EXHIBIT 8
 Prior Authorization and Utilization Management (PA/UM) 


RFP-22-71455 (PA UM) - Attachment D - Scope of Work

Overview

Indiana Health Care Programs (IHCP) and the Prior Authorization (PA) and Utilization Management (UM) Contractor apply criteria and guidelines on a case-by-case basis to determine PA and UM decisions for Indiana Medicaid members. Decisions are based on the appropriateness of care and service needed by the member and established authority as cited.

This Exhibit describes the scope of work for prior authorization and utilization management services that will be completed by the Contractor.

The scope of work for the prior authorization function covers all IHCP enrollees including those enrolled in the managed care portion of the program for services that are carved-out of managed care. The PA function shall cover all products and services for which the State's medical policy requires PA. Pharmacy services PAs are the responsibility of the pharmacy benefits manager (PBM) with the exception of some high cost, complex pharmaceuticals.

In addition to the PA services, this scope of work addresses additional utilization management services.

The Contractor and all work the Contractor completes must be HIPAA-complaint.

The State has implemented a new Medicaid Management Information System (MMIS) developed by DXC Technology, which became operational in February 2017.  This system is referred to as MMIS.

1. Prior Authorization & Utilization Management Requirements

1.1 PA Overview
Prior authorization is a mechanism to determine whether selected medical services, products and equipment meet coverage criteria and are medically necessary prior to delivery (and retroactively in special cases). Services requiring PA that the Contractor is expected to process are listed in IHCP's Covered Services and Limitations Rule, 405 IAC 5 and the IHCP Provider reference materials found on www.indianamedicaid.com (https://www.in.gov/medicaid/providers/provider-references/provider-reference-materials/ihcp-provider-reference-modules/).  Among other things, PA is required for surgeries, transplants, and other inpatient admissions.  Providers submit requests for PA to the Contractor. To obtain a PA, providers must submit a Prior Review and Authorization Request via Provider Healthcare Portal, telephone (depending on the service), fax, or in writing. Telephone PA requests do not require a request form but may require follow-up documentation. Web-based requests also may require follow-up documentation. In telephone PA cases, the provider may receive an immediate response; however, PAs may be limited unless follow-up documentation is submitted.  The Provider Healthcare Portal includes additional PA forms required for proof of medical necessity and/or specialty equipment and services. All PA requests are reviewed using the same criteria regardless of the method in which the request was received. The state will review medical necessity review criteria that the Contractor proposes using. Once reviewed, the Contractor staff updates MMIS, which produces a PA adjudication with determinations such as Approval, Modification, Suspension, Rejection, or Denial (the provider will also receive this information verbally if the request is made by phone). The requesting provider and Medicaid member will receive a MMIS system-generated Indiana Prior Authorization Notice of Action Decision letter indicating the outcome of their request. If the decision is other than approved, the letter will be accompanied by an explanation of the decision and a description of the provider's administrative review/appeal rights. Members also receive notice and appeal rights with every decision that is not approved.  

Services provided by the Contractor will be performed in accordance with applicable State and Federal statutes, regulations and policies. The hierarchy for prior authorization decision making shall be in the following order:
· Code of Federal Regulations (CFR)
· Indiana Code (IC)
· Indiana Administrative Code (IAC)
· IHCP Bulletins and Banner Pages
· IHCP Provider Modules
· Nationally recognized care guidelines 
· Other evidence based criteria (e.g. specialty society guidelines; primary peer-reviewed publications
· Prudent medical judgement per “generally accepted standards of medical or professional practice”

Coverage may not be arbitrarily denied or reduced and is subject to certain limitations in accordance with 42 CFR 440.230 regarding:
· Medical necessity determinations
· Utilization control, provided the services furnished are sufficient in amount, duration, or scope to reasonably achieve the purpose for which the services are furnished

Covered services are medically necessary if, in accordance with 405 IAC 5-2-17 they are a covered service defined in 405 IAC 5 required for the care or well-being of the patient and the service is provided in accordance with generally accepted standards of medical or professional practice, as determined by the Family and Social Services Administration (FSSA).	 Covered services also include services not otherwise covered under the State's Medicaid plan but are determined to be medically necessary by an EPSDT (Early and Periodic Screening, Diagnostic and Treatment Services) provider for an EPSDT-eligible child. All prior authorizations submitted for EPSDT-eligible children must be adjudicated in accordance with 42 CFR 441.

The Contractor's responsibilities include prior authorization for specified services for all Indiana Medicaid populations receiving medical care via Fee-For-Service (FFS) mechanism and IHCP enrollees enrolled in the managed care portion of the program who receive carved out services, products or equipment.  Such services may include:
· Psychiatric residential treatment facilities (PRTFs)
· Members with traumatic brain injuries (TBI) in out-of-state facilities or with out-of-state providers
PA for these services requires a more intensive process and will be priced separately from other PAs.

There are a number of other situations listed below that require PA, but may have different requirements:
· Hospice Services: Hospice services require a specialized process for PA. Specifics about the PA process for hospice services can be found in 405 IAC 5-34.
· Hoosier Care Connect Institutional Hospice Services:  Coordination with member’s MCE to enter hospice LOC in MMIS is required. 
· NEMT:  Coordination with NEMT broker to determine medical necessity, provide utilization management for members enrolled in FFS Medicaid, and enter applicable information into MMIS is required.
· Out-of-State Services: There are also additional PA requirements related to PA for out-of-state services as described in 405 IAC 5-5. Note that certain cities located outside of Indiana are treated as in-State for the purposes of PA.
· 590 Program: The 590 program is not a Medicaid program, but provides coverage for certain healthcare services provided to individuals who are residents of State-operated facilities. All services in excess of $500 require PA and transportation is not a covered service. Specifics can be found in 470 IAC 12.
· Home and Community-Based Waiver Services (HCBS): IHCP members receiving HCBS waiver services also receive Medicaid benefits through the FFS delivery system. The Contractor is not responsible for authorizing HCBS waiver services, but will be responsible for processing PA requests for any FFS benefits that are subject to PA.  The Contractor is expected to coordinate with parties authorizing HCBS waiver services as may be appropriate to ensure coordinated care for members.

The Contractor shall invoice the State for billable line-item prior authorization requests only. A "billable" line-item prior authorization request is defined as a line-item prior authorization request that has been approved, modified, rejected, denied, determined that prior authorization is not required, or other status codes as may be approved by the State.

As part of the Contractor's PA duties, the Contractor shall monitor claims that may be suspended due to the need for additional medical policy review. These claims will post to Location 22 in MMIS. The Contractor shall review the suspended claims daily and all claims must be adjudicated (approved for payment or denied) within the timeframe specified by the State.

1.2 PA Process

The PA process flow is described in detail below.  The following visual depiction is provided for reference, but the text of this Section is controlling.
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1.2.1 Filing and Addressing Requests for PA.

The Contractor shall not prohibit, or otherwise restrict, a health care professional acting within the lawful scope of practice, from advising or advocating on behalf of a member. Throughout the process of requesting PA and any ensuing appeals process, the Contractor shall consider the member, representative or estate representative of a deceased member as parties to the appeal. A provider filing a request for PA on behalf of a member is considered a representative of the member.

Non-physician clinicians, such as a nurse utilization reviewer, may conduct PA reviews.  A non-physician clinician may issue a denial of a service authorization request or authorize a service in an amount, duration or scope that is less than requested only if that request is denied or altered for administrative reasons.  Any initial reviews of medical necessity that do not meet medical necessity criteria upon initial review by a nurse utilization reviewer must be escalated for review to a physician.  Any denial or authorization of a service in an amount, duration or scope less than requested for reasons of medical necessity must be approved by a physician.  

Decisions by the Contractor regarding prior authorization will be made as expeditiously as possible considering the circumstances of each request. If no decision is made by the Contractor for a completed prior authorization request within seven (7) calendar days, authorization is deemed to be granted within the coverage and limitations specified in 405 IAC 5-3. For situations in which a provider indicates, or the Contractor determines, that following the standard timeframe could seriously jeopardize the member’s life or health or ability to attain, maintain or regain maximum function, the Contractor shall make an expedited authorization decision and provide notice as expeditiously as the member’s health condition requires and no later than seventy-two (72) hours after receipt of the request for service. The Contractor may extend the seventy-two (72) hours by up to fourteen (14) calendar days if the member requests an extension or the Contractor justifies a need for additional information and how the extension is in the best interest of the member. The Contractor will be required to provide its justification to FSSA upon request.

In any event that a service is approved upon appeal, the Contractor shall notify the requesting provider, and give the member written notice within 7 calendar days.

1.2.2 PA Request Initial Decision

The Contractor may issue an approval, rejection, suspension, modification, or denial of a request for PA. The Contractor may reject the PA request on the grounds of being submitted to the wrong approver (e.g., a request otherwise able to be addressed by a managed care plan). The Contractor may suspend the request if more information is needed to issue an approval or a denial. The Contractor may authorize a service in an amount, duration or scope that is less than requested; this is considered a “modification” or a “partial denial.”

The Contractor shall notify the requesting provider, and give the member written notice, of any decision considered a denial taken by the Contractor, including, but not limited to any decision by the Contractor (i) to deny a service authorization request, or (ii) to authorize a service in an amount, duration or scope that is less than requested. The notice must include:
· The adverse benefit determination the Contractor has taken or intends to take;
· The reasons for the adverse benefit determination, including the criteria used for the denial per the hierarchy for PA decision making included in Section 1.1 above;
· The member’s or the provider’s right to file an appeal and the procedure for requesting such an appeal;
· The procedure to request an external appeal procedure (External Review by Independent Review Organization) following exhaustion of the Contractor appeals process; 
· The procedure to request a State fair hearing following exhaustion of the Contractor appeals process; 
· The circumstances under which expedited resolution is available and how to request it; and
· The member’s right to have benefits continue pending resolution of the appeal, how to request continued benefits and the circumstances under which the member may be required to pay the costs of these services

1.2.3 Pre-Appeal Options for PA Request Initial Decision Review

If the Contractor issues a denial or modification in response to a request for PA, the member or their representative has sixty (60) calendar days to file an appeal from the date the member or their representative receives notice of the PA initial denial or modification, inclusive of administrative review and peer-to-peer review steps.

Prior to filing a written appeal, after receiving notice of the PA initial denial or modification, a member or their representative may request an administrative review of the Contractor’s PA initial decision. Additional information not yet submitted as part of the PA request may be included in a request for administrative review. An administrative review request must be initiated within seven (7) working days of the receipt of modification or denial by the provider who submitted the prior authorization request. The Contractor must render a review decision within seven (7) working days of request. The time limit for issuance of a decision does not commence until the provider submits a complete request, including all necessary documentation required by the Contractor to render a decision.

The Contractor shall maintain a process for providers to request a peer-to-peer review. Peer-to-peer reviews shall be available for a minimum of seven (7) business days after a service authorization notification letter conveying the PA initial decision is received. If the member or their representative initially requests an administrative review, peer-to-peer reviews shall be available for an additional minimum of seven (7) business days from the date the member receives notice that the Contractor rendered an administrative review decision. The Contractor shall not reject a peer-to-peer review request because a service authorization denial was an administrative denial rather than a medical necessity denial. 

1.2.4 Appeals, State Fair Hearings, and IRO

The Contractor shall acknowledge receipt of each standard appeal within three (3) business days.  The Contractor shall make a decision on standard, non-expedited, appeals within thirty (30) calendar days of receipt of the appeal. This timeframe may be extended up to fourteen (14) calendar days.  If the timeframe is extended, for any extension not requested by the member, the Contractor shall give the member written notice of the reason for the delay.

The Contractor shall maintain an expedited review process for appeals when the Contractor or the member’s provider determines that pursuing the standard appeals process could seriously jeopardize the member’s life or health or ability to attain, maintain or regain maximum function. The Contractor shall dispose of expedited appeals within forty-eight (48) hours after the Contractor receives notice of the appeal. 

If the Contractor denies the request for an expedited resolution of a member’s appeal, the Contractor shall transfer the appeal to the standard thirty (30) calendar day timeframe and give the member written notice of the denial within two (2) days of the expedited appeal request. The Contractor shall also make a reasonable attempt to give the member prompt oral notice, including a phone call to the member.

Written notice of appeal disposition shall be provided to the member. Notice shall be provided within five (5) business days of resolution. For notice of an expedited resolution, the Contractor shall also make reasonable efforts, including a phone call to the member, to provide oral notice. The written notice of the resolution must include the results of the resolution and the date it was completed.  For appeals not resolved wholly in favor of the member, the written notice shall include the right to request a State fair hearing and the external review appeal procedure conducted by an Independent Review Organization (IRO), including the procedures to do so and the right to request to receive benefits while the hearing is pending, including instructions on how to make the request. This shall also include notice that the member may be held liable for the cost of those benefits if the State hearing upholds the Contractor’s action.

The State maintains a fair hearing process which allows members the opportunity to appeal the Contractor’s decisions to the State.  Appeal procedures for applicants and recipients of Medicaid are found at 405 IAC 1.1.  A member may also seek external review by an IRO, and such process may run concurrently with a State fair hearing.  An external review does not inhibit or replace the member’s right to appeal a Contractor decision to a State fair hearing.  In either case, members must first exhaust the Contractor’s appeals process.  The member may request a State fair hearing within thirty three (33) calendar days from the later of the effective date of the action being appealed, or the date of the notice of action.  Alternatively, a State fair hearing may be requested within thirty three (33) calendar days from the date of an IRO decision.

Within one hundred and twenty (120) calendar days from the date of the Contractor’s decision in response to the written appeal, a member, or a member’s representative may file a written request for a review of the Contractor’s decision by an IRO. The IRO shall render a decision to uphold or reverse the Contractor’s decision within seventy-two (72) hours for an expedited appeal, or fifteen (15) business days for a standard appeal.  IRO costs are reimbursable at cost by the State, but IRO activities must be coordinated by the Contractor.

1.2.5 Agency and Judicial Review

Any party who is not satisfied with the decision of the administrative law judge in the State fair hearing may request agency review of the decision within ten (10) days of receipt thereof in accordance with instructions issued with the decision.

If the member or their representative is not satisfied with the final action after agency review, they may file a petition for judicial review in accordance with IC 4-21.5-5. Except as otherwise provided, a petition for review is timely only if it is filed within thirty (30) days after the date that notice of the agency review disposition is received by the member or their representative.

1.3 PA System Support
The Contractor is responsible for providing hardware, software, and communications links for Contractor staff to meet the requirements set forth herein.

The selected Contractor will be required to use the capabilities and functionality present in MMIS.

These MMIS capabilities and functionalities include the following:
· Maintains all PA requests on-line (the system stores all PA requests regardless of their current status, e.g., under evaluation, approved, denied)
· Decrements PA units during claims processing
· Maintains an authorization history for all recipients with a PA on file
· Links PAs to relevant claims history against the approved PA
· Maintains all PA administrative review information on-line
· Produces a variety of daily, monthly, and quarterly reports for use by PA and State staff; reports provide information used to evaluate and improve the PA process and monitor the timeliness of PA processing
· Produces approval, denial, and other status notifications sent to providers and members
· Provides an audit trail of changes to the PA file
· System supports authorization of dollars, units, and period of time

1.4 [bookmark: _Hlk525058909][bookmark: _Hlk97701370]Contractor PA Responsibilities and Performance Standards
This subsection presents the performance standards for the prior authorization business function. The Contractor shall be responsible for meeting these standards and shall be subject to non-compliance remedies as listed in Section 7 if they are not met.
1. Receive PA requests and approve, modify, suspend, reject or deny the requests as appropriate by implementing mechanisms to ensure consistent application of review criteria (including evidence-based criteria) for authorization decisions; and consulting with the requesting provider when appropriate.
2. Review and approve hospice authorization requests for FFS Medicaid in accordance with State instructions and process the required paperwork, assuring the proper completion and that appropriate signatures are present when required.
3. [bookmark: _Hlk97279047]Provide adequate professional medical staff and behavioral health professionals for staffing and managing the PA function, including medically knowledgeable PA analysts for processing requests and availability of Indiana licensed medical professionals to provide consultative services regarding all Medicaid-covered service types. The Contractor shall submit to the State a list identifying the individuals responsible for performing PA activities and the types of services for which each individual is responsible 45 days prior to implementation. The Contractor shall submit a quarterly report to FSSA detailing how often and for what number and type of PA requests licensed medical professionals were used in determining whether to approve, modify or deny a request. See Section 6 for reporting details.
4. Research, analyze, and evaluate all PA requests to ensure all medical facts, including evidence-based criteria, have been considered prior to rendering a decision to approve or deny the request. Ensure PA staff utilizes their State-approved proprietary well-defined processes and procedures for research and analysis of PA requests. PA request research processes and procedures must account for current medical trends and annual PA requests. 
5. Unless a shorter timeframe is required under State or federal law, correctly disposition (i.e., approve, modify, suspend, designate as pending, reject, deny, or determine that prior authorization is not required) prior authorization requests within seven (7) calendar days of receipt. Specifically, the request must be entered into MMIS within two (2) business days, then adjudicated within no more than an additional three (3) business days, not to exceed seven (7) calendar days in total). The Contractor must develop and submit a quarterly report to verify how this standard is being met, as described in Section 6. For situations in which a provider indicates, or the Contractor determines, that following the standard timeframe could seriously jeopardize the member’s life or health or ability to attain, maintain or regain maximum function, the Contractor shall make an expedited authorization decision and provide notice as expeditiously as the member’s health condition requires and no later than seventy-two (72) hours after receipt of the request for service. The Contractor may extend the seventy-two (72) hours by up to fourteen (14) calendar days if the member requests an extension or the Contractor justifies a need for additional information and how the extension is in the best interest of the member.  The Contractor will be required to provide its justification to FSSA upon request.
6. Ensure that suspended PAs are denied when requested follow-up documentation is not provided within 30 days.
7. Ensure that non-covered services are denied except as otherwise legally required, such as EPSDT.
8. Review, verify, and deliver to the State, within thirty (30) calendar days of the following quarter, reports summarizing the Contractor's PA activities performed for the preceding quarter. The reports shall delineate the method of request, types of services, and the number of services being requested by provider type, and whether each request was approved or denied. Reports should also analyze services for which greater than 95% of PA requests are immediately approved. Sample reports are included in the Prior Authorization Reporting Templates in Attachment J. The Contractor must, at a minimum, provide reports with the same information as described in Section 6 of this Exhibit.
9. Maintain a sufficient number of toll-free (for Indiana and contiguous states) phone lines and qualified personnel to staff the phone lines so that:
· For any calendar month, at least ninety-seven percent (97%) of all phone calls to the Helpline must reach the call center menu within thirty (30) seconds or the prevailing benchmark established by the NCQA.
· For any calendar month, at least eighty-five percent (85%) of all phone calls to an approved automated Helpline must be answered by a Helpline representative within thirty (30) seconds after the call has been routed through the call center menu.  Answered means that the call is picked up by a qualified Helpline staff person.
· For any calendar month, at least ninety-five percent (95%) of all phone calls to an approved automated Helpline must be answered by a Helpline representative within sixty (60) seconds after the call has been routed through the call center menu. Answered means that the call is picked up by a qualified Helpline staff person. 
· If Contractor does not maintain an approved automated call distribution system then, for any calendar month, at least ninety-five percent (95%) of all phone calls to the Helpline must be answered within thirty (30) seconds.  
· For any calendar month, the busy rate associated with the Helpline shall not exceed zero percent (0%).
· Hold time shall not exceed one (1) minute in any instance, or thirty (30) seconds, on average.
· For any calendar month, the lost call (abandonment) rate associated with the Helpline shall not exceed five percent (5%).  
· Contractor must maintain an answering machine, voice mail system, or answering service to receive calls to the Helpline that take place after regular business hours.  For any calendar month, one hundred percent (100%) of all after hours calls received must be returned or attempted to be returned within one (1) business day.  
· Contractor’s Helpline at all times must be properly equipped to accept calls including, without limitation, calls from members with limited English proficiency and calls from members who are deaf, hearing impaired or have other special needs.  
· For any calendar month, eighty-five percent (85%) of all calls to the Helpline must be resolved during the initial call.  
· Contractor must make pertinent information available to members and providers through an Internet website in an FSSA-approved format in accordance with the terms of the Contract. The website must be available for access by members no less than twenty three and one-half (23.5) hours per day, on average.
10. Staff PA phone lines from 8:00 a.m. to 5:00 p.m. Eastern Time Monday through Friday (excluding holidays: New Year's Day, Martin Luther King Day, Memorial Day, Independence Day, Labor Day, Thanksgiving Day, Day after Thanksgiving, Christmas Day, and Christmas Eve or the day after Christmas to match the State Christmas Holiday Schedule).
11. Provide sufficient fax access dedicated to receipt of PA requests, with sufficient memory or buffers to handle multiple incoming transmissions.
12. Produce monthly reports of PA phone and fax access, incomplete calls, and abandoned calls. Report must show metrics for all performance metrics listed in this Section. Furnish these reports to the State within ten (10) days of the end of the month. See Section 6 for reporting details.
13. Conduct annual traffic studies of incoming calls to determine need to adjust staffing levels for PA function. See Section 6 for reporting details.
14. Interface with providers on a regular basis to refine procedures for submission of PA requests to ensure that internal policies agree with changing practices in the provider community. Provide necessary staff to attend meetings (provider association meetings, etc.) at the request of the State. The State must approve of any work performed by the Contractor to educate outside groups or associations.
15. Research and prepare appropriate, timely, accurate, and thorough responses to inquiries received from the State or providers. Inquiries from government officials require a written response within two (2) business days of receipt. All other inquiries shall be responded to within five (5) business days of receipt.
16. Design PA forms or attachments as needed or define revisions to existing forms if changes are needed. All forms are subject to FSSA approval.
17. Purge old PA records according to State-specified record retention policy and maintain electronic record destruction in accordance with State policy 
18. Prepare annual work plan for PA functions when necessitated by failure to meet the State standards as set forth in this Section or if directed to do so by FSSA, and update the work plan quarterly. The work plan shall include PA improvement projects that will be performed, anticipated schedules, and resources for the projects. Upon completing each quarterly review, the Contractor shall provide the State with a report of progress made to date on the projects. The quarterly report shall be delivered to FSSA for review, and FSSA's input shall be incorporated.
19. On a semi-annual basis, covering the period from January through June and July through December, the Contractor shall provide a trending analysis to the State to evaluate authorized services, the number of services denied or modified, the number of appeal requests by PA category, and the outcome of the appeals (e.g., PA decision sustained or overturned). A services denial or modification must be reported for either administrative or medical necessity. The Contractor shall provide a draft analysis format for review and approval by the State. The State reserves the right to make changes to the analysis. Upon completion of the qualitative and quantitative analysis, the Contractor shall provide recommendations to the State for suggested policy changes. The report shall be delivered within thirty (30) calendar days after the end of the six-month period. See Section 6 for reporting details.
20. On a semi-annual basis, covering the period from January through June and July through December, initiate a review of administrative reviews, hearings, and appeals from the previous period to determine if providers are submitting sufficient information for making appropriate PA decisions. The analysis shall include evaluating administrative reviews to determine how many result in a reversal, denial, or modification. The Contractor shall provide a draft analysis format for review and approval by the State. The State reserves the right to make changes to the analysis. Upon review completion, findings will be provided to the State that includes potential policy change recommendations to correct problems. See Section 6 for reporting details.
21. Implement a quality assurance process and establish procedures to periodically sample and review dispositioned PA requests to determine if PA policies and procedures are being followed.
22. Conduct quarterly quality assurance reviews to ensure appropriateness of Medicaid PA analyst decisions. As part of quality assurance process, conduct a peer review of PA staff to ensure consistency among PA staff's decision-making process. Provide the results of these reviews to the State within thirty (30) calendar days after the end of the quarter. See Section 6 for reporting details.
23. Provide staff to represent the State through written and personal testimony as well as research and documentation in PA appeal matters, grievances, and court cases. Such representation may include a requirement to travel to the physical location of the hearing, which may take place in any county in the State.
24. Represent the State in State fair hearings, which includes attending appeals hearings on behalf of the State. The Contractor must provide notice to the State of pending cases at least 5 business days in advance of the scheduled date of hearing.
25. Participate in periodic reviews of PA criteria against current practices to ensure appropriateness of PA decisions and to aid in the determination of whether or not changes to policy are required. Include representatives from the Medical Policy Contractor and/or managed care contractors in the review discussions as appropriate.
26. Analyze and report any inconsistencies found between relevant sources, including but not limited to State law, published State policy, and national clinical care guidelines.
27. Maintain and update applicable provider reference modules on PA criteria requirements, in conjunction with the State.
28. [bookmark: _Hlk97277875]On a biannual basis, assess all prior authorization requirements and make suggestions to OMPP as to what should or should not require prior authorization based on the Contractor’s research around current medical trends, other state Medicaid requirements, CMS or commercial insurance practices, and other relevant sources.
29. Refer instances of suspected fraud/abuse to the FSSA OMPP Program Integrity Section and the Office of the Inspector General.  Assist all relevant entities with investigations and records searches.  Provide training and expertise when required.
30. Meet quarterly, or as requested by FSSA, with FSSA contractors and OMPP Coverage and Benefits units to ensure coordination.  Coordinate with the State's UM Manager at least monthly or as determined to be necessary.
31. Prepare text for notices issued to the requesting provider and the member of any decision to deny a service authorization request, or to authorize a service in an amount, duration or scope that is less than requested. The notice must comply with due process and meet the requirements of 42 CFR 431.210. 
32. Coordinate business efforts and processes at State’s direction with other State contractors including but not limited to:  NEMT broker, EDW, MMIS, fiscal agent and MCEs.
33. On an annual basis, submit for State approval specific, evidence-based quality improvement and policy feedback to improve the prior approval and utilization management processes and functions.  
34. Survey providers (through agreement between the State and Contractor) about the services provided by the Contractor. The Contractor shall utilize these surveys to identify deficiencies and improve processes. The Contractor shall submit an annual report of the results of these surveys to FSSA. See Section 6 for reporting details. 

1.5 PA Coordination Activities
The Contractor is responsible for the following PA coordination activities:
1. Develop and maintain coordination methods to provide PA information to FSSA contractors as necessary to support the Medicaid program.
2. Coordinate and establish protocols for call transfers and forwarding of PA requests to necessary outside personnel.
3. Work with the Fiscal Agent Contractor to resolve claims issues regarding PA.
4. Coordinate activities with FSSA waiver divisions and the OMPP Coverage and Benefits unit to develop standards regarding PA assignment. Make recommendations for policies and procedures, and identify gaps and discrepancies with current standards of care. Include standards cited to document decision appropriateness.
5. Provide feedback to FSSA contractors as necessary regarding PA issues.
6. Review bulletin or banner materials related to PA, at the request of the State.  Currently, The Contractor may be asked to provide feedback before a Bulletin or Banner is published, but they do not create those items on their own.
	
1.6 PA Implementation
The Contractor will be required to assume responsibility for prior authorization services from the current contractor during a transition phase. The transition phase will begin following approval of the contract with the Contractor. The Contractor must work with the State’s MMIS contractor to develop the necessary understanding of the systems relevant to the prior authorization and utilization management functions. The State will actively monitor transition activities during the transition phase of the contract. Monitoring activities will focus on progress made against the Contractor's work plan, quality of deliverables submitted, interoperability with MMIS and other technology systems, and assessing the readiness of the Contractor to begin PA operations. The readiness review must be completed no later than June 1, 2023. The transition phase must be completed no later than June 30, 2023. The operations start date is July 1, 2023. 

The Contractor shall prepare and execute an end-of-contract transition plan 120 calendar days prior to the end of the contract term (or on a schedule as may be approved by the State), for the transition phase to another contractor.

Any system the Contractor implements must be interoperable with MMIS, the State’s Enterprise Data Warehouse (EDW), and other State business partners (e.g., NEMT). At any time during the contract, the State may request the Contractor to participate in a recertification process to test PA and UM systems changes resulting from changes to MMIS. The Contractor must ensure that systems changes are MITA 3.0 compliant and follow the MECT 2.3 certification toolkit (or the most updated version required by the Centers for Medicare & Medicaid Services), as well as the State’s established enterprise change management process. Payment for work performed in this regard will be at the rate established in the contract. Costs for routine updates and maintenance for the Contractor's systems must be included in the Contractor’s regular fees and cannot be billed at this hourly rate.

1.7 State Functions
The State will be primarily responsible for performing the following functions, in collaboration with the PA/UM Contractor as requested:
1. Review and approve all PA Provider Healthcare Portal messages and the content of notification letters.
2. Approve the format of all PA request forms and related material.
3. Specify PA record purge criteria.
4. Work with the PA/UM Contractor to confirm content, format, and expectations for reports prepared by the Contractor.
5. Specify and approve the types of services that may be requested by Provider Healthcare Portal, phone, fax, or in writing.
6. Conduct ongoing monitoring to ensure that PA decisions are correct and appropriate. Monitoring will include audits of PA accuracy which will be conducted at least annually, covering any or all types of services that require PA. The audit shall include a sufficient number of PA claims to be representative of overall accuracy, as determined by FSSA. Results of the audits performed over each annual period shall determine whether withheld funds tied to PA accuracy are released or retained by the State.
7. Approve Contractor policy and procedure research, development, and evaluation, factoring in evidence-based criteria.   
8. Provide rule promulgation for new rules.
9. Provide any changes to the current State Medicaid policy to the Contractor at least 30 days prior to the policy effective date.
10. Make decisions regarding requests for high cost, complex pharmaceuticals and direct PA/UM Contractor in creation of PA. 

1.8 [bookmark: _Hlk525058944]Additional Utilization Management Functions
The Contractor shall ensure the utilization review policies and procedures include procedures to proactively identify potential cases of fraud, waste, and abuse, including notification to FSSA about potential cases. The Contractor shall collect, assess and monitor relevant data to determine such mis-utilization. The Contractor shall also include the identification of fraud, waste, and abuse in staff training. The Contractor shall continuously analyze activities conducted under the contract and recommend utilization management program improvements. 

1.8.1	Concurrent Reviews for Elective Inpatient Admissions.  
In addition to providing prior authorization for elective inpatient admissions, the Contractor shall provide concurrent reviews when applicable. Concurrent reviews for elective inpatient admissions should be applied only to non-DRG based services such as rehabilitation and behavioral health, including PRTF, and must be performed on a schedule as directed by the State.

Services include determination of medical necessity of the admission or procedure, diagnosis validation, and determination of whether all medically necessary services were rendered. Evaluators should review medical record and supporting documentation pertaining to an admission or procedure and may request additional information from providers as necessary to clarify the medical record.
· Rehabilitation — Rehabilitation review seeks to ensure treatment is performed in the most cost-effective setting and is administered by qualified professionals. Review will be performed to evaluate whether the recipient's length of stay is appropriate and to ensure timely discharge. The Contractor will make such determinations based on an on-site or telephone interview with the treating physician, or other health care provider, as well as interviews with the recipient when appropriate. If the Contractor determines the recipient's stay in the facility is no longer appropriate, the recipient, admitting physician and facility must be notified immediately.
· Behavioral Health — Reviews are performed for individuals who have been admitted to an acute care facility for a psychiatric inpatient hospitalization for the treatment of mental illness or substance use disorder. Special attention will be given to review for cases in which the Contractor or FSSA has become aware that there may be no readily apparent medical necessity for hospitalization or a recipient has been admitted to a hospital as an inpatient for more than seven (7) days.

In addition to conducting concurrent reviews, the Contractor shall provide quarterly review reports showing the quantities and results of elective inpatient admissions reviews. The report must include the number of PA denials attributed to administrative reasons and the number of PA denials attributed to medical necessity.  The Contractor shall provide a draft reporting format for review and approval by the State. The State reserves the right to make changes to the report.

1.8.2	Traumatic Brain Injury Services.
Included in the prior authorization services for TBI, the Contractor shall provide staff with expertise in TBI services and perform the following functions for the out-of-state FFS Traumatic Brain Injury (TBI) population. Activities shall include but not be limited to:
1. Providing initial approval of institutional placement for individuals with TBI;
2. Providing monthly review of TBI activities and approval in the State's TBI database;
3. Tracking patient information in the State's TBI database;
4. Coordinating services with institutions for placement of individuals with TBI;
5. Determine clinical scoring of domains based on documentation submitted by providers;  
6. Assisting transition planning with monthly case reviews of members receiving out-of-state TBI services;
7. Reviewing and analyzing documentation and data for TBI patients to identify any trends of patterns present, as well as to help identify any opportunities for providing care management at an earlier stage in the TBI diagnosis.
8. Providing monthly management reports regarding the TBI population, in a form and manner approved by Office. These reports shall include discharge information, and must break out from other discharges a) discharges due to patient death and b) discharges due to transfer to another out-of-state facility.
9. Maintaining case records of members receiving out-of-state TBI services. Contractor shall provide FSSA access to case records upon request.
10. Continuously evaluating in-State options for providing TBI services.
11. Reviewing members’ clinical information and coordinating with providers as necessary to ensure the needs of the member are not able to be met in Indiana facilities.

1.8.3 Peer Review Studies.  
The Contractor shall carry out a proper peer review investigation and review as may be requested when FSSA or the Contractor have identified, by data analysis or other means, practice patterns suggesting the need for examination or a possible violation by a health care practitioner of State or Federal obligations (this includes but is not limited to Code of Federal Regulations, Indiana Code, Indiana Administrative Code, FSSA policy, etc.). Following FSSA's submission of a written request to the Contractor for a peer review, the Contractor shall conduct a peer review in accordance with procedures developed by the Contractor and approved by FSSA. When directed by OMPP, the Contractor will request a peer review from an independent review organization. The State reserves the right to require the Contractor to make referrals to multiple IROs. The Contractor shall provide a list of IROs in use at the State’s request. 


1.8.4 Focused Studies.  
The Contractor shall assist FSSA, on request, in promoting efficient use of quality health care services at the least cost through intensive studies of data and practice patterns and through reporting the results of such studies with recommendations for improving the health care delivery system.

The Contractor shall establish procedures to conduct intensive studies of data and practice patterns through the following:
· Collecting and analyzing Medicaid service utilization data from various sources as approved by FSSA, including review results data. Evaluating the efficiency of health care delivery, appropriate use of services, and opportunities to improve quality of care for Indiana Medicaid beneficiaries.
· Proposing, designing, and implementing focused studies related to programs, beneficiaries, providers, services, and other topics related to Medicaid.
· Identifying opportunities for improving efficiencies and providing recommendations and strategies for improving the delivery of health care.

The Contractor shall propose and implement focused studies on an annual basis to identify opportunities for improving efficiencies and provide FSSA with recommendations and strategies for improving the delivery of health care.

The Contractor shall develop and maintain procedures and processes for providing education to providers who demonstrate aberrant practice patterns or have quality of care issues.

2 Right Choices Program (RCP)

The Right Choices Program (RCP) is Indiana’s Restricted Card Program. The purpose of the RCP is to identify members whose pattern of resource utilization indicates a need for more care coordination and appropriate restrictions to meet their health goals. The program, set forth in 405 IAC 1-1-2(c) and 405 IAC 5-6, is designed to monitor member utilization, and when appropriate, implement restrictions for those who would benefit from increased care coordination. Program policies, set forth by the FSSA for the RCP, are delineated in the Right Choices Program Policy Module. The Contractor shall comply with the program policies set forth in the Right Choices Program Policy Module. 

The Contractor shall be responsible for RCP duties for FFS Medicaid members in RCP, as outlined in the Right Choices Program Policy Module, including, but not limited to, the following:
· Evaluate claims, medical information, referrals and data to identify members to be enrolled in the RCP. Before enrolling a member in the RCP, the Contractor shall ensure a physician, pharmacist or nurse confirms the appropriateness of the enrollment;
· Enroll members in the RCP;
· Provide written notification of RCP status to such members and their assigned primary physicians, pharmacies and/or hospitals,
· Intervene in the care provided to RCP members by providing, at minimum, enhanced education or care coordination with the goal of modifying member behavior;
· Provide appropriate customer service to providers and members;
· Evaluate and monitor the member’s compliance with his or her treatment plan to determine if the RCP restrictions should terminate or continue.
· Notify FSSA of members that are being reported to the FSSA Bureau of Investigation for suspected or alleged fraudulent activities; 
· Provide reports about RCP to FSSA upon request;
· Cooperate with FSSA in evaluation activities of the program by providing data and/or feedback when requested by FSSA;
· Meet with FSSA about RCP program implementation as requested by FSSA; and
· Maintain, update with FSSA approval as appropriate, and implement internal policies and procedures regarding the Contractor’s RCP program administration.

The State’s Pharmacy Benefits Manager administers the pharmacy benefit for nonphysician administered drugs, including conducting prior authorization and paying pharmacy claims. The Contractor shall receive the PBM's data and/or analysis about the Traditional FFS Medicaid population's utilization and apply the Indiana Scheduled Prescription Electronic Collection and Tracking program (INSPECT; see https://www.in.gov/pla/2943.htm) to evaluate members’ appropriateness for the Right Choices Program. The Contractor shall coordinate with the PBM as necessary to identify the appropriate PMP, hospital, and pharmacy to which a member should be enrolled in the Right Choices Program. The Contractor shall follow the necessary steps for members identified by the PBM as appropriate for RCP.

FSSA shall monitor the Contractor’s compliance with the RCP duties set forth in this Section.

2.1 RCP Care Coordination Services
The Contractor shall provide care coordination for an approximate 50 FFS members in RCP as approved by the State. The Contractor is required to monitor and document whether RCP restrictions should continue.

Care coordination services include direct consumer contacts to assist members with scheduling, location of specialists and specialty services, transportation needs, general preventive (e.g., mammography) and disease specific reminders, pharmacy refill reminders, tobacco cessation, and education regarding use of primary care and emergency services.

The Contractor shall engage the member's PMP in care coordination through ongoing, direct interaction between the PMP and the RCP team. The Contractor's RCP staff will coordinate care with any other care managers already assigned to a member by another entity (e.g., Community Mental Health Center (CMHC), county, provider or a treatment facility). The Contractor shall work with the member and other entity to determine where and how the member should receive care coordination or case management services. For example, the Contractor shall work with the member and/or the member's PMP to decide whether a member shall receive care coordination and case management services from the Contractor, from a CMHC, or both. In all cases, the entity and Contractor should work closely together to ensure the member receives appropriate services that are not duplicated.

Care coordination codes may be used by PMPs to be reimbursed for their time at these care conferences. Services shall be billed using HCPCS 99211 SC – “office or other outpatient visit for the evaluation and management of an established patient.” PMPs are reimbursed for each encounter. PMP participation in care conferences shall be billed to the State's fiscal agent.

3 Additional Services

3.1 Unique Cases   
The Contractor shall make recommendations and shall manage and develop authorizations for Single Case Agreements and Special Case Considerations.  Single Case Agreements are arrangements for services, typically from providers outside of the State of Indiana. Special Case Considerations are requests for products or services not otherwise covered under Indiana Medicaid but for which exceptions may be granted.  All requests for EPSDT services for eligible members must be reviewed for medical necessity when such services are not otherwise covered under the State Plan, and such instances are regarded as Special Case Considerations.  The Contractor is specifically responsible for care coordination, including arranging for product acquisition, medical services, transportation, and follow-up care as may be applicable to any case covered under this clause.  All requests covered under this clause must be reviewed by a OMPP Medical Director. The State is responsible for approving, as well as negotiation of reimbursement.

4 Contractor's Administrative Requirements

4.1 Contractor Requirements
Services provided by the Contractor must be performed in accordance with applicable State and Federal statutes, regulations and policies. Services requiring PA that the Contractor is expected to process are listed in IHCP's Covered Services and Limitations Rule, 405 IAC 5 and the IHCP Provider reference materials found on www.indianamedicaid.com. 

The Contractor must be NCQA UM or URAC Health UM accredited within one year of operation. The State prefers the Contractor be NCQA UM accredited, but URAC Health UM accreditation is acceptable. 

The Contractor may recommend a source for clinical standards of care determination, subject to the approval of the State. The Contractor must default to external clinical standards only when specific and relevant IHCP policy does not exist.  

Any costs for accreditation or to access external clinical standards of care shall be borne by the Contractor. 

4.2 Administrative Structure
The Contractor must maintain an administrative and organizational structure that supports effective and efficient PA/UM functions. The Prior Authorization/Utilization Management Account Executive and support team will be physically located in Indiana to perform the majority of their daily duties and responsibilities, and in which a major portion of the Contractor's operations take place.

The Contractor must manage the functional linkage of major operational areas:
· Administrative and fiscal management
· Information technology to support prior authorization functions

The Contractor must also have policies and procedures in place that support each of these operational areas that integrate financial and performance data and that comply with all applicable Federal and State requirements.

The Contractor must have processes and procedures to monitor staff decisions and evaluate inter-rater reliability.  

4.3 Staffing
The Contractor must have in place sufficient administrative and clinical staff and organizational components to comply with all requirements and standards. The Contractor must maintain a high level of contract performance regardless of staff vacancies or turnover. The Contractor must have an effective method to address and minimize staff turnover (e.g., cross training, use of temporary staff or consultants, etc.) as well as processes to solicit staff feedback to improve the work environment.

[bookmark: _GoBack]The Contractor must maintain descriptions for the positions discussed in this Section that include the responsibilities and qualifications of the position such as, but not limited to: education (e.g., high school, college degree and graduate degree), professional credentials (e.g., licensure or certifications), work experience and membership in professional or community associations. The Contractor’s staff must have clinical expertise in the following areas: Advanced Imaging, Audiology, Chiropractic, Dental, DME, Home Health, Hospice, Inpatient, Mental Health (including Psychiatry), MRO, Occupational Therapy, Optometry, Outpatient, Pharmacy, Physical Therapy, Physician, Podiatry, Rehabilitation, Speech Therapy, Transplant, and Transportation.

All prior authorization decisions must be made by licensed clinicians. Non-physician clinicians, such as a nurse utilization reviewer, may conduct PA reviews.  A non-physician clinician may issue a denial of a service authorization request or authorize a service in an amount, duration or scope that is less than requested only if that request is denied or altered for administrative reasons.  Any initial reviews of medical necessity that do not meet medical necessity criteria upon initial review by a nurse utilization reviewer must be escalated for review to a physician.  Any denial or authorization of a service in an amount, duration or scope less than requested for reasons of medical necessity must be approved by a physician. 

4.3.1	Key Staff.  
The term "Key Staff," for purposes of this Contract, means Contractor personnel deemed by the State as being both instrumental and essential to the Contractor’s satisfactory performance of all requirements contained in this Contract. Key staff must be accessible to FSSA and its other program subcontractors via telephone and e-mail systems. FSSA reserves the right to make final approval decisions on candidates who will fill key staff positions. The Contractor shall notify the State of any key staff resignations, dismissals, or personnel turnover. 

The Contractor must provide at least one FTE to the Prior Authorization/Utilization Management Manager function. Key staff allocation may be different during program roll-out and ramp-up periods than during normal contract operations.

Prior Authorization/Utilization Management Manager (Dedicated) 
This individual will be responsible for the coordination and achievement of the prior authorization and utilization management business functions and objectives. This individual must be a licensed Registered Nurse (RN), Doctor of Medicine, or Doctor of Osteopathy, unless otherwise approved by the State. The PA/UM Manager will also be responsible for:
· Setting PA/UM goals and fulfilling the goals each year
· Participating in as well as leading discussions with FSSA
· Interfacing with providers to refine procedures for PA submissions
· Assisting in the development and maintenance of review criteria
· Developing and coordinating relevant PA/UM activities with the State
· Ensuring meeting attendance with the State
· Submitting reports on time
· Developing and maintaining job descriptions and hiring and training PA/UM staff

Medical Director 
The Medical Director must be a licensed Indiana Health Coverage Program (IHCP) provider board certified in family medicine, pediatrics, or internal medicine, unless approved in writing by the State. The Medical Director will oversee the appeals for PA service denials, and will work with the PA/UM manager to oversee utilization management services.

Information Technology (IT) Manager
This individual will oversee the Contractor's IT and serve as a liaison between the Contractor, the State, the State's fiscal agent and FSSA contractors, as needed, regarding data transmission interface and management issues. The IT Coordinator, in close coordination with other key staff, is responsible for ensuring all data transactions are in compliance with the terms of the Contractor's contract with the State. This individual will coordinate with the fiscal agent to access necessary data to manage the Contractor's responsibilities under the contract. For more information on the information technology program requirements, see Section 5 of this Exhibit.

[bookmark: _Hlk525061890]4.3.2 	Other Staff - Prior Authorization/Utilization Management Staff 
These are staff that perform services under the prior authorization and utilization management functions, as described in this Exhibit. All staff performing prior authorizations must be licensed to practice clinical medicine. The Contractor shall propose their staffing plans based on available data and previous experience. The Contractor shall provide a finalized staffing plan within 30 days of contract execution. 

4.3.3 	Staff Training
The Contractor is responsible for training their new staff and ensuring the staff is competent with all training materials. On an ongoing basis, the Contractor must ensure that each staff person, including subcontractors' staff if subcontractors are used, has appropriate and ongoing training (e.g., orientation, cultural sensitivity, program updates, clinical protocols, policies and procedures compliance, management information technology, applicable laws such as the False Claims Act, etc.), education and experience to fulfill the requirements of their position. The Contractor must maintain documentation to confirm its internal staff training, curricula, schedules and attendance, and must provide this information to FSSA and/or its monitoring contractor for initial approval, upon request, and during regular on-site visits. The Contractor must update their training materials as indicated by changes in policies or at the request of the State. 

4.3.4 	Vacancies of Key Staff
The Contractor shall seek and receive State approval before replacing any key staff position. All replacements for key staff shall have qualifications that meet or exceed those specified in this Contract. In the event that any of the key staff are, for whatever reason(s), no longer employed by the Contractor, the Contractor shall immediately notify the State accordingly. The Contractor shall provide the State with status update reports every 30 days on the progress of the replacement candidate recruiting process until a qualified candidate is hired. The Contractor shall have in place a qualified replacement, accepted by the State, within sixty (60) calendar days of the last day of employment of the departing key personnel.

Further, the Contractor must have in place an interim plan to cover the responsibilities created by the key staff member's vacancy. A general plan of action for departures of key staff must be created prior to Contract start date and approved by FSSA. This plan may be modified with FSSA approval at a later time. Further, the Contractor Must notify FSSA in writing within five business days after a candidate's acceptance to fill a key staff position or five business days prior to the candidate's start date, whichever occurs first.

Whenever any Key Staff information changes, the Contractor must submit to FSSA an updated organizational chart including e-mail addresses and phone numbers for key staff.

4.4 FSSA Meeting Requirements
The Contractor's executive leadership must meet with FSSA regularly on interval specified by FSSA, but at least quarterly, to review the Contractor's performance, discuss the Contractor's outstanding or commendable contributions, identify areas for improvement, and outline upcoming issues that may impact the Contractor or the State.

The Contractor must attend other meetings as requested by FSSA with reasonable notice, and shall cooperate with FSSA or its subcontractors in preparing for and participating in any such meetings. FSSA reserves the right to cancel any regularly scheduled meetings, change the meeting frequency or format or modify the schedule over the course of the Contract as it deems necessary.

5 Information Technology

The Contractor must have an Information Tech. System sufficient to support Indiana Health Coverage Programs' prior authorization requirements and interface with MMIS and other Enterprise Medicaid Systems modules as required. The Contractor must have a plan for creating, accessing, storing, and transmitting health information data in a manner that is compliant with HIPAA standards for electronic exchange, privacy and security requirements (45 CFR 162 and 164) and HITECH requirements (45 CFR 160, 162, and 164) and accompanying regulations. 

The Contractor's IT must support HIPAA Transaction and Code Set requirements for electronic health information data exchange, National Provider Identifier requirements, Privacy and Security Rule standards. The Contractor's plan for privacy and security shall include, but not be limited to:
· Administrative procedures and safeguards (45 CFR 164.308)
· Physical safeguards (45 CFR 164.310)
· Technical safeguards (45 CFR 164.312)

The State has robust and comprehensive security standards that permeate all levels of the organization. The Indiana Office of Technology (IOT) has been tasked with establishing and maintaining these security standards. The security standards include assessing security risks, developing and implementing effective security procedures, and monitoring the effectiveness of those procedures. The following link introduces the IOT Information Security Framework:  https://www.in.gov/iot/security/information-security-framework2/ 

The Contractor must maintain IT with capabilities to perform the data receipt, transmission, integration, management, assessment and system analysis tasks as may be required for the performance of this contract.

The Contractor must perform system penetration testing and other analyses under direction of the State (including appropriate frequency) to ensure system integrity. If any vulnerabilities or defects are identified, the Contractor must implement system modifications to cure them.

The Contractor must make certain data available to FSSA and, upon request, to CMS. The Contractor must collect data to recommend improvements to the prior authorization and utilization management services.  

The Contractor must comply with all Indiana Office of Technology (IOT) standards, policies and guidelines. Any hardware, software and services provided to or purchased by the State shall be compatible with the principles and goals contained in the electronic and information accessibility standards adopted under Section 508 of the Federal Rehabilitation Act of 1973 (29 USC 794d) and IC 4-13.1-3. Any deviation from these architecture requirements must be approved in writing by IOT in advance.

Please refer to the Indiana Office of Technology Standards at https://www.in.gov/iot/policies-procedures-and-standards/

The Contractor must ensure that all Information Technology is up to date and upgraded to the latest software.

The Contractor shall be responsible for all costs related to the facility where the work and any computing equipment is located. The Contractor shall ensure the facility provides sufficient security measures including, but not limited to leasehold improvement, utilities, security, telephone, Local Area Network (LAN), Virtual Private Network (VPN), office supplies, janitorial services, parking, storage and insurance.

Additionally, the Contractor shall: 
· Provide appropriate security access to rooms that contain servers
· Ensure adequate security of staff and equipment by providing electronic security identification badges and electronic badge readers at all points of entry to control access for all authorized Contractor employees and PA/UM staff
· Adhere to all relevant NIST standards for securing facilities maintained on behalf of the State (e.g., NIST 800-171 & NIST 800-53)


5.1 Disaster Recovery Plans
Information technology contingency planning shall be developed in accordance with 45 CFR 164.308. Contingency plans shall include: Data Backup plans, Disaster Recovery plans and Emergency Mode of Operation plans. Application and Data Criticality analysis and Testing and Revisions procedures must also be addressed. The Contractor must protect against hardware, software, and human error. The Contractor must maintain appropriate checkpoint and restart capabilities and other features necessary to ensure reliability and recovery, including telecommunications reliability, file back-ups, and disaster recovery. The Contractor must maintain full and complete back-up copies of data and software, and must back up and store its data in an off-site location approved by FSSA. The Contractor must maintain or otherwise arrange for an alternate site for its system operations in the event of a disaster. The Contractor must submit an Indiana-specific finalized Disaster Recovery plan shortly after the contract start date.

For purposes of this contract, "disaster" means an occurrence of any kind that adversely affects, in whole or in part, the error-free and continuous operation of the Contractor's or its subcontracting entities’ information technology or affects the performance, functionality, efficiency, accessibility, reliability, or security of the system. The Contractor must take the steps necessary to fully recover the data or system from the effects of a disaster and to reasonably minimize the recovery period. The State and the Contractor will jointly determine when unscheduled system downtime will be elevated to a "disaster" status. Disasters may include natural disasters, human error, computer virus, or malfunctioning hardware or electrical supply.

The Contractor's responsibilities include, but are not limited to:
· Supporting immediate restoration and recovery of lost or corrupted data or software.
· Establishing and maintaining, in an electronic format, a weekly back-up and a daily back-up that are adequate and secure for all computer software and operating programs; database tables; files; and system, operations, and user documentation.
· Demonstrating an ability to meet back-up requirements by submitting and maintaining a Data Backup and Disaster Recovery Plans that addresses:
· Checkpoint and restart capabilities and procedures
· Retention and storage of back-up files and software
· Hardware back-up for the servers
· Hardware back-up for data entry equipment
· Network back-up for telecommunications
· In the event of a catastrophic or natural disaster, resuming normal business functions at the earliest possible time, not to exceed 30 calendar days.
· In the event of other disasters caused by such things as criminal acts, human error, malfunctioning equipment or electrical supply, resuming normal business functioning at the earliest possible time, not to exceed 10 calendar days.
· Developing coordination methods for disaster recovery activities with FSSA its agents.
· Providing the State with business resumption documents, reviewed and updated at least annually, such as:
· Disaster Recovery Plans
· Business Continuity and Contingency Plans
· Facility Plans
· Other related documents as identified by the State
· Providing other related documents as identified by the State
· Test Disaster Recovery and Business Continuity and Contingency plans at least annually and provide documentation of testing results

5.2 Prior Authorization Data
The State will allow the Contractor access to its MMIS system on a real-time basis to submit prior authorization decisions to the Fiscal Agent Contractor. The Contractor will also be able to view historical prior authorization decisions via this system. The State requires the Contractor to receive prior authorization requests via Provider Healthcare Portal, mail, telephone, and fax for providers wishing to submit prior authorization requests to the Contractor.

The Contractor will be expected to interface with MMIS. The Contractor may pass through per user costs levied by the MMIS Contractor as approved by the State. No additional costs may be billed to the State for interfacing with or transitioning to MMIS.

The Contractor may be required to provide real-time or batch transfer of prior authorization data to the EDW in addition to the MMIS. No additional costs may be billed to the State for this transfer. The Contractor must validate or dispute information from the EDW to ensure the quality and accuracy of data.

6 Performance Reporting

The Contractor must comply with all performance reporting requirements and must submit the required data to FSSA completely and accurately within the required timeframes and in the formats identified by FSSA.

FSSA reserves the right to audit the Contractor's self-reported data and change reporting requirements with reasonable advance notice.  FSSA may require corrective actions for Contractor non-compliance with these and other subsequent reporting requirements and performance standards. FSSA may change the frequency of reports and may require additional reports with reasonable advance notice to the Contractor.

Certain reports may be run by FSSA or its other contractors, not the Contractor itself. However, the Contractor is responsible for providing the necessary data, technical assistance as requested, and coordinating with FSSA in the production of these reports.

6.1 Administrative and Financial Reports 
FSSA will create and update a Contractor Reporting Manual for each year of the Contract. The Contractor shall submit reports as specified in the instructions and templates set forth in the Contractor Reporting Manual.

6.1.1 	Prior Authorization Reports.  
A number of prior authorization reports are required as described in Section 1. FSSA has created sample reporting templates, which can be found in Attachment J, for the reports listed below. For these reports, the Contractor must produce, at a minimum, the information included in the corresponding sample reports:
· Prior Authorization Timeliness Standards (Annual & Quarterly)
· Prior Authorization Timeliness by PA Category
· Providers & PA Call Management
· Total Number of Members
· Hearings and Appeals
· Completed PA for Billing
· Audited Financial Statement (No Template)
· Quality Management and Improvement Program Work Plan
· Annual Quality Program Evaluation (No Template)
· Quality Improvement Projects
· Key Staff Vacancy Report
· Contractor Contact List
· 95% Approved PA by Procedure Code
· PA Accuracy Standards

[bookmark: _Hlk96879348]Additional required reports from Section 1 not included in the PA Reporting Template in Attachment J are listed below. For these reports, the Contractor must create their own reporting templates, which must be approved by FSSA:
· 1.1.  PA Requests from Non-IHCP Providers (Quarterly)
· 1.2.4.  Number of IRO requests, including relevant details and resulting decisions
· 1.3.5.  Number of PAs automatically approved because the Contractor did not meet an applicable timeliness standard
· 1.3.7.  PA approval of non-covered service (if applicable)
· 1.3.12.  Monthly PA phone and fax line reports, including total number and proportion of prior authorizations requested by telephone
· 1.3.13.  Annual traffic studies
· 1.3.18.  Annual workplan (when required)
· 1.3.19.  Semi-annual trending analysis, including the volume and percentage of prior authorization denials by type of service, segmented according to denial type (e.g., administrative or medical necessity)
· 1.3.22.  Quarterly quality assurance review reports
· 1.3.34.  Annual survey report

6.1.2 	Prior Authorization/Utilization Management Savings Reports.  
The Contractor shall provide cost-savings reports for PA and utilization management activities to FSSA on a monthly basis. Savings from PA should be calculated separately from savings created from utilization management services. Savings calculations methodologies shall be discussed with and approved by FSSA staff prior to completion of reports.

6.1.3 	Utilization Management Reports.  
The Contractor shall provide utilization management reports as follows:
· Monthly Elective Inpatient Admissions Review Reports
· TBI Monthly Management Reports
· Annual Focused Studies as requested by the State

6.1.4 	Right Choices Program Report.  
The Contractor shall provide a Right Choices Program report in the format and frequency specified by the State.

6.1.5 	Other Reporting. 
 FSSA reserves the right to require additional reports to address issues that are not anticipated at this time but are determined by FSSA to be necessary for program monitoring. FSSA may also require the Contractor to provide data and information as requested to complete the State's Annual Quality Assessment and Improvement Strategies Report to CMS.

6.2 Performance Monitoring and Incentives
On a quarterly basis, the Contractor shall submit a report to FSSA documenting the progress towards performance targets under the Contract, at a granular level, for that quarter, that year, and the agreement to date.

Data submitted by the Contractor and other data available to the State will be the primary sources of data the State uses in its monitoring efforts. FSSA will establish the data submission requirements and timeframes.

6.2.1 	Acceptance of Report.  
Each reporting period, the Contractor shall submit all reports electronically, in a format as directed by FSSA, and shall receive written verification that the report was received. If the report is late, FSSA shall note it in writing, and the Contractor shall be subject to the noncompliance remedies described in this Exhibit.

Upon receipt of each report, FSSA shall have a period of 30 calendar days to review the report's format and content. Within the 30-day window, FSSA may require the Contractor to modify the format or content of the report by submitting a notice in writing. If no requests are made within 30 days of FSSA's receipt of the report, the Contractor may assume the report was accepted as-is.

6.2.2 	Performance Withholds and Guaranteed Savings.  
Fees for prior authorization services will be subject to a monthly 10% performance withhold, to be paid to the Contractor on a quarterly basis for meeting the performance standards set forth in Section 1 of this Exhibit.  The State will determine within thirty (30) days of the date of invoice receipt, whether or not the Contractor has fully complied with the PA requirements and responsibilities appropriate for the months invoiced.  If the State determines all requirements were met the State will release the Monthly Withheld Amount for payment on a quarterly basis. The State reserves the right to waive prior authorization performance standards, at its sole discretion, in the event it finds extenuating circumstances and/or that the Contractor made appropriate effort to meet the performance standards in light of circumstances.

Fees for utilization management services will also be subject to a monthly 10% performance withhold, to be paid to Contractor on a quarterly basis for meeting the performance standards with the exception of other provisions within this Section. Contractor will be tasked with identifying, quantifying and verifying savings to the State. The 10% performance withhold will not be paid to the Contractor if the Contractor fails to identify, quantify and verify savings which are at least twice the Contractor's utilization management fees for the period under review. Methodologies for the identification, quantification and verification of the savings amounts must be approved by FSSA.  The State reserves the right to waive the utilization management performance standard, at its sole discretion, in the event it finds extenuating circumstances and/or that the Contractor made appropriate effort to meet the performance standard in light of circumstances.

7 Failure to Perform/Non-Compliance Remedies

7.1 Areas of Non-Compliance

7.1.1 	Non-compliance with General Contract Provisions.  
The objective of this requirement is to provide the State with an administrative procedure to address issues where the Contractor is not compliant with the contract. Through routine monitoring, the State may identify contract noncompliance issues. If this occurs, the State will notify the Contractor in writing of the nature of the nonperformance issue. The State will establish a reasonable period of time, but not more than 10 business days, during which the Contractor must provide a written response to the notification. If the Contractor does not correct the non-performance issue within the specified time, the State may enforce any of the remedies listed in this Section.

7.1.2 	Non-compliance with Reporting Requirements.  
If reports are not delivered complete, on time, and in the correct reporting formats, or submitted incorrectly, the Contractor will be subject to the noncompliance remedies described in this Exhibit.

If the Contractor's non-compliance with the reporting requirements impacts the State's ability to monitor Contractor performance and Contractor failure to perform causes the State to pursue other contractors or means of completing the requirements under this contract, the Contractor must pay any costs the State incurs to accomplish this task.

7.1.3	Non-compliance with PA Timeliness.  
The Contractor must provide timely prior authorization decisions as described in Section 1. If prior authorization decisions are not made timely, they are deemed approved by law.  The Contractor shall be responsible for reimbursing the State for the cost of services that are deemed approved due to the Contractor’s failure to meet timeliness standards. Further, the Contractor shall not be paid for processing the PA request since it failed to do so in a timely manner.  These requirements to reimburse the State or to not receive remuneration may be waived by the State at its sole discretion in the case of factors outside of the Contractor’s control.

7.2 Non-compliance Remedies
The State monitors certain quality and performance standards and holds the Contractor accountable for being in compliance with contract terms. FSSA accomplishes this by working collaboratively with the Contractor to maintain and improve prior authorization/utilization management procedures.

In the event that the Contractor fails to meet performance requirements or reporting standards set forth in the contract, the State will provide the Contractor with a written notice of non-compliance and may require any of the corrective actions or remedies discussed in Section 7.2.1 below. The State will provide written notice of non-compliance to the Contractor within 60 calendar days of the State's discovery of such non-compliance.

If FSSA elects not to exercise a corrective action clause contained anywhere in the contract in a particular instance, this decision must not be construed as a waiver of the State's right to pursue future assessment of that performance requirement and associated corrective actions.

7.2.1	Corrective Actions.  
FSSA may require corrective action(s) when the Contractor has failed to provide the requested services. The nature of the corrective action(s) will depend upon the nature, severity and duration of the deficiency and repeated nature of the non-compliance. The written notice of non-compliance corrective actions may be instituted in any sequence and include, but are not limited to, any of the following:
· Written Warning: 
FSSA may issue a written warning and solicit a response regarding the Contractor's corrective action.
· Formal Corrective Action Plan:
FSSA may require the Contractor to develop a formal corrective action plan to remedy the breach. The corrective action plan must be submitted under the signature of the Contractor's chief executive and must be approved by FSSA. If the corrective action plan is not acceptable, FSSA may provide suggestions and direction to bring the Contractor into compliance.
· Withholding Payments: 
FSSA may suspend payments for the following month or subsequent months when the State determines that the Contractor is non-compliant. FSSA must give the Contractor written notice 10 business days prior to the suspension of payments and specific reasons for non-compliance that result in suspension of payments. The State may continue to suspend all payments until non-compliance issues are corrected.
· Contract Termination: 
The State reserves the right to terminate the contract, in whole or in part, due to the failure of the Contractor to comply with any term or condition of this contract, or failure to take corrective action as required by FSSA to comply with the terms of this contract. The State must provide 30 calendar days written notice and must set forth the grounds for termination.

7.2.2	Liquidated Damages.  
In the event that the Contractor fails to meet performance requirements or reporting standards set forth in the Contract, or other standards set forth by the State, it is agreed that damages shall be sustained by the State, and the Contractor shall pay to the State liquidated damages pursuant to this Contract.  It is agreed that in the event of a failure to meet specified performance or reporting requirements subject to liquidated damages, it is and will be impractical and extremely difficult to ascertain and determine the actual damages which the State will sustain in the event of, and by reason of, such failure; and it is therefore agreed that the Contractor will pay the State for such failures according to the following subsections.  No punitive intention is inherent in the following liquidated damages provisions.  Should FSSA choose not to assess damages for an initial infraction or deficiency, it reserves the right to require corrective action or assess damages at any point in the future.  

The State shall notify Contractor of liquidated damages due and Contractor shall pay the State the full amount of liquidated damages due within ten (10) business days of receipt of the State’s notice.  The State may, in its sole discretion, elect at any time to offset any amount of liquidated damages due against payments otherwise due Contractor pursuant to the Contract.

In the event liquidated damages are imposed under the Contract, the Contractor must provide FSSA with a formal corrective action plan, as well as monthly reports on the relevant performance metrics until such time as the deficiency is corrected for a period determined by the State.

The amounts of the liquidated damages in the Contract are parallel to the amounts applied in the State’s managed care contracts.  They are subject to change at the discretion of the State and may be increased via contract amendment.

· Call Center:
There are twelve (12) separate call center measures in SoW section 1. For each instance in which FSSA finds the Contractor has failed to meet a metric for a given quarter, the Contractor shall pay liquidated damages in the amount of one thousand, four hundred and seventy dollars ($1,470) per quarter of non-compliance for each metric.

· Reporting:
If Contractor fails to submit any required report in a timely, complete or accurate manner, the Contractor shall pay liquidated damages of five thousand and two hundred dollars ($5,200) for each period each report is not submitted in a timely, complete, or accurate manner.  Payment of liquidated damages does not relieve Contractor of its responsibility to provide complete and accurate reports required under the Contract.

· Appeals Timeliness
The Contractor must resolve one hundred percent (100%) of appeals within the timeframes established in the Contract.  For each quarter in which in which the Contractor fails to provide and communicate a timely resolution on one hundred percent (100%) of appeals, the Contractor shall pay liquidated damages in the amount of two thousand, three hundred and ten dollars ($2,310).

The Contractor must also provide a timely and satisfactory response to documentation required to facilitate appeals in accordance with the FSSA Fair Hearing process, and shall provide a representative to participate in the FSSA fair hearing process to represent the State. For each instance in which the Contractor fails to either (i) provide a timely response to documentation required for the appeal within the time frames set forth by FSSA, or (ii) upon adequate notice, represent the State at the FSSA fair hearing, the Contractor shall pay liquidated damages in the amount of one thousand, one hundred dollars ($1,100).
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