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Facesheet: 1. Request Information (1 of 2)

A. The State of Idaho requests a waiver/amendment under the authority of section 1915(b) of the Act. The Medicaid
agency will directly operate the waiver.
B. Name of Waiver Program(s): Please list each program name the waiver authorizes.

Short title (nickname) Long title Type of Program
IBHP Idaho Behavioral Health Plan PAHP;

Waiver Application Title (optional - this title will be used to locate this waiver in the finder):
Idaho Behavioral Health Plan
C. Type of Request. This is an:

+ Renewal request.
| The State has used this waiver format for its previous waiver period.
The renewal modifies (Sect/Part):

Requested Approval Period:(For waivers requesting three, four, or five year approval periods, the waiver must serve
individuals who are dually eligible for Medicaid and Medicare.)

1 year 2 years 3 years 4 years '® 5 years

Draft ID:1D.011.01.00
Waiver Number:1D.0002.R01.00

D. Effective Dates: This renewal is requested for a period of 5 years. (For beginning date for an initial or renewal request,
please choose first day of a calendar quarter, if possible, or if not, the first day of a month. For an amendment, please
identify the implementation date as the beginning date, and end of the waiver period as the end date)
Proposed Effective Date: (mm/dd/yy)

04/01/17 |

Proposed End Date:03/31/22
Calculated as "Proposed Effective Date" (above) plus "Requested Approval Period” (above) minus one day.
Approved Effective Date: 04/01/17

Facesheet: 2. State Contact(s) (2 of 2)

E. State Contact: The state contact person for this waiver is below:

Name: |C1ay Lord Fhone: If the State
(208)364-1979 | Exty ||| TTYCoONtact
. information is
Fax: |(208) 364-1811 |E-mall: |Clay.L0rd@dhw.idaho. go*iifferent for any

of the authorized
programs, please check the program name below and provide the contact information.
The State contact information is different for the following programs:

Idaho Behavioral Health Plan

Note: If no programs appear in this list, please define the programs authorized by this
waiver on the first page of the
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Section A: Program Description

Part I: Program Overview

Tribal consultation.

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

On 4/8/2011, Idaho notified the federally recognized Coeur d’Alene, Kootenai, Nez Perce, Northwestern Band of the
Shoshone Nation, Shoshone-Bannock, and Shoshone-Paiute Tribes concerning the state’s intent to submit a SPA for the
initial waiver application. On 3/18/2015, Idaho mailed a Tribal Notice to the above Idaho Tribes to inform them of Idaho’s
upcoming renewal of IBHP 1915(b) waiver, and Idaho’s Deputy Administrator initiated Tribal discussions to address their
concerns in April 2015. On 5/14/2015, Idaho received a letter from the Northwest Portland Area Indian Health Board, and
took action to implement requested changes to align with section 5006(d) of the ARRA of 2009.

Since initial waiver approval, Idaho has maintained continual communication through regularly scheduled quarterly Tribal
meetings, which have afforded the opportunity for Tribal members to share their comments, ask questions, and provide
suggestions to help improve behavioral health outcomes. These meetings have been held every quarter, from the initial
meeting on 11/6/2013 to the most recent, held 2/15/2017.

To supplement the feedback obtained during quarterly meetings, other Tribal contacts occurred in 2015 and 2016 to discuss
the IBHP and Tribal behavioral health concerns, as documented below. After each of these meetings, Matt Wimmer and
Joyce Broadsword of IDHW have exchanged emails with attorneys representing the Coeur d’Alene, Nez Perce, and
Shoshone-Bannock Tribes regarding tribal concerns with IBHP.

November 3, 2015: Tribal Formal Consultation meeting with the Coeur d’Alene Tribe. Attendees: Tribal representatives,
Tribal Council members, Tribal attorneys and staff, and the Tribal Chairman; and IDHW’s Director Richard Armstrong,
Deputy Director Russ Barron, Division of Behavioral Health Administrator Ross Edmunds, Division of Welfare
Administrator Lori Wolff, Medicaid Administrator Matt Wimmer, Regional Director and Tribal Programs Manager Joyce
Broadsword, and Tribal Programs Specialist Trish Reynolds.

April 11, 2016: Tribal Formal Consultation meeting with the Shoshone-Bannock Tribes. Attendees: Tribal representatives,
Fort Hall Business Council members, Tribal attorneys and staff, and the Tribal Vice Chairman; IDHW’s Director Richard
Armstrong, Deputy Director Lisa Hettinger, Division Administrators, and Regional Director and Tribal Programs Manager
Joyce Broadsword; and HHS Region 10 Director Susan Johnson and David Meacham of CMS.

August 3, 2016: Face to face meeting with Nah Tsoo Gah Nee Behavioral Health, attended by Director Krissy Broncho,
Clinic Director Elizabeth “Ann” Lindroth-Jim, Norma Wadsworth and Johnna Pokibro; Medicaid Administrator Matt
Wimmer, Regional Director and Tribal Programs Manager Joyce Broadsword, and Tribal Programs Specialist Trish
Reynolds. Representing IBHP Contractor Optum were Monika Mikkelson (former Tribal liaison) and Dr. Larsen.

August 5, 2016: This was a follow-up call with Shoshone-Bannock Tribes and Laura Platero, Policy Analyst, NPAIHB,
Medicaid Administrator Matt Wimmer, and Regional Director and Tribal Programs Manager Joyce Broadsword.

August 24, 2016: Tribal Formal Consultation meeting with the Nez Perce Tribe. Attendees: Tribal representatives, Tribal
Council members, Tribal attorneys and staff, and the Tribal Vice Chairman; and IDHW’s Director Richard Armstrong,
Division of Behavioral Health Administrator Ross Edmunds, Deputy Director Russ Barron, Medicaid Administrator Matt
Wimmer, Regional Director and Tribal Programs Manager Joyce Broadsword, and Tribal Programs Specialist Trish
Reynolds.

October 5, 2016: Face to face meeting with Benewah Medical Center Behavioral Health, attended by Director Dr. Tilus, his
clinical staff, Helo Hancock from the Tribal Chairman’s office; IDHW’s Medicaid Administrator Matt Wimmer, Regional
Director and Tribal Programs Manager Joyce Broadsword, Division of Behavioral Health Program Manager Holly Bonwell,
and Tribal Programs Specialist Trish Reynolds; and from Optum, Medical Director Renatta Tomisili, John Rowland,
Marquette Hendrickx, Georganne Benjamin and Dr. Larsen.

October 6, 2016: Conference call with Monte Gray, Shoshone-Bannock Tribes Councilman Tino Batt, Ann Jim, Medicaid
Administrator Matt Wimmer, Regional Director and Tribal Programs Manager Joyce Broadsword, and Laura Platero.
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November 2, 2016: Meeting with Nimiipuu Health Clinic Behavioral Health, attended by Director Lindsay Holt, clinical
staff, Nez Perce Tribal Councilman Sam Penney, Tina Bullock, and Eva Hayes from the Nimiipuu Health Business office;
and IDHW’s Medicaid Administrator Matt Wimmer, Regional Director and Tribal Programs Manager Joyce Broadsword,
Camille Schiller (Division of Welfare), and Tribal Programs Specialist Trish Reynolds.

The results of these intensive discussions were agreement around how to handle a number of key issues of importance for
both tribes in Idaho and the Department of Health and Welfare, including Indian Managed Care Entities for Tribes in Idaho,
IHCP Clinical Care Autonomy, Prior Authorization and Referrals, and IHCPs/Indian Contract Addendum's, among other
pivotal Tribal behavioral health concerns.

Going forward, IDHW remains fully committed to supporting the rights and cultural identities of all federally recognized
Tribes in Idaho, and will continue its ongoing collaboration with Tribal members and representatives to explore and develop
an approach leading to the successful implementation of an Indian Managed Care Entity (IMCE) for delivery of behavioral
health services.

Program History.

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

Brief History of the IBHP

The Idaho Behavioral Health Plan (IBHP) was implemented on September 1, 2013, with United Behavioral Health (dba:
Optum Idaho) as the managed care contractor chosen to administer the plan. Services were gradually transitioned through
October, with full implementation achieved in November 2013.

This period was difficult as providers adjusted to a new claims system as well as new behavioral health coverage

policies. Difficulties with claims payments were addressed relatively quickly, but providers experienced difficulties with
Optum’s changes to the authorization system from paper to telephone, with the result of very long hold times and delays in
obtaining authorizations. The state requested quick action to prevent potential access to services issues. In response, Optum
adjusted their review processes and brought in additional call center staff to address the problem. The situation was largely
resolved by February 2014.

The state is monitoring performance in this area by reviewing a monthly report demonstrating their compliance with industry
standards on the average wait time taken to receive authorization for urgent, emergent and non-urgent services. The state
reviews the monthly timeliness of services report. The Contractor has continuously met the contract requirements of industry
standard wait times for authorization.

The state receives and reviews a monthly claims metrics report which demonstrates the contractor's requirement to pay 90%
of clean claims within 30 days. The state monitors provider complaints and resolution on billing and financial issues and
investigates any ad hoc complaints received.

Optum has delivered a recovery based program that encourages the use of evidence informed services for members
behavioral health needs. This has resulted in increases in utilization of family and individual therapy, and a decrease in use of
community-based rehabilitation services (CBRS). CBRS, or psychosocial rehabilitation (PSR) as it was known prior to IBHP
implementation, has been widely used in Idaho and many providers built their business model around this service. This has
presented challenges for many providers as they have had to adjust to a more evidence-informed approach to service
delivery.

Optum has made considerable efforts to educate providers about service options and has made some good progress in
building a network that includes full service behavioral health agencies where members can receive a diverse array of
services in a coordinated fashion. While many providers continue to adjust to a managed care approach, there are some
promising signs of growth. Idaho’s inpatient psychiatric admissions and emergency room utilization for psychiatric diagnoses
have remained flat since IBHP implementation, and the increase in utilization of family and individual therapy services is
expected to show longer term gains for the behavioral health of Idaho Medicaid beneficiaries.

Communication to beneficiaries and their families of the benefit plan and services available are outlined in the member
handbook, which is distributed to every member upon enrollment and re-distributed when revised. The handbook explains
that services must meet medical necessity requirements while bringing an evidence-informed approach to care. The
Contractor's website contains a Member page with definitions of services, resources and links to assist the members to
understand the benefit plan. Communication also takes place during the delivery of services through the provider network via
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the authorization determinations.

Both the state and Optum Idaho participate in state wide Regional Behavioral Health Board meetings which has
representation from other state and community stakeholders. The state consults and provides updates to the Behavioral
Health Planning Council at the quarterly meetings. Division of Behavioral Health participates in the semi-monthly
Contractor/State Collaboration meetings, as well as the Quality Assurance Program Improvement Committee meetings, held
by the Contractor, which provides multiple opportunities for collaboration. Both Idaho Medicaid and the contractor work
collaboratively through established Behavioral Health Board, community and ad hoc meetings.

Section A: Program Description

Part I: Program Overview
A. Statutory Authority (1 of 3)

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

a. [v| 1915(b)(1) - The State requires enrollees to obtain medical care through a primary care case management

(PCCM) system or specialty physician services arrangements. This includes mandatory capitated
programs.
-- Specify Program Instance(s) applicable to this authority

~ 1BHP

b. 1915(b)(2) - A locality will act as a central broker (agent, facilitator, negotiator) in assisting eligible

individuals in choosing among PCCMs or competing MCOs/PIHPs/PAHPs in order to provide enrollees
with more information about the range of health care options open to them.
-- Specify Program Instance(s) applicable to this authority

IBHP

c. 1915(b)(3) - The State will share cost savings resulting from the use of more cost-effective medical care

with enrollees by providing them with additional services. The savings must be expended for the benefit of
the Medicaid beneficiary enrolled in the waiver. Note: this can only be requested in conjunction with
section 1915(b)(1) or (b)(4) authority.
-- Specify Program Instance(s) applicable to this authority

IBHP

d. [v| 1915(b)(4) - The State requires enrollees to obtain services only from specified providers who undertake

to provide such services and meet reimbursement, quality, and utilization standards which are consistent
with access, quality, and efficient and economic provision of covered care and services. The State assures
it will comply with 42 CFR 431.55(f).
-- Specify Program Instance(s) applicable to this authority

~ IBHP

The 1915(b)(4) waiver applies to the following programs
MCO
PIHP
v| PAHP
PCCM (Note: please check this item if this waiver is for a PCCM program that limits who is eligible

to be a primary care case manager. That is, a program that requires PCCMs to meet certain
quality/utilization criteria beyond the minimum requirements required to be a fee-for-service
Medicaid contracting provider.)

FFS Selective Contracting program

Please describe:

Section A: Program Description
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Part I: Program Overview
A. Statutory Authority (2 of 3)

2. Sections Waived. Relying upon the authority of the above section(s), the State requests a waiver of the following
sections of 1902 of the Act (if this waiver authorizes multiple programs, please list program(s) separately under each
applicable statute):

a. Section 1902(a)(1) - Statewideness--This section of the Act requires a Medicaid State plan to be in effect

in all political subdivisions of the State. This waiver program is not available throughout the State.

-- Specify Program Instance(s) applicable to this statute
IBHP

b. [« Section 1902(a)(10)(B) - Comparability of Services--This section of the Act requires all services for

categorically needy individuals to be equal in amount, duration, and scope. This waiver program includes
additional benefits such as case management and health education that will not be available to other
Medicaid beneficiaries not enrolled in the waiver program.
-- Specify Program Instance(s) applicable to this statute

~ IBHP

c. [] Section 1902(a)(23) - Freedom of Choice--This Section of the Act requires Medicaid State plans to permit

all individuals eligible for Medicaid to obtain medical assistance from any qualified provider in the State.
Under this program, free choice of providers is restricted. That is, beneficiaries enrolled in this program
must receive certain services through an MCO, PIHP, PAHP, or PCCM.
-- Specify Program Instance(s) applicable to this statute

~ 1BHP

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

-- Specify Program Instance(s) applicable to this statute
/| IBHP

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

-- Specify Program Instance(s) applicable to this statute
IBHP

Section A: Program Description

Part I: Program Overview
A. Statutory Authority (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:

Idaho Medicaid was directed by State Legislation (56-261 Idaho Code; 2011)to incorporate managed care systems for high-
cost populations. With the approval of Idaho's initial 1915(b) waiver request, the State implemented a Prepaid Ambulatory
Health Plan (PAHP) for the management of outpatient behavioral health services for eligible children and adults. By
implementing a managed care structure, the State moved away from fee-for-service reimbursement for Medicaid outpatient
behavioral health services. During Idaho's initial waiver period, the State was required to amend our State Plan benefit
structure of benchmark plans into Alternative Benefit Plans (ABP). The approved ABP amendments allowed the State to
combine the behavioral health services previously captured under a Basic Benchmark Plan and an Enhanced Benchmark Plan
to be delivered under a managed care delivery system.

Idaho contracted with United Behavioral Health (dba Optum Idaho) to develop and manage a statewide provider network in

order to administer behavioral health services to eligible Medicaid members. The Division of Medicaid within the IDHW
maintains oversight of the Idaho Behavioral Health Plan (IBHP) to assure compliance with federal financing requirements
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and federal waiver assurances. The State has designated an IDHW employee as the IBHP Contract Manager. The Contract
Manager is responsible to lead ongoing contract administration and contract performance monitoring with overall
responsibility for the management of the IBHP contract.

Idaho's goals for the IBHP managed care waiver program are:

* Increase positive outcomes for Members that result in Members’ recovery and/or resiliency.

* Increase the number of Members who receive behavioral healthcare treatment that accurately matches their behavioral
healthcare needs.

* Increase standardized use of evidence-informed treatment practices by network providers

* Promote effective communications between the IDHW, Contractor and all other stakeholders;

* Implement utilization management and quality assurance processes that demonstrate improved operations/services and
improved payment approaches;

* Improve coordination with all other treatment providers and programs that Members access for behavioral health needs.
* Decrease use of inappropriate higher cost services (hospital, emergency departments, crisis);

* Promote effective administrative efficiencies to include telehealth technology, cost-effective management of IBHP, and
decrease the amount of waste and fraud.

* Achieve greater satisfaction among all stakeholders in the administration of the outpatient behavioral health services.

Idaho Medicaid is responsible for the enrollment of all Medicaid beneficiaries into the Idaho Behavioral Health Plan once
Medicaid eligibility is determined (unless otherwise excluded from this program). Idaho Medicaid determines the eligibility
of individuals for Medicaid funded services, and is responsible for all enrollment and dis-enrollment into the PAHP. The
IDHW automatically enrolls Medicaid beneficiaries on a mandatory basis into the PAHP, under the 1915(b) waiver authority
pertaining to choice of plans. There are no potential enrollees in this program as IDHW automatically enrolls beneficiaries
into the single PAHP.(42 CFR § 438.10(a)).

Idaho Medicaid requires the Contractor to report on all aspects of programming including, network functioning, service
delivery, participant response to services, operations, and claims processing as well as the specific performance measure
areas identified in this application and included in the contract. This performance data is used by the State to monitor the
Contractor's ongoing compliance with all contract terms and to analyze the Contractor's level of adherence to specific
performance requirements. This data will also be used by the State to report the State's 1915(b) waiver compliance in
accordance with Federal guidelines and waiver assurances.

The initial reporting criteria identified in the managed care contract has been recently amended in coordination the contractor
in order to enhance,and more accurately capture the data requirements needed to demonstrate the required compliance
measures.

Section A: Program Description

Part I: Program Overview
B. Delivery Systems (1 of 3)

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

a. MCO: Risk-comprehensive contracts are fully-capitated and require that the contractor be an MCO

or HIO. Comprehensive means that the contractor is at risk for inpatient hospital services and any
other mandatory State plan service in section 1905(a), or any three or more mandatory services in that
section. References in this preprint to MCOs generally apply to these risk-comprehensive entities.

b. PIHP: Prepaid Inpatient Health Plan means an entity that: (1) provides medical services to enrollees

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

The PIHP is paid on a risk basis
The PIHP is paid on a non-risk basis
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c. || PAHP: Prepaid Ambulatory Health Plan means an entity that: (1) provides medical services to

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

®) The PAHP is paid on a risk basis
The PAHP is paid on a non-risk basis

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

e. Fee-for-service (FFS) selective contracting: State contracts with specified providers who are willing

to meet certain reimbursement, quality, and utilization standards.
the same as stipulated in the state plan

different than stipulated in the state plan
Please describe:

f. Other: (Please provide a brief narrative description of the model.)

Section A: Program Description

Part I: Program Overview
B. Delivery Systems (2 of 3)

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

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

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

Sole source procurement

Other (please describe)

Procurement for PIHP
Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which any qualifying contractor may participate)
Sole source procurement
Other (please describe)

| Procurement for PAHP
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® Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)

Open cooperative procurement process (in which any qualifying contractor may participate)
Sole source procurement
Other (please describe)

Procurement for PCCM
Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which any qualifying contractor may participate)
Sole source procurement
Other (please describe)

Procurement for FFS
Competitive procurement process (e.g. Request for Proposal or Invitation for Bid that is formally advertised
and targets a wide audience)
Open cooperative procurement process (in which any qualifying contractor may participate)
Sole source procurement
Other (please describe)

Section A: Program Description

Part I: Program Overview

B. Delivery Systems (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:
Idaho Medicaid procured the IBHP managed care contractor through the competitive bidding process initiated by the
issuance of a request for proposal (RFP).

Section A: Program Description

Part I: Program Overview

C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (1 of 3)

1. Assurances.
 The State assures CMS that it complies with section 1932(a)(3) of the Act and 42 CFR 438.52, which require that

a State that mandates Medicaid beneficiaries to enroll in an MCO, PIHP, PAHP, or PCCM must give those
beneficiaries a choice of at least two entities.
| The State seeks a waiver of section 1932(a)(3) of the Act, which requires States to offer a choice of more

than one PIHP or PAHP per 42 CFR 438.52. Please describe how the State will ensure this lack of choice of
PIHP or PAHP is not detrimental to beneficiaries’ ability to access services.

The IBHP is administered by one statewide managed care entity. Ongoing recruitment of general and
specialized care professionals is necessary in order to ensure a comprehensive provider network is
maintained in accordance with the access to care requirements of the IBHP contract. Rural and frontier areas
of the State have proven challenging to establish local network providers with appropriate professional
training that are consistently available to provide outpatient behavioral health services. The Contractor has
committed to providing further education to network providers about the use of telehealth practices in order
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to expand service access to members in all geographic locations of the State and have dramatically
increased telehealth availability from nine to thirty three providers since June 2014.

Telehealth is successfully expanding access to care in some of the most underserved rural and frontier
regions and counties in the state. The State will continue monitoring activities of the contractor to ensure
compliance with the revised report deliverables contained in the amended contract. The contractor provides
a monthly suite of network reports including geo access and network provider density reports. Geo access
reports allow the state to monitor member access to a provider down to the regional and county level.
Provider density reports provide the state data to review industry standard provider to member ratios.

Collaborative communication efforts will continue between the State and the contractor to enhance mutually
understood language and the consistent reporting of access measures that meet the expected contract
deliverables.

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

Program: " 1daho Behavioral Health Plan. "
Two or more MCOs

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

Two or more PIHPs.

Two or more PAHPs.

Other:

please describe

Section A: Program Description

Part I: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (2 of 3)

3. Rural Exception.
The State seeks an exception for rural area residents under section 1932(a)(3)(B) of the Act and 42 CFR 438.52
(b), and assures CMS that it will meet the requirements in that regulation, including choice of physicians or case

managers, and ability to go out of network in specified circumstances. The State will use the rural exception in the
following areas ( "rural area" must be defined as any area other than an "urban area" as defined in 42 CFR 412.62

(HDID):

4. 1915(b)(4) Selective Contracting.

Beneficiaries will be limited to a single provider in their service area
Please define service area.

@ Beneficiaries will be given a choice of providers in their service area
Section A: Program Description

Part I: Program Overview
C. Choice of MCOs, PIHPs, PAHPs, and PCCMs (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:
The IBHP was implemented with one statewide managed care contractor. The contractor began building the IBHP provider
network by enrolling previous Medicaid-enrolled mental health service providers to their established mental health and
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substance use disorder provider network. The vision introduced by the contractor projected a future of "community
behavioral health centers" that would include a full array of professionals including:

1) licensed psychiatrists and psychologists

2) clinically licensed therapists

3) master-level licensed behavioral health professionals

4) certified Community-based Rehabilitation Service providers

5) certified Alcohol and Drug Treatment professionals and

6) licensed nursing and therapeutic professionals.

This established provider network developed by the contractor offers a broad group of behavioral health providers across the
state that eligible participants can choose from. As previously mentioned, some of the State's rural and frontier locations with
limited provider access still need focused recruitment work and alternative service provision options established in order to
provide consistent statewide access.

It has been beneficial for IBHP participants that the Contractor has affiliation with a national healthcare corporation and has
access to out-of-network professionals who can help provide behavioral health services for participants who do not have
established network providers in their area. The contractor authorizes out-of-network services when a treatment service
required by a member is either not provided by a network provider, or there are no appropriate network providers available
within a reasonable distance that can provide the required service within industry standard time frames.

It has been, and remains the goal of the contractor, to enroll out-of-network providers rather than continuing single case out-
of-network agreements so that members can have access to a consistent provider and to continuously improve the array of
services available.

Section A: Program Description

Part I: Program Overview

D. Geographic Areas Served by the Waiver (1 of 2)

1. General. Please indicate the area of the State where the waiver program will be implemented. (If the waiver authorizes
more than one program, please list applicable programs below item(s) the State checks.
= Statewide -- all counties, zip codes, or regions of the State
-- Specify Program Instance(s) for Statewide
~ IBHP

= Less than Statewide
-- Specify Program Instance(s) for Less than Statewide
IBHP

2. Details. Regardless of whether item 1 or 2 is checked above, please list in the chart below the areas (i.e., cities,
counties, and/or regions) and the name and type of entity or program (MCO, PIHP, PAHP, HIO, PCCM or other entity)
with which the State will contract.

. . Type of Program (PCCM, MCO, PIHP, | Name of Entity (for MCO, PIHP,
City/County/Region or PAHP) PAHP)
Statewide PAHLP United Behavioral Health dba
Optum Idaho

Section A: Program Description

Part I: Program Overview
D. Geographic Areas Served by the Waiver (2 of 2)

Additional Information. Please enter any additional information not included in previous pages:
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Section A: Program Description

Part I: Program Overview

E. Populations Included in Waiver (1 of 3)

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

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

| Section 1931 Children and Related Populations are children including those eligible under Section 1931,
poverty-level related groups and optional groups of older children.
® Mandatory enrollment
Voluntary enrollment

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

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

| Blind/Disabled Children and Related Populations are beneficiaries, generally under age 18, who are eligible
for Medicaid due to blindness or disability.
® Mandatory enrollment
Voluntary enrollment

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

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

| TITLE XXI SCHIP is an optional group of targeted low-income children who are eligible to participate in

Medicaid if the State decides to administer the State Children’s Health Insurance Program (SCHIP) through the
Medicaid program.

® Mandatory enrollment
Voluntary enrollment

| Other (Please define):
Former foster care children, up to age 26, are included in this waiver.
Section A: Program Description

Part I: Program Overview
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E. Populations Included in Waiver (2 of 3)

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

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

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

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

Reside in Nursing Facility or ICF/IID --Medicaid beneficiaries who reside in Nursing Facilities (NF) or
Intermediate Care Facilities for the Individuals with Intellectual Disabilities (ICF/IID).

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

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

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

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

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

SCHIP Title XXI Children — Medicaid beneficiaries who receive services through the SCHIP program.
Retroactive Eligibility — Medicaid beneficiaries for the period of retroactive eligibility.

| Other (Please define):
The following population groups are not eligible for enrollment in Idaho Behavioral Health Plan:

A.Qualified Medicare Beneficiaries (QMB)

B.Special Low Income Medicare Beneficiaries (SLMB)

C.Qualified Individual (QI/SLMB2)Special Low Income Medicare Beneficiaries

D.Qualified Disabled Working Individual (QDWTI)

E.Individuals who reside in an inpatient hospital setting except for discharge planning

F.Individuals who select to receive Medicare-Medicaid Coordinated Plan Benefits(MMCP)

G.Ineligible non-citizens including non-qualified,undocumented and qualified aliens who have not met the five
(5)year bar and are eligible for Federal Medicaid for care and services related to the treatment of an approved
emergency medical condition.
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Section A: Program Description

Part I: Program Overview
E. Populations Included in Waiver (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part I: Program Overview
F. Services (1 of 5)

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

| The State assures CMS that services under the Waiver Program will comply with the following federal

requirements:
= Services will be available in the same amount, duration, and scope as they are under the State Plan per 42
CFR 438.210(a)(2).
= Access to emergency services will be assured per section 1932(b)(2) of the Act and 42 CFR 438.114.
= Access to family planning services will be assured per section 1905(a)(4) of the Act and 42 CFR 431.51(b)
| The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of more of the

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

| The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for
compliance with the provisions of 42 CFR 438.210(a)(2), 438.114, and 431.51 (Coverage of Services,
Emergency Services, and Family Planning) as applicable. If this is an initial waiver, the State assures that

contracts that comply with these provisions will be submitted to the CMS Regional Office for approval prior
to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM.

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care

regulations do not apply. The State assures CMS that services will be available in the same amount, duration,
and scope as they are under the State Plan.

| The state assures CMS that it complies with Title I of the Medicare Modernization Act of 2003, in so far as
these requirements are applicable to this waiver.

Note: Section 1915(b) of the Act authorizes the Secretary to waive most requirements of section 1902 of the Act for the
purposes listed in sections 1915(b)(1)-(4) of the Act. However, within section 1915(b) there are prohibitions on
waiving the following subsections of section 1902 of the Act for any type of waiver program:
= Section 1902(s) -- adjustments in payment for inpatient hospital services furnished to infants under age 1, and
to children under age 6 who receive inpatient hospital services at a Disproportionate Share Hospital (DSH)
facility.
= Sections 1902(a)(15) and 1902(bb) — prospective payment system for FQHC/RHC
= Section 1902(a)(10)(A) as it applies to 1905(a)(2)(C) — comparability of FQHC benefits among Medicaid
beneficiaries
= Section 1902(a)(4)(C) -- freedom of choice of family planning providers
= Sections 1915(b)(1) and (4) also stipulate that section 1915(b) waivers may not waive freedom of choice of
emergency services providers.

https://wms-mmdl.cdsvdc.com/WMS/faces/protected/cms1915b/v0/print/PrintSelector.jsp 4/17/2017



Print application selector for 1915(b)Waiver: ID.0002.R01.00 - Apr 01, 2017 Page 14 of 72

Section A: Program Description

Part I: Program Overview
F. Services (2 of 5)

2. Emergency Services. In accordance with sections 1915(b) and 1932(b) of the Act, and 42 CFR 431.55 and 438.114,
enrollees in an MCO, PIHP, PAHP, or PCCM must have access to emergency services without prior authorization,
even if the emergency services provider does not have a contract with the entity.

« The PAHP, PAHP, or FFS Selective Contracting program does not cover emergency services.

Emergency Services Category General Comments (optional):

Emergency services are not covered under this waiver.

3. Family Planning Services. In accordance with sections 1905(a)(4) and 1915(b) of the Act, and 42 CFR 431.51(b),
prior authorization of, or requiring the use of network providers for family planning services is prohibited under the
waiver program. Out-of-network family planning services are reimbursed in the following manner:

The MCO/PIHP/PAHP will be required to reimburse out-of-network family planning services.

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

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

Other (please explain):

| Family planning services are not included under the waiver.
Family Planning Services Category General Comments (optional):
Family planning services are not covered under this waiver.
Section A: Program Description

Part I: Program Overview
F. Services (3 of 5)

4. FQHC Services. In accordance with section 2088.6 of the State Medicaid Manual, access to Federally Qualified
Health Center (FQHC) services will be assured in the following manner:

The program is veluntary, and the enrollee can disenroll at any time if he or she desires access to FQHC services.

The MCO/PIHP/PAHP/PCCM is not required to provide FQHC services to the enrollee during the enrollment
period.
« The program is mandatory and the enrollee is guaranteed a choice of at least one MCO/PIHP/PAHP/PCCM

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

The IBHP contract requires the Contractor to comply with the federal law regarding access to FQHCs. The IBHP
Contractor has currently enrolled 12 FQHCs and 3 Indian Health Clinics (IHS) within the State.
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The program is mandatory and the enrollee has the right to obtain FQHC services outside this waiver program
through the regular Medicaid Program.

FQHC Services Category General Comments (optional):

Tribal health program representatives have submitted concerns related to the IBHP. In a letter dated May 14, 2015,
the Tribes indicated that "... American Indian and Alaska Native (AI/AN) persons continue to find it difficult to access
Indian heath care providers in managed care settings." Additionally, "Indian health care providers routinely have
difficulties being reimbursed by managed care entities."

Since that time, Idaho Medicaid has worked extensively with the Tribes to address their concerns, as documented
above in the Tribal Consultation section. Idaho remains committed to continuing our collaborative efforts with all
federally recognized Tribes in the state in the future.

5. EPSDT Requirements.

| The managed care programs(s) will comply with the relevant requirements of sections 1905(a)(4)(b) (services),

1902(a)(43) (administrative requirements including informing, reporting, etc.), and 1905(r) (definition) of the Act
related to Early, Periodic Screening, Diagnosis, and Treatment (EPSDT) program.

EPSDT Requirements Category General Comments (optional):

The Contractor is required to develop and implement policies and procedures for each program and performance
requirement. The initial EPSDT policy and procedure submitted by the Contractor included the federal regulations
applicable to the EPSDT program but did not address the operational review or approval process for EPSDT requests.
The State has been collaboratively working with the Contractor to clarify EPSDT requirements. The state efforts are
intended to ensure the Contractor has a clear understanding of the medical necessity requirements for EPSDT benefits
in addition to the review and authorization of outpatient behavioral health services in the IBHP.

The Contractor initially operated as if EPSDT services would not be necessary as they were already reviewing service
requests for medical necessity with the perception that any additional service needs would be captured in their
existing service authorization process. The State requested technical assistance from CMS to help clarify the purpose
and expectations of the EPSDT program and shared this information with the Contractor. This guidance was used to
collaboratively design the current EPSDT policy submitted to the State for approval. The program requirements were
accurately reflected in the draft and operational details have been reviewed and approved by the state.

The Contractor provides monthly reporting on EPSDT requests and outcomes. To date, this submitted report contains
data regarding member requests for residential care services, which are sent on to the State for processing. The
Contractor is now considering the use of EPSDT benefits when additional service needs are submitted for
consideration. The Contractor's EPSDT policy includes requirements for staff training, procedural guidelines and
processes for EPSDT service determinations, documentation, informing requirements for providers and members, and
utilization reporting.

The State is committed to continuing focused work sessions with the Contractor to accurately educate stakeholders
about the EPSDT program, including the application process. This focused work effort will include a continuous
review of the current policies and procedures to ensure compliance with EPSDT requirements. If the Contractor does
not comply with the timelines, the State will request a corrective action plan and compliance.

Section A: Program Description

Part I: Program Overview

F. Services (4 of 5)
6. 1915(b)(3) Services.

This waiver includes 1915(b)(3) expenditures. The services must be for medical or health-related care, or other

services as described in 42 CFR Part 440, and are subject to CMS approval. Please describe below what these
expenditures are for each waiver program that offers them. Include a description of the populations eligible,
provider type, geographic availability, and reimbursement method.
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1915(b)(3) Services Requirements Category General Comments:

7. Self-referrals.

« The State requires MCOs/PIHPs/PAHPs/PCCMs to allow enrollees to self-refer (i.e. access without prior

authorization) under the following circumstances or to the following subset of services in the
MCO/PIHP/PAHP/PCCM contract:

Self-referrals Requirements Category General Comments:

The IBHP Contractor has established as clinical model that identifies available services in three categories. Basic
outpatient behavioral health services are referred to as "Category One Services" and include assessment and treatment
planning; evaluation and management services; and individual psychotherapy services. These basic services require
no authorization. Members may directly contact an IBHP network provider to obtain immediate access to treatment.

8. Other.

Other (Please describe)

Section A: Program Description

Part I: Program Overview

F. Services (5 of 5)

Additional Information. Please enter any additional information not included in previous pages:

The IBHP contractor provides the outpatient behavioral health services described in the 1915(b). Additionally, the Contractor
informed the State that over the first waiver period, it was the company's intention to also offer three (3) "Value-Added"
services, namely Peer Support, Family Support, and Community Crisis Support Services. Service descriptions, provider
qualifications and service outcome expectations were submitted to the State for consideration and approval. These "Value-
Added" services are reimbursed by the Contractor without the support of Medicaid dollars. The projected implementation of
each of the identified services has not occurred as quickly as planned, due to the limited number of trained peers available
who had completed the peer support training. Family support services have also gotten off to a slow start but this service
appears to be a good alternative option for support services needed by families.

Section A: Program Description

Part II: Access

A. Timely Access Standards (1 of 7)

Each State must ensure that all services covered under the State plan are available and accessible to enrollees of the 1915(b)
Waiver Program. Section 1915(b) of the Act prohibits restrictions on beneficiaries’ access to emergency services and family
planning services.

1. Assurances for MCO, PIHP, or PAHP programs

| The State assures CMS that it complies with section 1932(¢)(1)(A)(i) of the Act and 42 CFR 438.206
Availability of Services; in so far as these requirements are applicable.
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The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory
requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

| The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

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

If the 1915(b) Waiver Program does not include a PCCM component, please continue with Part II.B. Capacity Standards.
Section A: Program Description

Part I1: Access
A. Timely Access Standards (2 of 7)

2. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable access to services.
Please note below the activities the State uses to assure timely access to services.
a. Availability Standards. The State’s PCCM Program includes established maximum distance and/or travel

time requirements, given beneficiary’s normal means of transportation, for waiver enrollees’ access to the
following providers. For each provider type checked, please describe the standard.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4. Dental

Please describe:

5. Hospitals

Please describe:
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6. Mental Health

Please describe:

7. Pharmacies

Please describe:

8. Substance Abuse Treatment Providers

Please describe:

9. Other providers

Please describe:

Section A: Program Description

Part II: Access

A. Timely Access Standards (3 of 7)
2. Details for PCCM program. (Continued)

b. Appointment Schedulingmeans the time before an enrollee can acquire an appointment with his or her

provider for both urgent and routine visits. The State’s PCCM Program includes established standards for
appointment scheduling for waiver enrollee’s access to the following providers.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4. Dental

Please describe:
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5. Mental Health

Please describe:

6. Substance Abuse Treatment Providers

Please describe:

7. Urgent care

Please describe:

8. Other providers

Please describe:

Section A: Program Description

Part II: Access
A. Timely Access Standards (4 of 7)

2. Details for PCCM program. (Continued)

c. In-Office Waiting Times: The State’s PCCM Program includes established standards for in-office waiting

times. For each provider type checked, please describe the standard.
1. PCPs

Please describe:

2. Specialists

Please describe:

3. Ancillary providers

Please describe:

4. Dental
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Please describe:

5. Mental Health

Please describe:

6. Substance Abuse Treatment Providers

Please describe:

7. Other providers

Please describe:

Section A: Program Description

Part II: Access
A. Timely Access Standards (5 of 7)

2. Details for PCCM program. (Continued)

d. Other Access Standards

Section A: Program Description

Part II: Access
A. Timely Access Standards (6 of 7)

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

Section A: Program Description

Part II: Access
A. Timely Access Standards (7 of 7)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description
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Part II: Access
B. Capacity Standards (1 of 6)

1. Assurances for MCO, PIHP, or PAHP programs

| The State assures CMS that it complies with section 1932(b)(5) of the Act and 42 CFR 438.207 Assurances

of adequate capacity and services, in so far as these requirements are applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

| The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

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

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

Section A: Program Description

Part II: Access
B. Capacity Standards (2 of 6)

2. Details for PCCM program. The State must assure that Waiver Program enrollees have reasonable access to services.
Please note below which of the strategies the State uses assure adequate provider capacity in the PCCM program.
a. The State has set enrollment limits for each PCCM primary care provider.

Please describe the enrollment limits and how each is determined.:

b. The State ensures that there are adequate number of PCCM PCPs with open panels.

Please describe the State’s standard:

c. The State ensures that there is an adequate number of PCCM PCPs under the waiver assure access to all
services covered under the Waiver.

Please describe the State’s standard for adequate PCP capacity:

Section A: Program Description

Part II: Access
B. Capacity Standards (3 of 6)
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2. Details for PCCM program. (Continued)
d. The State compares numbers of providers before and during the Waiver.

I Provider Type I # Before Waiver I # in Current Waiver I # Expected in Renewal II

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

e. The State ensures adequate geographic distribution of PCCMs.

Please describe the State’s standard:

Section A: Program Description

Part II: Access
B. Capacity Standards (4 of 6)

2. Details for PCCM program. (Continued)
f. PCP:Enrollee Ratio. The State establishes standards for PCP to enrollee ratios.

| Area/(City/County/Region) | PCCM-to-Enrollee Ratio ||

Please note any changes that will occur due to the use of physician extenders.:

g. Other capacity standards.

Please describe:

Section A: Program Description

Part II: Access
B. Capacity Standards (5 of 6)

3. Details for 1915(b)(4)FFS selective contracting programs: Please describe how the State assures provider capacity
has not been negatively impacted by the selective contracting program. Also, please provide a detailed capacity
analysis of the number of beds (by type, per facility) — for facility programs, or vehicles (by type, per contractor) — for
non-emergency transportation programs, needed per location to assure sufficient capacity under the waiver program.
This analysis should consider increased enrollment and/or utilization expected under the waiver.

Section A: Program Description

Part II: Access

B. Capacity Standards (6 of 6)

Additional Information. Please enter any additional information not included in previous pages:
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Section A: Program Description

Part II: Access

C. Coordination and Continuity of Care Standards (1 of 5)

1. Assurances for MCO, PIHP, or PAHP programs

| The State assures CMS that it complies with section 1932(c)(1)(A)(i) of the Act and 42 CFR 438.206

Availability of Services; in so far as these requirements are applicable.
The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to waive one or more of more of the

regulatory requirements listed above for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

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

Section A: Program Description

Part II: Access

C. Coordination and Continuity of Care Standards (2 of 5)

2. Details on MCO/PIHP/PAHP enrollees with special health care needs.

The following items are required.

a.

« The plan is a PIHP/PAHP, and the State has determined that based on the plan’s scope of services, and

how the State has organized the delivery system, that the PIHP/PAHP need not meet the requirements
for additional services for enrollees with special health care needs in 42 CFR 438.208.

Please provide justification for this determination:

The IBHP is focused on outpatient behavioral health services and does not distinguish a special health
care needs population. The IBHP contract does require the Contractor to coordinate with the Idaho
Medicaid primary care case management (PCCM) program and the Idaho Health Home program to
ensure the best possible outcomes for coordinated physical and behavioral health services. Coordination
of care is included as a performance measure in the contract and is monitored by the State.
Identification. The State has a mechanism to identify persons with special health care needs to MCOs,

PIHPs, and PAHPs, as those persons are defined by the State.

Please describe:

Assessment. Each MCO/PIHP/PAHP will implement mechanisms, using appropriate health care

professionals, to assess each enrollee identified by the State to identify any ongoing special conditions that
require a course of treatment or regular care monitoring. Please describe:
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Please describe the enrollment limits and how each is determined.:

Treatment Plans. For enrollees with special health care needs who need a course of treatment or regular

care monitoring, the State requires the MCO/PIHP/PAHP to produce a treatment plan.If so, the treatment
plan meets the following requirements:

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

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

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

Please describe:

Direct access to specialists. If treatment plan or regular care monitoring is in place, the MCO/PIHP/PAHP

has a mechanism in place to allow enrollees to directly access specialists as appropriate for enrollee’s
condition and identified needs.

Please describe:

Section A: Program Description

Part II: Access

C. Coordination and Continuity of Care Standards (3 of 5)

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

a.
b.

Each enrollee selects or is assigned to a primary care provider appropriate to the enrollee’s needs.
Each enrollee selects or is assigned to a designated designated health care practitioner who is primarily

responsible for coordinating the enrollee’s overall health care.
Each enrollee is receives health education/promotion information.

Please explain:

Each provider maintains, for Medicaid enrollees, health records that meet the requirements established by

the State, taking into account professional standards.
There is appropriate and confidential exchange of information among providers.

Enrollees receive information about specific health conditions that require follow-up and, if appropriate,
are given training in self-care.

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

Additional case management is provided.

Please include how the referred services and the medical forms will be coordinated among the
practitioners, and documented in the primary care case manager’s files.
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i. Referrals.

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

Section A: Program Description

Part II: Access

C. Coordination and Continuity of Care Standards (4 of 5)

4. Details for 1915(b)(4) only programs: If applicable, please describe how the State assures that continuity and
coordination of care are not negatively impacted by the selective contracting program.
The contract issued by Idaho Medicaid requires the Contractor to coordinate the provision of behavioral health care
services with Medicaid's Primary Care Case Management program and with Medicaid's Health Home program to
ensure the best possible outcomes for coordinated physical and behavioral health services. The Contractor is also
required to coordinate with other providers and programs that deliver behavioral health services outside of the
Contractor's delivery system and with the State's physical health coordination programs. Coordination of care
practices will be enhanced by the following contractual requirements;

The Contractor must:
a. Ensure a member's primary care provider (PCP) has the opportunity to participate in the process used to diagnose
and plan treatment for the Member;
b. Ensure ongoing communication and collaboration with a Member's PCP throughout the time period that the
Member receives services through the Idaho Behavioral Health Plan, including the sharing of all screenings,
assessments and treatment plans;
c¢. Ensure coordination of use of medications;
d. Operate a PCP hotline, or equivalent service, for PCPs’ real-time telephonic consultation with a licensed behavioral
health professional at the master's level or higher for either of the following two (2) purposes:

i Provide information to support the PCP in the provision of behavioral health interventions/services that the PCP
and Member choose;

ii Provide information for the PCP to use for referring the Member to the Contractor's services. Provide on-line
access to standardized screening tools for PCPs to use for identifying behavioral health issues.

Idaho has two existing Medicaid programs that focus on care coordination. The State monitors the coordination
activities of the IBHP contractor monthly to ensure outreach and ongoing coordination efforts continue to occur
throughout the state.

The IBHP contract contains requirements to coordinate services with the State's physical health coordination
programs. Idaho conducts a Primary Care Case Management Program (PCCM) and has recently added Health Homes
to further enhance the coordination of needed medical services for eligible individuals. The IBHP contract requires
the contractor to: conduct on-going communication and collaboration with a member's primary care physician
throughout the time the individual receives services through the IBHP. They must also coordinate participation of the
PCP in the process used to diagnose and plan treatment for the individual, including medications.

The IBHP contractor has initiated a care management process with regional staff members who are responsible for
coordination of services to ensure medically necessary services are identified and provided for eligible members with
significant needs, including children with a Serious Emotional Disturbance (SED) diagnosis.

Additionally, the IBHP contractor routinely conducts quality audits to ensure multidisciplinary team's involvement
with an emphasis on coordination with the PCP. The state monitors coordination activities of the IBHP contractor
monthly to ensure eligible members in need are receiving a comprehensive array of specialized behavioral health
services, as appropriate.

Section A: Program Description
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Part II: Access
C. Coordination and Continuity of Care Standards (5 of 5)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part II1: Quality

1. Assurances for MCO or PIHP programs

The State assures CMS that it complies with section 1932(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.202,

438.204, 438.210, 438.214, 438.218, 438.224, 438.226, 438.228, 438.230, 438.236, 438.240, and 438.242 in
so far as these regulations are applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the MCO, PIHP, or PAHP contracts for compliance

with the provisions of section 1932(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.202, 438.204, 438.210,
438.214, 438.218, 438.224, 438.226, 438.228, 438.230, 438.236, 438.240, and 438.242. If this is an initial
waiver, the State assures that contracts that comply with these provisions will be submitted to the CMS
Regional Office for approval prior to enrollment of beneficiaries in the MCO, PIHP, PAHP, or PCCM.
Section 1932(¢)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.202 requires that each State Medicaid agency that
contracts with MCOs and PIHPs submit to CMS a written strategy for assessing and improving the quality of
managed care services offered by all MCOs and PIHPs.
The State assures CMS that this quality strategy was initially submitted to the CMS Regional Office on:

| (mm/dd/yy)
The State assures CMS that it complies with section 1932(c)(2) of the Act and 42 CFR 438 Subpart E, to
arrange for an annual, independent, external quality review of the outcomes and timeliness of, and access to
the services delivered under each MCO/ PIHP contract. Note: EQR for PIHPs is required beginning March
2004.
Please provide the information below (modify chart as necessary):

N " Activities Conducted

ame o

organizaton | g stuay | Mandatory | Opcons
MCO

PIHP

Section A: Program Description

Part II1: Quality

2. Assurances For PAHP program
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| The State assures CMS that it complies with section 1932(c)(1)(A)(iii)-(iv) of the Act and 42 CFR 438.210,

438.214,438.218, 438.224, 438.226, 438.228, 438.230 and 438.2306, in so far as these regulations are
applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

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

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

Section A: Program Description

Part I11: Quality

3. Details for PCCM program. The State must assure that Waiver Program enrollees have access to medically necessary
services of adequate quality. Please note below the strategies the State uses to assure quality of care in the PCCM
program.

a. The State has developed a set of overall quality improvement guidelines for its PCCM program.

Please describe:

Section A: Program Description

Part I11: Quality

3. Details for PCCM program. (Continued)
b. State Intervention: If a problem is identified regarding the quality of services received, the State will

intervene as indicated below.
1. Provide education and informal mailings to beneficiaries and PCCMs

Initiate telephone and/or mail inquiries and follow-up
Request PCCM’s response to identified problems
Refer to program staff for further investigation

Send warning letters to PCCMs

Refer to State’s medical staff for investigation
Institute corrective action plans and follow-up
Change an enrollee’s PCCM

Institute a restriction on the types of enrollees

LN ADMR W

10. Further limit the number of assignments

11. Ban new assignments

12. Transfer some or all assignments to different PCCMs
13. Suspend or terminate PCCM agreement

14. Suspend or terminate as Medicaid providers

15. Other
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Please explain:

Section A: Program Description

Part I11: Quality

3. Details for PCCM program. (Continued)
c. Selection and Retention of Providers: This section provides the State the opportunity to describe any

requirements, policies or procedures it has in place to allow for the review and documentation of
qualifications and other relevant information pertaining to a provider who seeks a contract with the State
or PCCM administrator as a PCCM. This section is required if the State has applied for a 1915(b)(4)
waiver that will be applicable to the PCCM program.

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

1. Has a documented process for selection and retention of PCCMs (please submit a copy of that
documentation).
2. Has an initial credentialing process for PCCMs that is based on a written application and site

visits as appropriate, as well as primary source verification of licensure, disciplinary status,
and eligibility for payment under Medicaid.

3. Has a recredentialing process for PCCMs that is accomplished within the time frame set by
the State and through a process that updates information obtained through the following
(check all that apply):
A. Initial credentialing
B. Performance measures, including those obtained through the following (check all that
apply):
. The utilization management system.
. The complaint and appeals system.
- Enrollee surveys.
. Other.

Please describe:

4. Uses formal selection and retention criteria that do not discriminate against particular

providers such as those who serve high risk populations or specialize in conditions that require
costly treatment.
5. Has an initial and recredentialing process for PCCMs other than individual practitioners (e.g.,

rural health clinics, federally qualified health centers) to ensure that they are and remain in
compliance with any Federal or State requirements (e.g., licensure).
6. Notifies licensing and/or disciplinary bodies or other appropriate authorities when suspensions

or terminations of PCCMs take place because of quality deficiencies.
7. Other

Please explain:
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Section A: Program Description

Part II1: Quality

3. Details for PCCM program. (Continued)

d. Other quality standards (please describe):

Section A: Program Description

Part I11: Quality

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

1. How does the State assure Quality in the services?

*The State requires the Contractor to report on all aspects of programming, network functioning, service delivery,
participant response to services and operations and claims processing as well as all other areas of performance
required by the contract. The Contractor is required to provide a Data Tracking and Utilization System to collect and
compile data, analyze the data, generate both electronic and hard copy reports in an Excel format, and store, maintain
and manage data as specified in the IDHW RFP. The Contractor must ensure the PAHP's electronic system is
functional and accessible to allow the IDHW to retrieve reports via Secure File Transfer Protocol (SFTP) from the
Contractor.

The State also requires the Contractor to develop and operate a complaint and grievance system which includes
trained personnel to handle all complaints received. The system must include intake, investigation, and resolution
processes as well as reporting requirements to IDHW. This information will be reviewed in conjunction with all
complaint and grievance information that has been directly received by the State to assure compliance with health and
safety standards as well as other compliance requirements.

*The purpose of the performance monitoring being implemented by the State is to 1) determine the degree to which
the state funded programs and activities are accomplishing their goals and objectives; 2) provide measurements of
program results and effectiveness; 3) evaluate efficiency in the allocation of resources; and 4) assess compliance with
the contract, laws, and regulations. It is the intent of IDHW to use the performance indicators to not only monitor
compliance with the contract elements indicated but also to determine when substandard performance outcomes are
subject to actual and liquidated damages. The State will monitor the contract on at least a monthly basis and review
the data provided by the Contractor. Results of the review will be shared with the Contractor to include the level of
adherence to the contracted performance requirements. If substandard compliance issues are identified, the Contractor
is required to submit a response to the State that describes how compliance will be achieved and quality improvement
will be achieved. *The State will continue working with the Contractor to achieve improvement efforts as described.

2. Quality and Performance Standards

*The Contract requires the managed care entity to engage in ongoing quality assurance work that includes establishing
a quality assurance committee, reporting on quality of care concerns and submitting plans for how the deficits in
quality will be addressed.

*The Contractor is required to adopt and implement practice guidelines and must ensure its provider network is
informed of them and is trained to meet them.

*The Contractor must produce Performance Improvement Projects annually and must adhere to the identified needed
improvements.

*The Contractor must maintain an Outcomes Assessment process and must establish processes for improving
outcomes.

*The Contractor must conduct participant and provider satisfaction surveys and must incorporate such feedback into
its policies, procedures and operations.

*The Contractor must report its performance annually to the State using standard measures provided by the State.
*The Contractor must use industry recognized methodologies to analyze quality assurance data such as Six Sigma.
*The Contractor must monitor performance of its provider network and have a plan for improving the network’s
performance.
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*The Contractor must conduct utilization management activities and respond to over and under-utilization.

*The Contractor must establish a compliance program and conduct surveillance activities for fraud and abuse issues
and must report on these findings.

*The Contractor must develop a Disaster Recovery Plan that describes how they will manage services in the event of a
disaster.

3. Provider Selection Process

Idaho Medicaid must follow the State's formal procurement process to select the managed care provider. This
involves publishing a request for proposal (RFP) on the Internet for worldwide solicitation of bids for proposals. The
Contractor that submits the proposal that most closely meets all of the requirements defined in the RFP will be
awarded the contract. The specific requirements are defined in the RFP, subsection 3.8, Business Information.

4. Criteria Used to Select the Provider Under the Waiver (with weights)

The proposals that are submitted in response to the RFP are evaluated according to the following weighted categories:
* Business Information 240 points

* Organizational and Staffing 80 points

* Scope of Work 480 points

* Cost 200 points

* Total Points 1000

Section A: Program Description

Part IV: Program Operations
A. Marketing (1 of 4)

1. Assurances

| The State assures CMS that it complies with section 1932(d)(2) of the Act and 42 CFR 438.104 Marketing

activities; in so far as these regulations are applicable.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

| The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for

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

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care

regulations do not apply.
Section A: Program Description

Part IV: Program Operations
A. Marketing (2 of 4)

2. Details
a. Scope of Marketing

1. |v| The State does not permit direct or indirect marketing by MCO/PIHP/PAHP/PCCM or selective
contracting FFS providers.
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2. The State permits indirect marketing by MCO/PIHP/PAHP/PCCM or selective contracting FFS
providers (e.g., radio and TV advertising for the MCO/PIHP/PAHP or PCCM in general).

Please list types of indirect marketing permitted:

3. The State permits direct marketing by MCO/PIHP/PAHP/PCCM or selective contracting FFS
providers (e.g., direct mail to Medicaid beneficiaries).

Please list types of direct marketing permitted:

Section A: Program Description

Part IV: Program Operations
A. Marketing (3 of 4)

2. Details (Continued)

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

1. The State prohibits or limits MCOs/PIHPs/PAHPs/PCCMs/selective contracting FFS providers
from offering gifts or other incentives to potential enrollees.

Please explain any limitation or prohibition and how the State monitors this:

2. The State permits MCOs/PIHPs/PAHPs/PCCMs/selective contracting FFS providers to pay their

marketing representatives based on the number of new Medicaid enrollees he/she recruited into the
plan.

Please explain how the State monitors marketing to ensure it is not coercive or fraudulent:

3. The State requires MCO/PIHP/PAHP/PCCM/selective contracting FFS providers to translate

marketing materials.

Please list languages materials will be translated into. (If the State does not translate or require
the translation of marketing materials, please explain):

The State has chosen these languages because (check any that apply):
a. The languages comprise all prevalent languages in the service area.

Please describe the methodology for determining prevalent languages:
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The languages comprise all languages in the service area spoken by approximately

percent or more of the population.
c. Other

Please explain:

Section A: Program Description

Part IV: Program Operations

A. Marketing (4 of 4)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part IV: Program Operations

B. Information to Potential Enrollees and Enrollees (1 of 5)

1. Assurances

| The State assures CMS that it complies with Federal Regulations found at section 1932(a)(5) of the Act and

42 CFR 438.10 Information requirements; in so far as these regulations are applicable.
The State seeks a waiver of a waiver of section 1902(a)(4) of the Act, to waive one or more of more of the

regulatory requirements listed above for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

| The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for

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

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care

regulations do not apply.
Section A: Program Description

Part IV: Program Operations

B. Information to Potential Enrollees and Enrollees (2 of 5)

2. Details
a. Non-English Languages

1. || Potential enrollee and enrollee materials will be translated into the prevalent non-English
languages.
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Please list languages materials will be translated into. (If the State does not require written
materials to be translated, please explain):

Spanish
If the State does not translate or require the translation of marketing materials, please explain:

The State defines prevalent non-English languages as: (check any that apply):
a. The languages spoken by significant number of potential enrollees and enrollees.

Please explain how the State defines “significant.”:

b. /| The languages spoken by approximately 5.00 | percent or more of the
potential enrollee/enrollee population.
c. Other

Please explain:

Please describe how oral translation services are available to all potential enrollees and enrollees,
regardless of language spoken.

The IBHP contract requires the Contractor to establish policies to ensure members have access to
oral interpretive services that are available throughout the statewide provider network.

The IBHP contract was recently amended to ensure oral interpretation services are offered to
members free of charge and members are informed that oral interpretation is available in any
language.

The State will have a mechanism in place to help enrollees and potential enrollees understand the

managed care program.
Please describe:

Program materials are provided to newly enrolled members when they receive Medicaid and
periodically thereafter. They are instructed how to access customer service staff who can answer
question either face-to-face or by telephone. The handbook is also available on the web site or by
hard copy if they request it.

Section A: Program Description

Part IV: Program Operations

B. Information to Potential Enrollees and Enrollees (3 of 5)
2. Details (Continued)
b. Potential Enrollee Information
Information is distributed to potential enrollees by:

State
Contractor

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

Section A: Program Description

Part IV: Program Operations

B. Information to Potential Enrollees and Enrollees (4 of 5)
2. Details (Continued)
c. Enrollee Information
The State has designated the following as responsible for providing required information to enrollees:

the State
State contractor

Please specify:

| The MCO/PIHP/PAHP/PCCM/FFS selective contracting provider.

Section A: Program Description

Part IV: Program Operations

B. Information to Potential Enrollees and Enrollees (5 of 5)

Additional Information. Please enter any additional information not included in previous pages:

The IBHP Contractor provides informational materials to members regarding the IBHP benefits and management. The State
has collaborated with the Contractor to ensure the information contained in the member handbook, contractor website, and
provider materials are accurate and current. The Contractor has committed to enhancing their efforts to fully educate
members, families, providers, and other stakeholders about the EPSDT program, it's purpose and application process.
Contract amendments were recently completed to ensure members are fully informed of language services and access to
program staff who can address questions and explain IBHP benefits, in accordance with 42 CFR 438.10(c).

Section A: Program Description

Part IV: Program Operations

C. Enrollment and Disenrollment (1 of 6)

1. Assurances

The State assures CMS that it complies with section 1932(a)(4) of the Act and 42 CFR 438.56

Disenrollment; in so far as these regulations are applicable.
| The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs. (Please check this item if the State has requested a waiver
of the choice of plan requirements in section A.I.C.)

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The State has requested a waiver of 1902(a)(4) provisions as the Idaho Behavioral Health Plan requires
mandatory enrollment into a single, statewide PAHP.
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| The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for

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

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care

regulations do not apply.
Section A: Program Description

Part IV: Program Operations

C. Enrollment and Disenrollment (2 of 6)

2. Details

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

a. Outreach

' The State conducts outreach to inform potential enrollees, providers, and other interested parties of the
managed care program.

Please describe the outreach process, and specify any special efforts made to reach and provide
information to special populations included in the waiver program:

There are no special populations distinguished in this waiver.

Prior to the implementation of the approved IBHP waiver, the State notified all current eligible Members,
and mental health and substance use disorder providers enrolled under IDHW's current network of the
following:

1. Creation of the Idaho Behavioral Health Plan

2. An explanation of how the new managed care plan works; and

3. The Contractor's contact information: toll-free number, mailing address, and website.

Idaho Medicaid automatically enrolls eligible Medicaid beneficiaries on a mandatory basis into the PAHP
under this waiver authority. IDHW provides general program information about the IBHP to stakeholders
through the IDHW website and through publication and web posting of the Idaho Medicaid participant
handbook and Idaho Medicaid provider handbook.

Program materials developed by the Contractor are reviewed and approved by IDHW prior to being
distributed to enrolled Members by the Contractor as required in the contract.

Section A: Program Description

Part IV: Program Operations

C. Enrollment and Disenrollment (3 of 6)

2. Details (Continued)
b. Administration of Enrollment Process

| State staff conducts the enrollment process.
The State contracts with an independent contractor(s) (i.e., enrollment broker) to conduct the

enrollment process and related activities.
The State assures CMS the enrollment broker contract meets the independence and freedom

from conflict of interest requirements in section 1903(b) of the Act and 42 CFR 438.810.

Broker name:
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Please list the functions that the contractor will perform:
choice counseling

enrollment
other

Please describe:

State allows MCO/PIHP/PAHP or PCCM to enroll beneficiaries.

Please describe the process:

Section A: Program Description

Part IV: Program Operations
C. Enrollment and Disenrollment (4 of 6)

2. Details (Continued)

c. Enrollment . The State has indicated which populations are mandatorily enrolled and which may enroll on a
voluntary basis in Section A.LE.

This is a new program.

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

This is an existing program that will be expanded during the renewal period.

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

If a potential enrollee does not select an MCO/PIHP/PAHP or PCCM within the given time frame, the

potential enrollee will be auto-assigned or default assigned to a plan.
i.

Potential enrollees will have day(s) / month(s) to choose a plan.
ii. There is an auto-assignment process or algorithm.

In the description please indicate the factors considered and whether or not the auto-
assignment process assigns persons with special health care needs to an
MCO/PIHP/PAHP/PCCM who is their current provider or who is capable of serving their
particular needs:

| The State automatically enrolls beneficiaries.
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on a mandatory basis into a single MCO, PIHP, or PAHP in a rural area (please also check item

ALC.3).
| on a mandatory basis into a single PIHP or PAHP for which it has requested a waiver of the

requirement of choice of plans (please also check item A.I.C.1).
on a voluntary basis into a single MCO, PIHP, or PAHP. The State must first offer the beneficiary a

choice. If the beneficiary does not choose, the State may enroll the beneficiary as long as the
beneficiary can opt out at any time without cause.

Please specify geographic areas where this occurs:

The State provides guaranteed eligibility of months (maximum of 6 months permitted) for

MCO/PCCM enrollees under the State plan.
The State allows otherwise mandated beneficiaries to request exemption from enrollment in an

MCO/PIHP/PAHP/PCCM.

Please describe the circumstances under which a beneficiary would be eligible for exemption from
enrollment. In addition, please describe the exemption process:

| The State automatically re-enrolls a beneficiary with the same PCCM or MCO/PIHP/PAHP if there is a
loss of Medicaid eligibility of 2 months or less.

Section A: Program Description

Part IV: Program Operations
C. Enrollment and Disenrollment (5 of 6)

2. Details (Continued)
d. Disenrollment

The State allows enrollees to disenroll from/transfer between MCOs/PIHPs/PAHPs and PCCMs.

Regardless of whether plan or State makes the determination, determination must be made no later than the
first day of the second month following the month in which the enrollee or plan files the request. If
determination is not made within this time frame, the request is deemed approved.

i. Enrollee submits request to State.
ii. Enrollee submits request to MCO/PIHP/PAHP/PCCM. The entity may approve the request, or
refer it to the State. The entity may not disapprove the request.
fii. Enrollee must seek redress through MCO/PIHP/PAHP/PCCM grievance procedure before

determination will be made on disenrollment request.
| The State does not permit disenrollment from a single PIHP/PAHP (authority under 1902 (a)(4)

authority must be requested), or from an MCO, PIHP, or PAHP in a rural area.
The State has a lock-in period (i.e. requires continuous enrollment with MCO/PIHP/PAHP/PCCM) of

months (up to 12 months permitted). If so, the State assures it meets the requirements of 42
CFR 438.56(c).

Please describe the good cause reasons for which an enrollee may request disenrollment during the lock-
in period (in addition to required good cause reasons of poor quality of care, lack of access to covered
services, and lack of access to providers experienced in dealing with enrollee’s health care needs):
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The State does not have a lock-in, and enrollees in MCOs/PIHPs/PAHPs and PCCMs are allowed to

terminate or change their enrollment without cause at any time. The disenrollment/transfer is effective no
later than the first day of the second month following the request.
The State permits MCOs/PIHPs/PAHPs and PCCMs to request disenrollment of enrollees.

i. MCO/PIHP/PAHP and PCCM can request reassignment of an enrollee.

Please describe the reasons for which enrollees can request reassignment

ii. The State reviews and approves all MCO/PIHP/PAHP/PCCM-initiated requests for enrollee
transfers or disenrollments.
fii. If the reassignment is approved, the State notifies the enrollee in a direct and timely manner of

the desire of the MCO/PIHP/PAHP/PCCM to remove the enrollee from its membership or
from the PCCM’s caseload.
iv. The enrollee remains an enrollee of the MCO/PIHP/PAHP/PCCM until another

MCO/PIHP/PAHP/PCCM is chosen or assigned.
Section A: Program Description

Part IV: Program Operations

C. Enrollment and Disenrollment (6 of 6)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part IV: Program Operations
D. Enrollee Rights (1 of 2)

1. Assurances

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

Enrollee Rights and Protections.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

| The CMS Regional Office has reviewed and approved the MCO, PIHP, PAHP, or PCCM contracts for

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

This is a proposal for a 1915(b)(4) FFS Selective Contracting Program only and the managed care

regulations do not apply.
| The State assures CMS it will satisfy all HIPAA Privacy standards as contained in the HIPAA rules found at

45 CFR Parts 160 and 164.
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Section A: Program Description

Part IV: Program Operations
D. Enrollee Rights (2 of 2)

Additional Information. Please enter any additional information not included in previous pages:
Member rights information is distributed to members by the Contractor in the member handbook in accordance with the
contract requirements and 42 CFR 438.10(f)(6).

Section A: Program Description

Part IV: Program Operations
E. Grievance System (1 of 5)

1. Assurances for All Programs States, MCOs, PIHPs, PAHPs, and States in PCCM and FFS selective contracting
programs are required to provide Medicaid enrollees with access to the State fair hearing process as required under 42
CFR 431 Subpart E, including:

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

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

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

| The State assures CMS that it complies with section 1932(a)(4) of the Act and 42 CFR 438.56

Disenrollment; in so far as these regulations are applicable.
Section A: Program Description

Part IV: Program Operations
E. Grievance System (2 of 5)

2. Assurances For MCO or PIHP programs. MCOs/PIHPs are required to have an internal grievance system that
allows an enrollee or a provider on behalf of an enrollee to challenge the denial of coverage of, or payment for services
as required by section 1932(b)(4) of the Act and 42 CFR 438 Subpart H.

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

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the MCO or PIHP contracts for compliance with the

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

Section A: Program Description

Part IV: Program Operations
E. Grievance System (3 of 5)

3. Details for MCO or PIHP programs
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a. Direct Access to Fair Hearing

The State requires enrollees to exhaust the MCO or PIHP grievance and appeal process before enrollees

may request a state fair hearing.
The State does not require enrollees to exhaust the MCO or PIHP grievance and appeal process before

enrollees may request a state fair hearing.
b. Timeframes

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

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

c. Special Needs

The State has special processes in place for persons with special needs.

Please describe:

Section A: Program Description

Part IV: Program Operations

E. Grievance System (4 of 5)

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

| The State has a grievance procedure for its PCCM and/or || PAHP program characterized by the following

(please check any of the following optional procedures that apply to the optional PCCM/PAHP grievance
procedure):
The grievance procedures are operated by:

the State

the State’s contractor.

Please identify:
the PCCM
| the PAHP
' Requests for review can be made in the PCCM and/or PAHP grievance system (e.g. grievance, appeals):

Please describe:

Optum has implemented a grievance process that offers two levels of appeals. Grievance reviews (same as
appeals per Contractor language usage) are conducted by a board-certified psychiatrist or addiction-medicine
specialist employed by Optum. A member's use of the Contractor's grievance process does not delay or eliminate
a member's right to a fair hearing from the State.

Has a committee or staff who review and resolve requests for review.

Please describe if the State has any specific committee or staff composition or if this is a fiscal agent, enrollment
broker, or PCCM administrator function:
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| Specifies a time frame from the date of action for the enrollee to file a request for review.

Please specify the time frame for each type of request for review:

The Member, or person acting on behalf of the Member, must file a first level grievance within 28 days of
Optum's action. A second level grievance must be filed within 28 days of notification of the first level grievance
outcome. A member can choose to request a fair hearing with the State directly or in conjunction with the filing
of an any Optum grievance.

| Has time frames for resolving requests for review.

Specify the time period set for each type of request for review:

Grievance decisions must occur within 30 days of receipt. An expedited first level grievance review is done if the
standard time frame could seriously jeopardize the Member’s life or health or ability to attain, maintain, or regain
maximum function. In this case, a decision will occur as quickly as the Member’s health condition requires but
no later than three business days after the request.

« Establishes and maintains an expedited review process.

Please explain the reasons for the process and specify the time frame set by the State for this process.

An expedited review process for appeals exists when it is determined that standard processing time could
seriously jeopardize the Member's life, health or ability to attain, maintain, or regain maximum functioning. The
Contractor must resolve each expedited appeal and provide notice, within three (3) working days after the
Contractor receives the appeal.

| Permits enrollees to appear before State PCCM/PAHP personnel responsible for resolving the request for review.

| Notifies the enrollee in writing of the decision and any further opportunities for additional review, as well as the

procedures available to challenge the decision.
 Other.

Please explain:

Second level grievances are acknowledged in writing within five days of receipt and are conducted by a different
professional with like-credentials as the initial reviewer. The second-level reviewer can have no involvement in
the previous determination. Optum sends notice of decisions within thirty (30) days from the date of receipt.

Section A: Program Description

Part IV: Program Operations
E. Grievance System (5 of 5)

Additional Information. Please enter any additional information not included in previous pages:

Section A: Program Description

Part IV: Program Operations

F. Program Integrity (1 of 3)

1. Assurances

| The State assures CMS that it complies with section 1932(d)(1) of the Act and 42 CFR 438.610 Prohibited

Affiliations with Individuals Barred by Federal Agencies. The State assures that it prohibits an MCO, PCCM,
PIHP, or PAHP from knowingly having a relationship listed below with:
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1. An individual who is debarred, suspended, or otherwise excluded from participating in procurement
activities under the Federal Acquisition Regulation or from participating in nonprocurement activities
under regulations issued under Executive Order No. 12549 or under guidelines implementing
Executive Order No. 12549, or

2. An individual who is an affiliate, as defined in the Federal Acquisition Regulation, of a person
described above.

The prohibited relationships are:

1. A director, officer, or partner of the MCO, PCCM, PIHP, or PAHP;

2. A person with beneficial ownership of five percent or more of the MCO’s, PCCM’s, PIHP’s, or
PAHP’s equity;

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

| The State assures that it complies with section 1902(p)(2) and 42 CFR 431.55, which require section 1915(b)

waiver programs to exclude entities that:
(ould be excluded under section 1128(b)(8) of the Act as being controlled by a sanctioned
individual;
s a substantial contractual relationship (direct or indirect) with an individual convicted of certain
crimes described in section 1128(b)(8)(B) of the Act;
Bnploys or contracts directly or indirectly with an individual or entity that is
paecluded from furnishing health care, utilization review, medical social services, or
administrative services pursuant to section 1128 or 1128A of the Act, or
cbuld be exclude under 1128(b)(8) as being controlled by a sanctioned individual.

Section A: Program Description

Part IV: Program Operations

F. Program Integrity (2 of 3)

2. Assurances For MCO or PIHP programs

The State assures CMS that it complies with section 1932(d)(1) of the Act and 42 CFR 438.608 Program

Integrity Requirements, in so far as these regulations are applicable.
State payments to an MCO or PIHP are based on data submitted by the MCO or PIHP. If so, the State assures

CMS that it is in compliance with 42 CFR 438.604 Data that must be Certified, and 42 CFR 438.606 Source,
Content, Timing of Certification.
The State seeks a waiver of section 1902(a)(4) of the Act, to waive one or more of the regulatory

requirements listed for PIHP or PAHP programs.

Please identify each regulatory requirement for which a waiver is requested, the managed care program(s)
to which the waiver will apply, and what the State proposes as an alternative requirement, if any:

The CMS Regional Office has reviewed and approved the MCO or PIHP contracts for compliance with the

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

Section A: Program Description

Part IV: Program Operations
F. Program Integrity (3 of 3)

Additional Information. Please enter any additional information not included in previous pages:
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Section B: Monitoring Plan

Part I: Summary Chart of Monitoring Activities

Summary of Monitoring Activities (1 of 3)

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

Please note:
= MCO, PIHP, and PAHP programs:
= There must be at least one checkmark in each column.
= PCCM and FFS selective contracting programs:
= There must be at least one checkmark in each column under “Evaluation of Program Impact.”
= There must be at least one check mark in one of the three columns under “Evaluation of Access.”
= There must be at least one check mark in one of the three columns under “Evaluation of Quality.”

Summary of Monitoring Activities: Evaluation of Program Impact

Evaluation of Program Impact
Information
Enroll Program to
Monitoring Activity Choice Marketing Disenroll Integrity Beneficiaries |Grievance
Accreditation for Non- MCO MCO MCO MCO MCO MCO
duplication PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Accreditation for MCO MCO MCO MCO MCO MCO
Participation PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP | PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Consumer Self-Report data MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Data Analysis (non-claims) MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP | PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Enrollee Hotlines MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Focused Studies
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Evaluation of Program Impact
Information
Enroll Program to
Monitoring Activity Choice Marketing Disenroll Integrity Beneficiaries |Grievance
MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Geographic mapping MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Independent Assessment MCO MCO MCO MCO MCO MCO
PIHP PIHP PIHP PIHP PIHP PIHP
PAHP PAHP PAHP | PAHP PAHP PAHP
PCCM PCCM PCCM PCCM PCCM PCCM
FFS FFS FFS FFS FFS FFS
Measure any Disparities by MCO MCO MCO MCO MCO MCO
Racial or Ethnic Groups PIHP 