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CHAPTER I

KENPAC OVERVIEW
I.A
Purpose of the Concept Paper

The Commonwealth of Kentucky is considering the procurement of an Administrative Services Organization (ASO) to manage the Kentucky Patient Access and Care Program (KenPAC), the Primary Care Case Management (PCCM) program in the Commonwealth that provides services to approximately 328,000 Medicaid recipients and approximately 51,000 children enrolled in the Kentucky Children’s Health Insurance Program (KCHIP).  The purpose of this concept paper is to outline the major program components under consideration for comment.  The program will be further defined and discussed at a concept conference to be held in Frankfort, Kentucky on August 29, 2002, from 10:00 a.m. EST to 12:00 noon EST, at 1024 Capitol Center Drive, Suite 320, Frankfort, Kentucky (See Next Steps section).  The Commonwealth invites interested parties to attend the conference and to provide comments on the material provided in this paper, in accordance with the Timetable outlined in the Next Steps section.  Assuming receipt of necessary approvals to move forward, the conference and comment period may be followed by the release of a formal Request for Proposals (RFP).  The requirements in this Concept Paper are in no way final or represent what may be contained in an RFP.  The release of this paper does not constitute an obligation to proceed with procurement or award a contract or to pay any costs incurred in preparation of a response to this Concept Paper.

I.B
Concept Paper Process

This Concept Paper is being issued by the Finance and Administration Cabinet, Department for Administration.

The Commonwealth is seeking your input through participation in a Concept Conference and through a written response.

All responses and inquiries concerning this Concept Paper should be directed in writing to:

Donald R. Speer, Commissioner

Department for Administration

Finance and Administration Cabinet

Room 362, Capitol Annex

Frankfort, Kentucky 40601

Phone: (502) 564-2317

FAX: (502) 564-4279

don.speer@mail.state.ky.us
From the issue date of this Concept Paper until the responses are due, vendors shall not individually communicate with any Commonwealth staff concerning this Concept Paper except as referenced above.  Written inquiries will only be accepted until 4:30 p.m. EST, September 12, 2002.  

Comments and questions concerning the Concept Paper are due on or before 4:30 p.m. EST, September 12, 2002.   Comments should be submitted in hardcopy, with optional electronic information submitted only in addition to the written response.  Any electronic information should be submitted on diskette (formatted in Microsoft Word which has been virus scanned prior to submission).  Respondents should include their names on diskettes sent to the Commonwealth.  The virus scanning tool used is also to be identified on the diskette label.

The outside cover of the package containing the response to this Concept Paper is to be marked:
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I.C
Medicaid Managed Care History

KenPAC was originally implemented in 1985 under the authority of a 1915(b) waiver as the Commonwealth’s first Medicaid managed care program.  Under the original design, AFDC and AFDC-related populations were required to enroll and select a Primary Care Case Manager.  KenPAC providers were paid a case management fee of three dollars per member per month to manage care.  Although KenPAC showed early signs of success at controlling costs, the Commonwealth ultimately decided to pursue implementation of a risk-based managed care program.  In 1995, the Commonwealth sought an 1115 waiver to operate “The Partnership Program” on a statewide basis.  The waiver was predicated on the establishment of health care partnerships, coalitions of medical providers in both the public and private sectors, who would come together to provide comprehensive medical services through integrated service delivery networks to Medicaid beneficiaries living in a designated region of the Commonwealth.  

These health care partnerships were to participate in the Medicaid program as comprehensive risk-based entities paid an actuarially sound capitation rate per member per month.  The partnerships would serve as sole-source managed care providers in their respective regions and virtually all Medicaid beneficiaries in the region would be assigned to the plan.  Initially, two such partnerships were developed and implemented—University Healthcare in Region Three of the Commonwealth (Louisville/Jefferson County and its 15 surrounding counties) and Kentucky Health Select in Region Five (Lexington/Fayette County and its 22 surrounding counties).  Initially, these two partnerships demonstrated the efficacy of the concept and medical outcomes began to improve even as costs were held somewhat below the actuarially determined upper payment limit.  Beneficiaries also reported increased satisfaction with their medical care.  At one time, the Commonwealth intended to phase-out the KenPAC program as the Partnership Program expanded to all regions of the Commonwealth.  However, debate continued about the quality of managed care and providers in many parts of the state resisted aligning with a risk-based managed care product.  Furthermore, in 1999, the Region 5 partnership notified the Department for Medicaid Services (DMS) that it planned to dissolve the Partnership, primarily over widespread dissatisfaction with federally mandated reporting requirements, and what they felt were unacceptable profit margins.  

Since there have been neither partnerships nor voluntary Health Maintenance Organizations operating outside of Region 3, delivery of Medicaid Services has been largely unmanaged.  Preliminary data shows that costs and utilization of services are above the norm in comparison to programs in other states.  

I.D
KenPAC Program Overview

The KenPAC program provides a “medical home” to all enrollees in the program.  Each enrollee selects or is assigned to a participating primary care provider (PCP) who is responsible for providing primary medical care, authorizing referrals to specialty care and providing access to care 24 hours seven days a week.  The stated purpose of this program is to:

1) Assure needed access to care;

2) Provide for continuity of services;

3) Strengthen the patient/physician relationship;

4) Promote the educational and preventive aspects of health care;

5) Prevent unnecessary utilization and cost; and

6) Improve the quality of care received. 

Currently, KenPAC operates in 102 counties in the State.  A Medicaid recipient included in one of the following categories is required to receive Medicaid services through KenPAC:1
1) Aid to Families with Dependent Children-related;

2) Family related;

3) Poverty related women and children;

4) Kentucky Children’s Health Insurance Program (KCHIP);

5) Supplemental Security Income (SSI) recipients age nineteen (19) and above;

6) SSI-related; or

7) Receiving State supplementation.

In July 2000, The Commonwealth expanded enrollment to adults ages 19 and over receiving Supplemental Security Insurance.2  

The KenPAC program now operates under the authority of the Balanced Budget Act of 1997, which permits states to operate mandatory managed care without obtaining a waiver of federal requirements for certain populations.

Under the current KenPAC program, PCPs contract directly with the Commonwealth.  They currently receive a case management fee of four dollars ($4.00) per member per month for each Medicaid recipient for whom they act as a PCP and are reimbursed on a fee-for-service basis for services provided.  There are approximately 1,300 providers participating in the program.  Providers must agree to supervise, coordinate and provide initial and primary care, initiate referrals for specialty care, maintain hospital admitting privileges (or a formal agreement with a provider who maintains privileges), and provide access to care 24 hours a day, seven (7) days a week.  The types of providers that may participate in KenPAC include:

1) A licensed primary care physician who is a doctor of medicine or osteopathy and who is a general practitioner, family practitioner, pediatrician, internist, obstetrician or gynecologist;

2) A licensed, certified advanced registered nurse practitioner who has a “Collaborative Practice Agreement for Prescriptive Authority” and has a signed agreement with a primary care physician for back-up twenty-four hours per day seven (7) days a week for needed prescriptions and other primary care services outside the scope of practice of the advanced registered nurse practitioner;

3) A physician group who bills the department using a group practice Medicaid number.

4) A licensed primary care center operating under physician supervision which has at least one (1) full-time equivalent primary care physician who is a general practitioner, family practitioner, doctor of osteopathy, obstetrician or gynecologist;

5) A licensed rural health clinic operating under physician supervision by a primary care physician who is a general practitioner, family practitioner, doctor of osteopathy, obstetrician or gynecologist;

6) A licensed physician specialist who is a doctor of medicine or osteopathy if the specialist agrees to serve as a primary care provider and agrees to perform all the duties and responsibilities established in the KenPAC provider agreement.

PCPs in the KenPAC program are responsible for authorizing:

· Primary care provider and physician specialty services;

· Hospital inpatient and outpatient services;

· Ambulatory surgical center services;

· Primary care center and rural health clinic services;

· Home health services;

· Durable medical equipment;

· Laboratory and radiological services; 

· Physical therapy, occupational therapy, and speech therapy;

· Pharmacy services prescribed by the PCP.

Currently, covered Medicaid services in the following categories do not require authorization from a KenPAC PCP:

· Chiropractic care;

· Dental, vision, and hearing services;

· EPSDT screening services provided by EPSDT clinics;

· Mental health services;

· Obstetrical and family planning services; 

· Podiatry services;

· Transportation services;

· New born care services;

· Emergency services (access to emergency care or services for treatment of an emergency condition shall be made available in accordance with the prudent layperson standard;

· Public Health Department preventive services.

I.E
KenPAC Enhancements

The Commonwealth announced a series of enhancements for KenPAC in July 2000.  The purpose of these enhancements was to improve accountability among providers, increase quality and decrease inappropriate cost and utilization of services.  These enhancements included the following:

Population Expansion

Eligibility for KenPAC was expanded in July 2000 to include eligible adult SSI recipients in order to increase access to services and manage inappropriate cost and utilization of services.  Since the SSI population generally uses more services relative to other Medicaid recipients, it was anticipated that there would be significant opportunities for savings by requiring SSI recipients to establish a medical home.  

Provider Recognition

In an effort to recognize provider participation in KenPAC, the monthly case management fee paid to KenPAC providers was increased in July 2000 from three dollars ($3.00) per member per month to four dollars ($4.00) per member per month for the first time since it was established in 1985.  And, to encourage providers to continue to accept enrollees, the Commonwealth established a one-time “Access to Care Incentive” which provided an additional payment to any provider that agreed to enroll 20 additional KenPAC enrollees.

PCP Assignment and Open Enrollment

In order to maintain the continuity of the PCP and KenPAC enrollee relationship, and thereby increase the opportunity for the PCP to direct care, the Commonwealth is implementing a new PCP assignment policy under the authority of the Balanced Budget Act of 1997.  Under this policy, effective October 1, 2002, enrollees will have ninety days after enrolling in KenPAC to switch PCPs for any reason.  Once these ninety days are over, the enrollee will not have an opportunity to switch PCPs again until their one-year enrollment anniversary date, except for cause.  

I.F
Lessons Learned

From its original experience with the plan for Medicaid Partnerships, the Commonwealth learned that certain geographic areas do not lend themselves to a capitated Medicaid managed care program and that a primary care case management program is a more appropriate model.  This model became even more attractive with the passage of the Balanced Budget Act of 1997, which allows a PCCM program to operate without a waiver under Section 4702.  At the same time, escalating costs and utilization trends showed that KenPAC was not achieving its goals relative to managing care.  While KenPAC provides a medical home and thus a framework for managing care for Medicaid recipients, data showed that utilization of services in the KenPAC program is high relative to other States’ Medicaid programs.  The Commonwealth still believes that providing Medicaid recipients with a medical home can improve coordination of services and result in more efficient use of services and cost savings; but, it has become apparent that PCPs do not have the tools they need to adequately manage care.  Clearly, successful care management depends on routine examination of raw data, analysis of the data, and use of the data to make informed decisions.

I.G
Current Landscape

As a result, the Commonwealth is considering the procurement of an ASO to perform these additional functions and to manage the KenPAC provider network.  In addition to utilization management, the ASO would provide PCPs with ongoing education and information on their performance in order to engage PCPs in the management of health services.  To date, PCCM providers receive little information from the Commonwealth on their enrollees, including health status, utilization patterns, peer comparisons or guidance on the use of clinical protocols.  

It is anticipated that the ASO would be responsible for a broad scope of services in administering the KenPAC program.  At a minimum, responsibilities of the ASO would include, but not be limited to: 


· data collection and analysis to support utilization management; 

· client education and PCP assignment; 

· development of an appropriate PCP network, including provider recruitment and education; 

· support services for KenPAC primary care providers which could include disease management and a help desk for the management of emergency service;

· suggestions for improving policies, regulations and restructuring payment methodologies to align with utilization management goals; 

· design and management of provider incentives; and

· measures to assure program integrity and management of the PCP assignment policy.


Using improved data collection methods, the ASO will focus on cost containment and utilization management for all KenPAC services including hospital, home health, pharmacy, durable medical equipment and diagnostics, with a special emphasis on management of care for high cost utilizers.

Since Medicaid provides an array of clinical services, utilization management requires clinical expertise and state of the art expertise in keeping up with the ever changing managed care landscape.  In addition, successful utilization management will require routine examination of raw data, analysis of data, and preparation of usable data for submission to the Cabinet to support the Cabinet’s ability to make informed policy decisions.  This data must also be able to be shared with providers through profiling on a case-mix adjusted basis, to inform providers of their practice utilization as compared to their peers.  The critical need for both cutting-edge clinical expertise and data-based utilization management will be key to the Cabinet for Health Services and DMS decision to procure services of an ASO to assist in management of the KenPAC program.

CHAPTER II

INTERACTION WITH DEPARTMENT FOR MEDICAID SERVICES (DMS) AND ITS VENDORS

The ASO would be required to interact with DMS and its existing vendors, at least until such time as the Commonwealth is able to consider consolidation of certain functions.  Currently, KenPAC enrollment is completed by the Department for Community Based Services, Cabinet for Families and Children.  DMS also contracts with several organizations to perform utilization management, claims processing, non-emergency transportation and prior authorization of pharmacy services.

II.A
Department for Medicaid Services (DMS)

DMS is responsible for the Kentucky Medicaid program.  It will be expected that the ASO will serve as an agent of DMS with a resulting close working relationship.  The ASO’s performance will be monitored by DMS.   DMS will have the primary relationship with the Kentucky General Assembly and with providers and their associations.

II.B
Department for Community Based Services (DCBS), Cabinet for Families and Children

DCBS is responsible for the determination of Medicaid and KCHIP eligibility and also functions as the enrollment broker for the KenPAC program.  As the enrollment broker, DCBS currently assists enrollees with all aspects of their primary care provider (PCP) selection process utilizing the KAMES system.  Given the limitations of KAMES and the increasing complexity of the provider assignment system, it is anticipated that the ASO would assume responsibility for administering this process and providing support to the DCBS worker.  To do this, it is anticipated that the ASO would have to establish an interface to DCBS offices to provide access to the expanded provider file to be created and maintained by the ASO, and to receive information from DCBS on PCP assignments in order to maintain updated provider rosters.

II.C
Non-emergency Transportation

There are thirteen transportation brokers for 15 regions that handle the transportation needs for all Medicaid recipients.  These transportation services are available for non-emergency transport if the recipient is traveling to or from a Medicaid covered service, the service is medically necessary and free transportation or use of an appropriate, operational household vehicle is not available.  Since these transportation services are also available to KenPAC enrollees, the ASO would not have responsibility for non-emergency transportation.  At the same time, it is likely that there may be coordination and utilization issues that might well require some level of coordination with the brokers.  

II.D
Peer Review Organization

Currently the Peer Review Organization under contract to the state is responsible for prior authorization, concurrent review and retrospective review of services for the KenPAC program and the Medicaid non-KenPAC program.  This contract is currently under procurement and the scope of work for the PRO has been revised to limit prior authorization, concurrent review and retrospective review activities to populations that are not enrolled in KenPAC and services that are not available to KenPAC enrollees (e.g., home and community based service waivers).  However, it is anticipated that the ASO would be required to interact with the PRO as patients loose or gain eligibility for KenPAC.

II.E
UNISYS

Since a number of the responsibilities of the ASO would require extensive data analysis and impact existing functions, such as claims processing, the Commonwealth will provide the ASO with access to the Kentucky Medicaid Management Information System (KyMMIS), which is currently administered by UNISYS.  Data from a variety of sources, including the Kentucky Automated Management Eligibility System (KAMES) and State Data Exchange (SDX) is captured on KyMMIS (See diagram 1).  UNISYS performs many vital functions for the KenPAC program, including:

· Provider data maintenance

· Recipient data maintenance (for use in determining eligibility)

· KenPAC case management fee payment

· Claims processing

· Management and administrative reporting

· Prior authorization processing

· Drug utilization review

· Utilization review

· Ad-Hoc Reporting and Decision Support

II.F
Pharmacy Benefits Manager (PBM)

Since the Commonwealth participates in the Medicaid Drug Rebate Program and is required to include all participating manufacturers on its preferred drug formulary, the Commonwealth performs prospective and retrospective review of drugs as a cost containment initiative.  The Pharmacy Benefits Manager (PBM) for Kentucky Medicaid’s outpatient pharmacy program is MedImpact.  Currently a subcontractor to UNISYS, MedImpact provides pharmacy-consulting services for the Department’s pharmacy prior authorization program and provides technical consultation to the Pharmacy and Therapeutics Advisory Committee. While a significant portion of pharmacy program expenditures are associated with those populations not enrolled in KenPAC (persons dually eligible for Medicaid and Medicare), the ASO would be expected to influence prescription patterns for the KenPAC population through data analysis and provider education and intervention.  

CHAPTER III

ROLE OF THE ASO

The major functions of the ASO would include provider services, enrollment support, utilization management, quality assurance, management reporting and administration of the provider incentive program.  Initiatives of the ASO in areas such as case management, manual revisions, health care status measurements, prior authorization, and prenatal care management may require implementation of administrative regulations.  In addition, the conduct of provider appeals is governed by administrative regulations promulgated by both federal and state governments.  Work in these areas must be done in cooperation and collaboration with DMS program staff.  The ASO will be requested to demonstrate a working knowledge of the requirements of Chapter 13A of the Kentucky Revised Statutes governing administrative regulations, and Chapter 13B of the Kentucky Revised Statutes governing the conduct of administrative hearings.  A description of the major activities that the Commonwealth envisions will be included in each of these areas is provided in this chapter.  Throughout this section issues that are under consideration or areas in which the State is seeking additional input from potential bidders are marked with a lightening bolt.  

III.A
Provider Services

The ASO would serve as the primary interface with KenPAC providers.  As such, the ASO would be expected to regularly interact with local practitioners, and their respective professional associations, for feedback in administering the KenPAC program.  DMS believes that an open channel of communication, especially with the KenPAC PCPs, is essential to achieving success.  The ASO would also be responsible for activities designed to increase provider satisfaction with the KenPAC program, increase the number of participating KenPAC providers and increase provider awareness and compliance with KenPAC program requirements.  Specific responsibilities of the ASO would include development of an appropriate provider network, provider recruitment, credentialing and recredentialing, maintenance of a provider hotline, technical assistance and training, and development and distribution of a provider manual.  Providers have requested utilization reports to use as management tools.  The ASO would be expected to work with the providers to develop reports that are useful and informative.

Provider Recruitment

The ASO would be responsible for ongoing recruitment of primary care providers (PCPs) for KenPAC.  The number of participating providers must be sufficient at all times to provide enrollees with a choice of at least two providers with an open panel in the geographic area where the enrollee resides.  Today there are approximately 1,300 PCPs participating in KenPAC.  While there are KenPAC PCPs in almost all counties outside of Region 3, many providers have closed panels and are not accepting new KenPAC patients.  One of the first challenges for the ASO would be to recruit sufficient providers to provide timely access to services for all KenPAC enrollees.    Initially, the ASO would be required to target recruitment efforts in Clark, Daviess, Franklin, Fayette, Montgomery, Scott, Warren and Woodford counties.  The ASO would be required to recruit providers who are not currently participating in Medicaid.

· Please provide comments on any anticipated barriers to provider recruitment including activities that the Commonwealth can undertake to encourage participation.

Although provider agreements would be between PCPs and the Commonwealth, the ASO would facilitate provider enrollment by distributing provider applications, reviewing applications for accuracy and completeness, verifying that providers are properly licensed, registered or certified (see credentialing), responding to inquiries regarding the application status, and notifying providers of application approval or denial.  Once a provider is enrolled in KenPAC, the ASO would be responsible for the collection and maintenance of provider demographic data to be used to support the PCP selection process.  The ASO would be required to restructure the KenPAC provider agreement in light of any provider incentive program and other changes in the operation of the KenPAC program.

Credentialing and Recredentialing

Currently DMS verifies that all providers are properly licensed, registered or certified and that they do not appear on the sanctions report published by the US Department of Health and Human Services, Office of Inspector General/General Accounting Office.  The ASO would be responsible for that review and also for conducting a review of the following, potentially consistent with NCQA guidelines:


· Current, valid medical license;

· Status of clinical privileges in good standing at the hospital designated by the practitioner as the primary admitting facility;

· A valid DEA or CDS certificate;

· Verification of education and training;

· Proof of current malpractice insurance;

· History of any pending or settled professional liability claims;

· Review of malpractice and sanction activity utilizing the National Practitioner Data Bank;

· Review of sanctions or limitations on licensure utilizing the Federation of State Medical Boards;  

· Review of sanctions by either Medicare or Medicaid, and

· Five year work history and a current, signed attestation statement by the applicant regarding: a) reasons for any inability to perform essential functions of the position, with or without accommodation; and b) lack of present illegal drug use abuse.

Recredentialing would be performed every 2-3 years.

The ASO would be responsible for the development of a provider application designed to capture all information required for credentialing.

· Please provide comments on minimum credentialing standards to be incorporated in the ASO contract: NCQA versus Medicare.  What types of information should be verified from primary sources versus accepted as self-reported?

Provider Hot Line

DMS currently maintains a toll-free telephone number to assist KenPAC providers.  It is anticipated that responsibility for maintaining this toll free telephone line would be transferred to the ASO.  The ASO would staff the phone line 24 hours a day to respond to requests for authorization, assist providers in locating services, register complaints, and respond to inquiries about the program.  Telephone calls via this hotline should provide direct access to staff who are sufficiently knowledgeable about program policy and requirements to be able to respond immediately to provider inquiries.  The ASO must furnish a sufficient number of incoming lines and operator personnel to achieve minimum program-wide telephone response time and maximum wait time standards to be specified by the State.

· Please provide comments on minimum telephone response time statistics and maximum wait time standards to be considered for use as performance guarantees in the ASO contract

Technical Assistance and Training

Providing technical assistance and training to providers would be a fundamental, ongoing responsibility of the ASO.  The ASO would be required to hold formal training sessions related to Medicaid service topics, such as Early and Periodic Screening, Diagnosis and Treatment (EPSDT) requirements and provide technical assistance to providers and office staff on issues such as medical record documentation requirements, billing, claims processing, Medicaid policies and procedures, and interpretation of utilization management reports.

Training sessions would be required in each region of the state and the ASO would be encouraged to offer a variety of attendance options in order to maximize participation (e.g., video conference).  The number of workshops to be held will be determined by DMS.  In addition to presenting educational and training material of general interest to all providers, additional training and assistance will be required when changes in policy or procedures warrants such a session.

On a routine basis, the ASO would also provide in-service training on the KenPAC Program and Medicaid managed care requirements to newly recruited providers.

Provider Manual Development and Distribution

The ASO would be asked to review the current Medicaid primary care provider manual and recommend changes.  The ASO would draft for DMS a provider manual and relevant Medicaid bulletins, which would then be approved and issued by DMS.  In addition to production of a paper manual, the ASO would maintain current information on a KenPAC website.  The website may include a listing of provider specialists participating in Medicaid, fee-schedules and a secure prior authorization request tool.  The ASO may also update the provider manual via bulletins as benefit changes in the KenPAC program or procedural changes are made by the ASO.

· Please provide comments on the feasibility of establishing an Internet based prior authorization request procedure, which includes other option(s) for providers without web access.

Provider Appeals and Dispute Resolution

The ASO would be required to establish policies and procedures for administering an internal appeals and dispute resolution process.  These policies and procedures must be in keeping with Chapters 13A and 13B of the Kentucky Revised Statutes which govern administrative regulations and administrative hearings, respectively.  Whenever the ASO receives notice from providers regarding appeals or complaints, the ASO would provide written documentation of the appeal or complaint, and follow prospectively established procedures for appeals and complaints resolution.  The ASO would also provide the Department with a monthly report on the status of all appeals and complaints resolution, excluding claims adjustments, which will be resolved by UNISYS and would be required to make appropriate staff available to attend hearings for appeals that are directed to the Commonwealth.     

III.B
Enrollment Support
DCBS workers are responsible for enrollment of most Medicaid recipients and KCHIP enrollees into KenPAC.  DMS is currently assuming this function for the KenPAC eligible adult SSI population.  The ASO would support DCBS in a number of ways and assume full responsibility for enrollment of eligible adult SSI recipients into KenPAC.

Provider File Maintenance

The Provider Master File for Medicaid is maintained on the Kentucky Medicaid Management Information System (KyMMIS).  An extract from this file is provided to DCBS on a daily basis.  The data is used by DCBS workers who are responsible for determining eligibility for Medicaid and KCHIP, explaining the KenPAC program to eligible recipients and assisting recipients in selecting a PCP.  The file was designed to capture administrative data and the data elements available to the worker are limited to:  provider name, address, telephone number, site code (indicates county and office location), provider specialty, enrollment quota, and the number of enrollees currently assigned.  The ASO would be responsible for appending the downloaded file with supplemental information that would be useful to case workers and recipients in selecting a PCP, including, but not limited to, languages spoken and office hours.  In order for case workers to have access to these additional data elements the ASO would have to establish an electronic interface.  It is anticipated that the interface will be structured to provide workers with additional search capabilities.  For example, currently, the worker can search for providers by county, but cannot retrieve results by zip code.  Zip code search would allow workers to find available PCPs in an adjoining county and to ensure that an enrollee in a large county is not assigned to a PCP that is geographically remote. 

PCP Assignment

Individuals enrolled into KenPAC during an in-person eligibility interview will select their PCP while at the DCBS office.  For others, a notice is automatically generated by the Kentucky Automated Medicaid Eligibility System (KAMES) directing the enrollee to contact their worker within ten (10) days to select a PCP.  If the enrollee does not respond, a PCP is assigned.  As previously mentioned, the current provider assignment process leaves a lot to be desired, especially with regard to the limitations of the KAMES system for this purpose.  Therefore, it is expected that the ASO will administer the PCP selection and assignment process.  The ASO will still utilize DCBS caseworkers (for in-person occasions), but with improved technologies that do a better job of assuring the best possible fit between the needs of the recipient and the desires of the provider for his or her practice.  Likewise, the ASO would be responsible for maintaining the auto-assignment algorithm, providing 60 days advance notice of an upcoming annual change period, and maintaining the PCP rosters which are used to generate monthly case management payments.  

· Please provide comments on the proposal for the ASO to maintain an appended provider master file and the possibility of having the ASO take over responsibility for processing PCP change requests.  
Member Card 

Currently, the KAMES system (Cabinet for Families and Children) issues monthly paper Medicaid cards to recipients.  It is not anticipated at this time that the production of the Medicaid card would be moved to the ASO, though that could be considered.  The ASO may also decide that it is advantageous to issue a KenPAC membership card in addition to the monthly Medicaid card.

Enrollment Monitoring

The ASO will be expected to track enrollment changes on a regular basis and provide monthly or quarterly reports to DMS management.  Recipient enrollments and disenrollments have a profound consequence on the Medicaid program and yet they are currently insufficiently monitored.  While Medicaid management requires monitoring of enrollment for individuals, the DCBS system currently only records data in terms of cases, generally families.  It would be an added benefit if the ASO could help to resolve that difference, at least for purposes of generating reports.
Member Call Center

The ASO would furnish and maintain an administrative support toll-free line for members.  This support line should be available to members twenty-four hours a day and should be staffed with personnel who are knowledgeable about the Medicaid program in general, as well as the KenPAC program.  The ASO would be responsible for developing and implementing comprehensive training for all call center staff to ensure that accurate, complete and consistent answers are provided to all inquiries.  In addition, the ASO would ensure that call center staff are able to meet the cultural and linguistic needs of members in any service area.  The ASO would be required to have immediate access to translators, through a service such as the AT&T Universal Language Line.  Enrollees will be informed of the service at enrollment and may access the service for assistance during the course of a provider appointment or during the course of a telephone call.

Nurse Hotline

In addition to the member call center, the ASO would furnish and maintain a toll-free nurse hot line for members to use for general medical and self-care information.  The hot line would provide a triage function to support the PCP, serve as a resource if a PCP fails to provide appropriate 24-hour availability and provide a referral to another provider if the recipient’s assigned PCP is unavailable.  The telephone staff would be required to conduct a follow-up call to the PCP’s after-hours number to verify unavailability, to document the incident and to pursue the incident as a contract compliance issue.  This line is to be available to members 24 hours a day, 7 days a week.  

Member Education and Outreach

The ASO would develop and execute programs to inform clients about the Medicaid program, the KenPAC program and the benefits available to them.  In addition, the ASO would develop and execute programs to inform recipients of and encourage the use of preventive health services such as EPSDT using materials approved by DMS.

While delivering basic education about KenPAC and the role of PCPs to recipients is the responsibility of DCBS workers, the ASO will be required to produce member education material to be used by the worker and train workers on how to educate enrollees.  The member material would include, at a minimum, a member handbook that explains how the KenPAC program works, the member services toll-free number, how to access translation services, the nurse hotline number, availability of case management disease management, and prenatal programs, member rights and responsibilities, member appeal and complaint resolution process, member’s right to a fair hearing, covered services and benefits and appropriate use of medical services.  The ASO would be required to produce member materials in the languages of the major population groups served.  Any programs or materials developed by the ASO would require approval by DMS prior to implementation.

Health Assessment

The ASO may be asked to develop a procedure to assess the health care status of new KenPAC enrollees.  The goal of this requirement would be to identify those enrollees in need of services at the time of enrollment and to coordinate the timely provision of services.  Any such assessment would have to be designed in such a way that it did not overburden the DCBS worker.  Rather, it would have to be a simple instrument designed to identify enrollees who are pregnant, diabetic, asthmatic, or in on-going course of treatment at the time of enrollment.  This could be accomplished through the use of a questionnaire, developed by the ASO, which would be completed at the time of enrollment by the enrollee or with the assistance of the DCBS worker.  The information on the questionnaire would then be forwarded to the ASO and then to the PCP for use in identifying any special needs or conditions.

· Please provide comments on the requirement to assess the health status of new enrollees and the potential effectiveness of this type of activity 
III.C 
Utilization Management
It is anticipated that the ASO would be certified as a PRO or PRO-like entity to enable the Commonwealth to claim 75% federal match for functions eligible for this matching rate, including utilization management.

Referral Management

Under the KenPAC program, access to specialty care is subject to referral authorization by the PCP.  In order for a claim from a specialist to be authorized for payment it must have an authorization number, which is the identification number of the enrollee’s PCP.  Although the claims processing system has the ability to edit for this authorization number, the requirement for a referral to access specialty care has not been aggressively monitored or enforced.  A system which provides unique and secure provider specific authorization numbers would have to be developed by the ASO.  The ASO must establish a mechanism to allow PCPs to authorize specialty care and a procedure for authorizations to be sent to the specialist.  In addition, the ASO must establish a mechanism for the transmittal of data regarding valid referral authorizations to UNISYS.  

Prior Authorization

The ASO would establish a prior authorization procedure to allow payment for only those services that are medically necessary, appropriate and cost-effective.  The objective of this process will be to manage the inappropriate use of services.  The ASO would be required to propose prior authorization procedures, review requests for prior authorization and make determinations of medical necessity and appropriateness of care.  Examples of the types of services that currently require medical necessity screening or prior authorization include home health services and certain inpatient and outpatient services.  For members eligible for services under EPSDT, prior authorization to provide new treatments identified as needed in accordance with EPSDT that are not covered under the state plan, must be reviewed on a case-by-case basis.  

· Please provide comments on the feasibility of the ASO to complete the functions outlined in Chapter 3 while another vendor performs claims processing.  What processes need to be in place to ensure the success of the ASO?

Prospective, Concurrent and Retrospective Review
The ASO would be responsible for conducting precertification of all scheduled, elected inpatient admissions, as well as concurrent and retrospective review of all admissions to ensure the most efficient use of resources and medical necessity.  Review protocols proposed by the ASO to be applied to different types of services must provide for reviews to be conducted by personnel with appropriate clinical training and experience.  All personnel conducting clinical reviews must be actively supervised by the ASO’s Medical Director.

The ASO would maintain a complete, accurate and current log of all cases submitted by providers for review and must establish mechanisms for the timely transmission of utilization management authorization data to the claims administrator in the format required by the claims administrator to support processing and adjudication of subsequent claims submitted against that authorization.

The ASO would also be expected to utilize claims data to screen for patterns of over utilization and possible referral to the Lock-In program, for recipient over-utilizers.


· What type of procedures need to be implemented to coordinate utilization management activities of the ASO with the claims processor?

III.D
Quality Assurance

Medical Policy Development

While DMS will have primary responsibility for policies and regulations, it is expected that the ASO would assist the Cabinet/Department in providing analysis of DMS policies in light of actual utilization and requests for prior authorization.  Coordination of changes in policy between Medicaid business functions such as managed care, peer review, prior authorization, claims processing, and utilization management is essential to properly manage the program.

The ASO would take a lead role in providing analysis of medical policy by providing research, analysis, implementation support, and administrative management (including tracking and documentation) of Kentucky’s medical policies and related cost-containment activities.  The ASO must take a proactive approach to:

· Assessing operational issues related to existing medical policy;

· Evaluating input from providers, recipients, and operational activities;

· Completing policy impact analyses;

· Coordinating the resolution of issues that bridge operations and policy areas;

· Recommending new medical policy to address emerging issues; and

· Determining and analyzing indicators to evaluate utilization of services, access, preventive care, quality of care, and disease management.

Provider Benchmarking

To facilitate medical management of the KenPAC network, the ASO would furnish the required information systems capability and personnel to assist DMS in analyzing the practice profiles of KenPAC providers and to facilitate provider education and feedback programs.  

The ASO would prepare quarterly profiles, beginning with the current past four quarters as a starting point, of individual KenPAC providers (displaying at least the previous four quarters) and distribute reports presenting the findings of its profiling activity to each provider.  In addition to presenting historical summaries of the provider’s own utilization patterns with respect to specific categories of services, the reports prepared by the ASO would provide comparisons of the provider’s utilization in major categories compared to the aggregate experience of groups of providers designated by the Department to serve as normative peer groups.  These reports should provide a total picture of patient care by identifying services directly provided by the PCP, services authorized by the PCP and performed by other providers (e.g., specialty services) and services accessed directly by the enrollee (e.g., emergency room services).  Results should be case mix-adjusted to account for differences in the health status of enrollees.

The ASO would support this activity through staff or a subcontract.  In either case, they should have appropriate training and experience in claims profiling analysis, and analysis of the statistical validity of the findings generated by the ASO’s profiling activity.  Reports of behavior that is inconsistent with the program’s objective will be highlighted for intervention by the ASO.  Profiles, which are statistically outside of the norm, must be analyzed for indications of trends that should be either monitored for possible needed policy consideration and/or for potential intervention or referral.

The ASO should use these activities to identify general trends in the provision of care within KenPAC.  Some examples to study include, but are not limited to, provision of emergency care, changes in the number of emergency room visits, changes in the number of inpatient hospitalizations, the location of primary care visits (with the enrolled PCP or with other providers), specialty referrals and prescription patterns.

Prenatal Care Management

As an on-going quality improvement initiative the ASO would develop a prenatal care management program designed to increase opportunities for healthy birth outcomes.  The ASO would develop and implement a tracking system to support this initiative with the ability to identify, monitor and track pregnant KenPAC enrollees and pregnancy outcomes.  Low birth weights, which have been found to be a persistent problem in the Medicaid population, should be a focus of this program.  The ASO would be expected to monitor the following items:

· Maternal age

· Time of first prenatal visit (first, second or third trimester)

· Frequency of ongoing prenatal care

· Delivery outcome

· Miscarriages

· Live births

· Stillborns

· Type of delivery

· Vaginal

· Cesarean Section

· Vaginal Birth after Cesarean Section

· State of Newborn

· Well

· Complex

· Neonatal Sepsis

· Birth weight

· LOS for mother and child

Case Management

The ASO would develop a case management program for enrollees with high medical costs, targeted diagnoses, complex health needs and/or multiple coordination of care needs.  The objective of specialized case management would be to assist enrollees in gaining access to services and resources, promote continuity of care, improve member’s health outcomes and maximize effective, efficient use of resources.  Specialized case management would be provided to enrollees with complex, long term medical needs who meet one or more of the following criteria:  multiple, often multidisciplinary, providers; technology-dependent; frequent hospitalizations required; high risk for developing secondary disabilities or co-morbidities; or dually diagnosed, including a diagnosis of mental retardation or mental illness.  

As part of the quality assurance function, this program would track those members receiving specialized case management services by type of service received, diagnosis, and outcome.

Additionally, the ASO would assume care coordination functions for adult KenPAC eligible recipients who are referred to the DMS Lock-in Program, a program to manage recipients who have been referred due to inappropriate utilization.  

EPSDT Outreach and Tracking

The Medicaid program has recognized the importance of early intervention by creating the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program.  This program covers health check-ups, which are age appropriate, and provides for Medicaid services, including services that may not be specified in the Commonwealth’s Medicaid State Plan.  The Commonwealth must achieve an 80% participant ratio goal in the EPSDT program by October 1, 2006.  In order to achieve this goal, the following target milestone goals have been set:  a 50% participant ratio goal by October 1, 2003; a 60% participant ratio by October 1, 2004; and a 70% participant ratio goal by October 1, 2005.  DMS, through the ASO, must ensure that all eligible persons are informed of the EPSDT program within sixty (60) days of initial Medicaid eligibility determination and will annually reinform those EPSDT eligibles whose families have not utilized screening services during the year and to assist such eligibles in getting those services in a timely manner.  As part of its Quality Assurance program, the ASO would assist KenPAC providers to ensure that children are seen in accordance with the periodicity schedule and coordinate access to treatment services identified as needed during the course of a screening.  While the current incentive payments to PCPs were designed to encourage EPSDT compliance, the ASO will be expected to develop meaningful methods to encourage PCPs to perform, record and report EPSDT screenings and to monitor performance.  

The ASO would review a PCP’s EPSDT record through a review of claims data.  With the Department, the ASO would establish a protocol for corrective action depending on the percentage of check ups and immunizations achieved for the enrolled patient population.  A report of findings and corrective actions must be submitted to the Department quarterly.

Focused Studies

The ASO would also be responsible for planning and conducting at least three focused studies per year as part of its Quality Assurance program.  The study topics must be pre-approved by the Department.  Some examples of study topics include asthma, diabetes, immunizations, dementia, hypertension, and access for populations with special needs.   A report of the findings of these studies must be submitted to DMS on an annual basis.

III. E
Cost and Utilization Reporting

The ASO would be required to provide the Cabinet/DMS with monthly, quarterly and annual reports.  The ASO would be expected to analyze data on an on-going basis in order to identify trends in cost and utilization, and recommend modifications to KenPAC program policies as needed.  Reporting requirements would include provider profiling summaries, monthly authorization summaries, geoaccess analysis of provider availability and focused study results.  On an annual basis, the ASO would also be required to produce HEDIS measures (Health Plan Employer Data Information Set).  HEDIS is a set of standardized performance measures. These performance measures look at effectiveness of care, access/availability of care, member satisfaction, health plan stability, use of services and cost of care.

III. F
Provider Cost-containment and Incentives
It will be incumbent upon the ASO to ensure that medical benefit costs remain at or below the expected medical benefit costs as determined by the Cabinet/Department.  The ASO would accomplish this by careful monitoring through its Quality Assurance/Utilization Management function.  In the event that costs exceed targets specified by DMS, the ASO would be responsible for addressing any outliers and developing a corrective action plan to bring costs back in line.

As part of its cost containment activities, the ASO would be responsible for ensuring that the KenPAC providers receive and review the results of all the relevant quality assurance studies.  This can be done either via mail or through on-site educational sessions.  This process enables the providers to become aware of behaviors, either on their part or the members, which result in over-utilization of services or inappropriateness of services.  This gives the providers an opportunity to change the behavior and contain costs.

The ASO will recommend and implement the provider incentive program to provide financial incentives to KenPAC PCPs for meeting particular program goals.   This function will include refinement of the current incentive program, for example for EPSDT screening compliance, as well as creation of new incentives to deal with quality of healthcare and utilization concerns.  One innovative idea, for example, would be to pay an incentive to PCPs with evening hours, which could assist the ASO in managing inappropriate ER utilization.  

The Commonwealth also anticipates structuring the ASO contract to include financial incentives and penalties for cost containment.  The ASO would be responsible for maintaining costs at or below a specified medical target.

· Please comment on the medical expense target incentive and the willingness to accept accountability for cost containment results.

III. G 
Additional Services for ASO Management

A number of services, many optional, are outside the direct referral control of a PCP and thus have not been subject to management by the KenPAC program.  Given the current budget crisis, many states are considering or have begun elimination of certain optional program benefits.  The Commonwealth would prefer to subject these services to utilization management as part of the ASO’s responsibility.    Payment for the services would continue to be on a fee for service basis, but the ASO could design and implement medical necessity or prior authorization processes; unit of service limitations; and/or preferred provider networks in limited cases.  DMS would pursue as necessary any federal waivers and/or state statute necessary to authorize such program management.  The following services currently are not managed as to utilization and should be included in the ASO’s responsibility:

· Dental services

· Vision services

· Hearing services

· Podiatric services

· Chiropractic services

· Emergency transportation


III. H
Health Insurance Portability and Accountability Act (HIPPA) and the Balanced Budget Act (BBA) of 1997

The ASO will be required to operate in conformance with all applicable provisions of the Health Insurance Portability and Accountability Act (HIPPA), including compliance with the transactions and code set, privacy and security regulations.  Accordingly, the ASO will be required to maintain internal policies and procedures, records and other documentation related to the use and disclosure of Protected Health Information, including access safeguards in order to restrict access to and use by ASO employees to personally identifiable data within their organization.  The ASO will be required to demonstrate an understanding of and ability to comply with relevant HIPAA requirements prior to contract award.

The ASO should also possess knowledge of the requirements of the Balanced Budget Act (BBA) of 1997, under which authority the KenPAC program is operated.

III. I
Payment Structure and Qualifications

The ASO will not be paid on a risk basis, but may be paid on a capitated basis with performance targets and incentives.  


Qualifications will be completely outlined in the RFP, should we proceed to that level.  They are likely to include extensive clinical experience and skills; experience with Medicaid; requirement as to the number of years in this business; minimum staffing ratios per recipient; and an ability to provide full service across all areas of the Commonwealth, excluding Region 3.

· Please provide comments, suggestions and/or questions regarding performance measures, targets, incentives or bonuses, and qualifications.

CHAPTER IV

IV. A
NEXT STEPS

The release of this concept paper will be followed by a concept paper conference hosted by the Commonwealth to respond to questions about the role of the ASO and listen to comments from interested bidders prior to finalizing the program design.  Subsequent to this conference, the Commonwealth will accept written questions and comments for consideration in the development of a formal request for proposal (RFP).  The Commonwealth will not issue written responses to questions and comments submitted after the concept paper conference. Instead, these questions and comments may be addressed to the extent possible in the RFP that may be issued.  Interested bidders will have a final opportunity to submit questions in response to the actual RFP.

The Concept Conference will be held on August 29, 2002, from 10:00 a.m. to 12:00 noon, at 1024 Capitol Center Drive, Suite 320, Frankfort, Kentucky.

Directions attached.  

A Timetable that estimates the steps and dates for the full procurement process, should the Commonwealth proceed to procurement, is also attached.

IV. B
Response Format

The purpose of this section is to describe the format the vendors should use in responding to this Concept Paper.  The Commonwealth is very interested in your comments, ideas and opinions concerning the potential procurement of a contract for a ASO.

The Sections that should be included in your response to the Concept Paper are:

Transmittal Letter

The Transmittal letter should be in the form of a standard business letter and should be signed by an individual authorized to bind the vendor.  It should note if any proprietary information has been included and the name, address, phone number, fax number, and E-mail address of the vendor’s contact.

Response Itself

The response should address the specific questions raised in the Concept Paper, as well as give the requested information on the respondent firm.  Please give responses in the same order as the questions appear.  In addition, please feel free to make any comments, observations, or suggestions that may assist the Commonwealth in its decision to contract for a ASO.  

Proprietary Information

The vendor should clearly mark any confidential information that should not be disclosed outside the Concept Paper.  Responses may be subject to Kentucky Open Records Law pursuant to the provisions of KRS 61.870 et.seq.

Summary of Questions and Issues to be Addressed

· Please provide comments on any anticipated barriers to provider recruitment including activities that the Commonwealth can undertake to encourage participation.

Please provide comments on minimum credentialing standards to be incorporated in the ASO contract: NCQA versus Medicare.  What types of information should be verified from primary sources versus accepted as self-reported?

Please provide comments on minimum telephone response time statistics and maximum wait time standards to be considered for use as performance guarantees in the ASO contract

Please provide comments on the feasibility of establishing an Internet based prior authorization request procedure, which includes other option(s) for providers without web access.

Please provide comments on the proposal for the ASO to maintain an appended provider master file and the possibility of having the ASO take over responsibility for processing PCP change requests.  
Please provide comments on the requirement to assess the health status of new enrollees and the potential effectiveness of this type of activity. 

Please provide comments on the feasibility of the ASO to complete the functions outlined in Chapter 3 while another vendor performs claims processing.  What processes need to be in place to ensure the success of the ASO?

What type of procedures need to be implemented to coordinate utilization management activities of the ASO with the claims processor?

Please comment on the medical expense target incentive and the willingness to accept accountability for cost containment results.

· Please provide comments, suggestions and/or questions regarding performance measures, targets, incentives or bonuses, and qualifications.





ESTIMATED TIMELINE FOR ASO RFP

Tasks
Approximate Dates
Time between steps

Release Concept Paper

(and begin drafting RFP)
August 12, 2002


Vendors Conference for Concept Paper
August 29, 2002
2+ weeks

Comments/Questions Due on Concept Paper
September 12, 2002
2 weeks

Finalize and release RFP

(Proposed)
Late October, 2002
6 weeks

Questions due from vendors

(Proposed)
Mid November, 2002
2 weeks

RFP Vendor Conference 

(Proposed)
 Mid November, 2002
1 week

Responses Due RFP

(Proposed)
Mid January, 2003
8 weeks

Award Contract

(Proposed)
March, 2003
8 weeks

TOTAL TIME FOR PROCUREMENT PROCESS (Proposed)

29 weeks

Directions to Capital Center Complex – 1024 Capital Center Drive - Frankfort, KY

If you are traveling from Lexington, KY- take US 60 through Versailles to Frankfort.

As you come into Frankfort, you will see a Best Western Motel to your right, several gas stations both on the left and right of the road, a Waffle House on your right.  Decrease your speed  –  turn right onto Capital Center Drive between the Carousel Florist and the Jeff Sachs automobile dealership.

The meeting will be held in the first building (1024).  As you come in the front door you will be on the 2nd floor.  Take the elevator to the 3rd floor and turn to the right and go to Suite 320.

If you are traveling from Louisville, KY – travel east on I-64.

Exit the interstate at Exit 58 turning left toward Frankfort at the stoplight. 
You will be on US 60.  As you drive, you will see a Best Western Motel to your right, several gas stations both on the left and right of the road, and a Waffle House on your right.  Decrease your speed – turn right onto Capital Center Drive between the Carousel Florist and the Jeff Sachs automobile dealership.

The meeting will be held in the first building (1024).  As you come in the front door you will be on the 2nd floor.  Take the elevator to the 3rd floor and turn to the right and go to Suite 320.

If you are traveling from Northern Kentucky – travel on I-275 East.

Take I-75 South exit.

Stay on I-75 South until you see the split – take I-64 West.

Stay on I-64 West until you come to the first Frankfort Exit – Exit 58.

Turn right off Exit 58 and you will be on US 60.  Follow US 60, you will see a Best Western Motel to your right, several gas stations both on the left and right of the road, and a Waffle House on your right.  Decrease your speed – turn right onto Capital Center Drive between the Carousel Florist and the Jeff Sachs automobile dealership.

The meeting will be held in the first building (1024).  As you come in the front door you will be on the 2nd floor.  Take the elevator to the 3rd floor and turn to the right and go to Suite 320.
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1  Medicaid recipients excluded from KenPAC:  1) Individuals receiving Medicare benefits; 2) An American Indian who is a registered member of a Federally-recognized tribe; 3) A child under nineteen (19) years of age who is: 


a] eligible for supplemental security income (SSI); b] in foster care or subsidized adoption; c] receiving case management services through a family-centered, community-based, coordinated care system; d] in the custody of the Department of Juvenile Justice and is outside of the home;   4) Individuals participating in the Kentucky Health Insurance Premium Payment Program (KHIPP);  5) A recipient who is:  a] a resident of a nursing facility; b] a resident of an intermediate care facility for the mentally retarded; c] or receiving services through a home and community based waiver program;  6) A recipient who resides in a county in which Medicaid services are provided through a managed care partnership;  7) A recipient who is an alien with time-limited Medicaid eligibility; 8) A recipient who has a Medicaid eligibility period that is only retroactive; 9) A recipient who is Medicaid eligible through spend-down status; 10) A recipient of a psychiatric hospital or psychiatric residential treatment facility; 


11) A recipient who is receiving hospice services; 12) A recipient whose care is coordinated through the Hemophilia Treatment Program of the Commission for Children with Special Health Care Needs; 13) A recipient for whom the primary payer is a third party other than Medicaid and whose health care is coordinated by a primary care provider.


2 The expansion includes adults eligible for Medicaid only, it does not include adults whom are also receiving Medicare.
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