in the operation of the 
demonstration. 


(2) The status of the health care 
delivery system under the 
demonstration with respect to issues 
and/or complaints identified by 
beneficiaries. 


(3) The impact of the demonstration 
in providing insurance coverage to 
beneficiaries and uninsured 
populations. 


(4) Outcomes of care, quality of care, 
cost of care and access to care for 
demonstration populations. 


(5) The results of beneficiary 
satisfaction surveys, if conducted during 
the reporting year, grievances and 
appeals. 


(6) The existence or results of any 
audits, investigations or lawsuits that 
impact the demonstration. 


(7) The financial performance of the 
demonstration. 


(8) The status of the evaluation and 
information regarding progress in 
achieving demonstration evaluation 
criteria. 


(9) Any State legislative developments 
that may impact the demonstration. 


(10) The results/impact of any 
demonstration programmatic area 
defined by CMS that is unique to the 
demonstration design or evaluation 
hypothesis. 


(11) A summary of the annual post- 
award public forum, including all 
public comments received regarding the 
progress of the demonstration project. 


(b) Submitting and publishing annual 
reports. States must submit a draft 
annual report to CMS no later than 90 
days after the end of each demonstration 
year, or as specified in the 
demonstration’s STCs. The State must 
publish its draft annual report on its 
public Web site within 30 days of 
submission to CMS. 


(1) Within 60 days of receipt of 
comments from CMS, the State must 
submit to CMS the final annual report 
for the demonstration year. 


(2) The final annual report is to be 
published on the State’s public Web site 
within 30 days of approval by CMS. 


Authority: Catalog of Federal Domestic 
Assistance Program No. 93.778, Medical 
Assistance Program. 


Dated: March 9, 2011. 
Donald M. Berwick, 
Administrator, Centers for Medicare & 
Medicaid Services. 


Approved: July 15, 2011. 
Kathleen Sebelius, 
Secretary, Department of Health and Human 
Services. 
[FR Doc. 2012–4354 Filed 2–22–12; 11:15 am] 
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ACTION: Final rule. 


SUMMARY: This final rule sets forth a 
procedural framework for submission 
and review of initial applications for a 
Waiver for State Innovation described in 
section 1332 of the Patient Protection 
and the Affordable Care Act including 
processes to ensure opportunities for 
public input in the development of such 
applications by States and in the 
Federal review of the applications. 
DATES: These regulations are effective 
on April 27, 2012. 
FOR FURTHER INFORMATION CONTACT: 
Department of the Treasury: Cameron 
Arterton, (202) 622–0044. 


Centers for Medicare & Medicaid 
Services: Ben Walker, (301) 492–4430. 
SUPPLEMENTARY INFORMATION: 


I. Executive Summary: 


A. Purpose of the Regulatory Action 


Section 1332(a)(4)(B) of the Patient 
Protection and Affordable Care Act (the 
Affordable Care Act) (Pub. L. 111–148, 
enacted on March 23, 2010), requires 
the Secretary of Health and Human 
Services (HHS) and the Secretary of the 
Treasury (the Secretaries) to issue 
regulations regarding procedures for 
Waivers for State Innovation under 
section 1332 of the Affordable Care Act. 
On March 14, 2011, the Secretaries 
published proposed rules to satisfy this 
requirement. This finalizes those 
proposed rules. 


B. Summary of the Major Provisions of 
the Regulatory Action in Question 


These final rules make a small 
number of changes to the proposed rules 
based on comments received from the 
public. We have removed a requirement 
for applications to be submitted in 
printed format, to reduce administrative 
burden. We have clarified that evidence 
of the State public notice and comment 
must include, ‘‘a description of the key 
issues raised * * *’’ during such 
period, to provide the Secretaries with 
a summary of public consultation to 
date. We have added a provision to 
specify that States must submit waiver 
applications sufficiently in advance of 
the requested effective date to ensure 
that an appropriate amount of time is 
available for implementation if the 
waiver is approved. We have also added 
a provision to specify that a complete 
application must include an 
implementation timeline, to facilitate an 
analysis by States and the Secretaries 
regarding the feasibility of the proposed 
implementation schedule. We have also 
clarified that a State does not have to 
enact a new law in support of a section 
1332 waiver if the State already has a 
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