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HealthChoices Behavioral Health Definitions

Abuse — Any practice that is inconsistent with sound fiscal, business, or medical practices, and
results in unnecessary costs to the Medical Assistance program, BH-MCO, Primary Contractor, a
Subcontractor, or Provider, or a practice that results in reimbursement for services that are not
medically necessary or that fail to meet professionally recognized standards or agreement
obligations (including the Agreement, contracts, guidance issued in bulletins, and the requirements
of State and Federal statutes and regulations) for health care.

Actuarially Sound Capitation Rate — Actuarially sound Capitation rates are projected to provide
reasonable, appropriate and attainable costs that are required under the terms of the contract and
for the operation of the Primary Contractor for the time period and the population covered under
the terms of the contracts, and such Capitation rates are developed in accordance with the
requirement in paragraph (b) of Section §438.4.

Actuary — An individual who meets the qualification standards, established by the American
Academy of Actuaries for an actuary and follows the practices established by the Actuarial
Standard Board.

Adjudicate - A determination to pay or reject a claim.

Administrative Complaint — A dispute, objection or concern conveyed to the Primary Contractor
and its BH-MCO that requires an investigation by the Primary Contractor and its BH-MCO due
to allegations of misconduct, violation of laws or regulations, or other issues related to the
provision of behavioral health services. The dispute, objection or concern may be conveyed to
the Primary Contractor and its BH-MCO anonymously, by an individual who is not a Member,
or by a Member or the Member’s representative who is not seeking to file a Complaint. The
dispute, objection or concern that requires an investigation can also result from the withdrawal of
a Complaint by a Member or their representative. An Administrative Complaint does not
include a Complaint filed by a Member or the Member’s representative, which is reviewed in
accordance with the Member Complaint process outlined in Appendix H.

Administrative Services Organization (ASO) An uninsured health plan is where an administrator
performs administrative services for a third party that is at risk but has not issued an insurance
policy. The health plan bears all of insurance risk, and there is no possibility of loss or liability to
the administrator caused by claims incurred related to the plan. Under an ASO plan, claims are
paid from a bank account owned and funded directly by the uninsured plan sponsor; or, claims are
paid from a bank account owned by the administrator, but only after receiving funds from the plan
sponsor that are adequate to fully cover the claim payments.

Advanced Directives - means a written instruction, such as a living will or durable power of
attorney for health care, recognized under State law (whether statutory or as recognized by the

Page v
HC BH Program Standards and Requirements — Primary Contractor January 1, 2024



courts of the State), relating to the provision of health care when the individual is incapacitated.

Affiliate - Any individual, corporation, partnership, joint venture, trust, unincorporated
organization or association, or other similar organization (hereinafter "Person"), controlled by or
under common control with a Private Sector BH-MCO, including a Private Sector BH-MCO
subcontracting with a county, Joinder, or a Private Sector BH-MCO's parent(s), whether such
common control be direct or indirect. Without limitation, all officers, or persons, holding five
(5%) percent or more of the outstanding ownership interest of the Private Sector BH-MCO's or
Private Sector BH-MCO's parent(s), directors and subsidiaries of the Private Sector BH-MCO,
shall be presumed to be Affiliates for purposes of this Agreement. For purposes of this definition,
"control" means the possession, directly or indirectly, of the power (whether or not exercised) to
direct or cause the direction of the management or policies of a Person, whether through the
ownership of voting securities, other ownership interest, or by contract or otherwise, including but
not limited to the power to elect a majority of the directors of a corporation or trustees of a trust,
as the case may be.

Agreement — The HealthChoices Behavioral Health Agreement.

Alternative Payment Arrangement (APA) — refers to any of the various contractual agreements for
reimbursement that are not based on a traditional fee for service model. Types of arrangements
include but are not limited to the following: retainer payments; case rates; and subcapitation.

Behavioral Health Managed Care Organization (BH-MCQO) - An entity, which manages the
purchase and provision of Behavioral Health Services under this Agreement.

Behavioral Health Residential Treatment Facility — A mental health or drug and alcohol residential
treatment facility.

Behavioral Health Services — Services that are provided to Members to treat mental health and/or
substance abuse diagnoses/disorders.

Behavioral Health (BH) Services Provider - A Provider, practitioner, or vendor/supplier which
contracts with a BH-MCO to provide Behavioral Health Services or ordering or referring those
services and is legally authorized to do so by the Department under the HealthChoices Behavioral
Health Program.

Business Day — Normal business operations Monday through Friday except for those days
recognized as federal holidays and/or Pennsylvania state holidays and business closures at the
Governor’s discretion.

Cancellation - Discontinuation of the Agreement for any reason prior to the expiration date.
Capitation - A payment the Department makes periodically to a Primary Contractor on behalf of
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each Member enrolled under a contract and based on the actuarially sound Capitation rate for the
provision of services under the State Plan. The Department makes the payment regardless of
whether the particular beneficiary receives services during the period covered by the payment.

Care Management/Manager - see Service Management/Manager.

Children and Adolescents in Substitute Care (CISC) - Children and adolescents living outside their
homes in the legal custody of a public agency, in any of the following settings: shelters, foster
family homes, group homes, supervised independent living, residential treatment facilities,
residential placement (other than youth development centers) for children and adolescents who
have been adjudicated dependent or delinquent.

Clean Claim — A claim that can be processed without obtaining additional information from the
Provider of the service or from a third party. It includes a claim with errors originating in the
Primary Contractor’s claims processing computer system
, and those originating from human errors. It does not include a claim under review for Medical
Necessity, or a claim that is from a Provider who is under investigation by a governmental agency
or the Primary Contractor or BH-MCO for fraud or abuse. However, if under investigation by the
Primary Contractor or BH-MCO, the Department must have prior notification of the investigation.

Client Information System (CIS) - The Department's automated file of Medical Assistance eligible
Recipients.

Closely Related Service - A service subject to Prior Authorization that is closely related in purpose,
diagnostic utility or designated health care billing code, and provided on the same date of service
as an authorized service, such that a prudent provider, acting within the scope of the provider's
license and expertise, may reasonably be expected to perform the service in conjunction with or in
place of the originally authorized service in response to minor differences in observed patient
characteristics or needs for diagnostic information that were not readily identifiable until the
provider was actually performing the originally authorized service. The term does not include an
order for or administration of a prescription drug or any part of a series or course of treatments.

Community-Based Organizations (CBOs) - Community-Based Organizations (CBOs) are
nonprofit organizations that work at a local level to improve life for residents and normally focus
on building equality across society in many areas, including but not limited to access to social
services. These organizations must also be registered as a 501(c)(3) nonprofit corporation in
Pennsylvania. A health care provider is not considered a CBO.

Community HealthChoices (CHC) — Pennsylvania’s managed care program that will use managed
care organizations to coordinate physical health care and long-term services and supports (LTSS)
for older persons, persons with physical disabilities, and persons who are dually eligible for
Medicare and Medicaid (dual eligibles).

Community HealthChoices Managed Care Organization (CH-MCO) — A Commonwealth-licensed
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risk-bearing entity which has entered into an Agreement with the Department to manage the
purchase and provisions of physical health and long-term services and supports (LTSS) under
Community HealthChoices.

Complaint — A dispute or objection regarding a Network Provider or the coverage, operations, or
management policies of a BH-MCO, which has not been resolved by the BH-MCO and has been
filed with the BH-MCO or with the Pennsylvania Insurance Department’s (PID), including, but
not limited to: 1) a denial because the requested service is not a covered service; 2) the failure of
the BH-MCO to meet the required time frames for providing a service; 3) the failure of the BH-
MCO to decide a Complaint or Grievance within the specified time frames; 4) a denial of payment
by the BH-MCO after a service(s) has been delivered because the service(s) was provided without
authorization by a provider not enrolled in the Pennsylvania Medical Assistance Program; 5) a
denial of payment by the BH-MCO after a service(s) has been delivered because the service(s) is
not a covered services(s) for the Member; (6) a denial of a Member’s request to dispute a financial
liability, including cost sharing, copayments, premiums, deductibles, coinsurance, and other
Member financial liabilities; or (7) a Member’s dissatisfaction with the BH-MCO or a provider.

Concurrent Review - A review conducted by the BH-MCO during a course of treatment to
determine whether services should continue as prescribed or should be terminated, changed or
altered.

Co-Occurring Disorder Professional — An individual who is certified by a state or national
certification body to provide integrated co-occurring psychiatric and substance use treatment, or
trained in a recognized discipline, including but not limited to psychiatry, psychology, social work,
or addictions, and has one year of clinical experience in the treatment of co-occurring disorders.

County Assistance Olffice - The county offices of the Department which administer the Medical
Assistance program at the local level. Department staff in these offices perform necessary Medical
Assistance functions such as determining Recipient eligibility.

County Operated BH-MCO - An entity organized and directly operated by county government to
manage the purchase and provision of Behavioral Health Services under the HealthChoices
Program as a Primary Contractor.

Cultural Competency - The understanding of the social, linguistic, ethnic, and behavioral charac-
teristics of a community or population and the ability to translate systematically that knowledge
into practices in the delivery of Behavioral Health Services. Such understanding may be reflected,
for example, in the ability to: identify and value differences; acknowledge the interactive dynamics
of cultural differences; continuously expand cultural knowledge and resources with regard to
populations served; collaborate with the community regarding service provisions and delivery; and
commit to cross-cultural training of staff and develop policies to provide relevant, effective pro-
grams for the diversity of people served.

Day — A calendar day unless otherwise specified in the Agreement.
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Deliverables - Those documents, records, and reports furnished to the Department for review
and/or approval in accordance with the terms of the Agreement.

Denial of Services - A determination made by a BH-MCO in response to a Provider's or Member’s
request for approval to provide a service of a specific amount, duration and scope which:

a. disapproves the request completely, or

b. approves provision of the requested service(s), but for a lesser amount, scope or
duration than requested, or

c. approves provision of the requested service(s), but by a Network Provider, or

d. disapproves provision of the requested service(s), but approves provision of an
alternative service(s), or

e. reduces, suspends, or terminates a previously authorized service.

Department/DHS - The Pennsylvania Department of Human Services

DHS Fair Hearing - A hearing conducted by the Department of Human Services, Bureau of
Hearings and Appeals in response to an appeal by a BH-MCO Member.

Discretionary Funds (Profit) - Capitation payments and investment income that are not expended
for purchase of services for plan Members (State Plan, ILOS and in addition to services),
administrative costs, risk and contingency, equity requirements or reinvestment.

Drug and Alcohol Addictions Professional - A nationally accredited addictions practitioner or a
person possessing a minimum of a bachelor's degree in social science and two years’ experience
in treatment/case management services for persons with substance abuse/addiction disorders.

Eligibility Verification System (EVS) - An automated system available to MA Providers and other
specified organizations for on-line verification of MA eligibility, MCO enrollment, third party
resources, and scope of benefits.

Emergency Inpatient Admission — The unscheduled admission of a Member with a severe
psychiatric condition who requires immediate treatment to an inpatient psychiatric facility.

Emergency Medical Condition - A medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that a prudent layperson, who possesses an average
knowledge of health and medicine, could reasonably expect the absence of immediate medical
attention to result in:

a. placing the health of the individual (or, with respect to a pregnant woman, the health
of the woman or her unborn child) in serious jeopardy,
b. serious impairment to bodily functions, or
C. serious dysfunction of any bodily organ or part.
Page ix

HC BH Program Standards and Requirements — Primary Contractor January 1, 2024



Emergency Services - Covered inpatient and outpatient services that are furnished by a Provider
qualified to furnish such services under the Medical Assistance Program and which are needed to
evaluate or stabilize an Emergency Medical Condition.

Enrollment Assistance Program (EAP) - The program responsible to assist MA Recipients in
enrolling in the HC Program, including the selection of a PH-MCO and Primary Care Practitioner,
and obtaining information regarding the HC physical and behavioral health programs.

Enrollment Specialist - The EAP individual who will be responsible to assist Recipients with
selecting a PH-MCO and Primary Care Practitioner and providing information about the
HealthChoices PH and BH programs.

EPSDT - The Early and Periodic Screening, Diagnosis, and Treatment Program for individuals
under age 21.

Federally Qualified Health Clinic (FOHC/ Rural Health Clinic (RHC)) — An entity which is
receiving a grant as defined under the Social Security Act, 42 U.S.C.A. 1396d(1) or is receiving
funding from such a grant under a contract with the recipient of such a grant and meets the
requirements to receive a grant under 42 U.S.C.A. 1396d(1).

Federally Qualified Health Maintenance Organization (HMO) — An HMO that CMS has
determined is a qualified HMO under section 1310(d) of the PHS Act.

Fee-for-Service (FFS) - Payment by the Department to Providers on a per-service basis for health
care services provided to Medical Assistance Recipients.

Fraud — Any type of intentional deception or misrepresentation, including any act that constitutes
fraud under applicable Federal or State Law, made by an entity or person with the knowledge that
the deception could result in some unauthorized benefit to the entity or person, or some other
person in a managed care setting.

Grievance -

A request by a Member or a Member’s representative, which may include the Member’s Provider,
to have a BH-MCO reconsider a decision solely concerning the medical necessity, appropriateness,
health care setting, level of care, or effectiveness of a covered service. If the BH-MCO is unable
to resolve the matter, a Grievance may be filed regarding the decision that:

a. disapproves full or partial payment for a requested service;

b. approves the provision of a requested service for a lesser scope or duration than requested; or
c. disapproves payment for the provision of a requested service but approves payment for the
provision of an alternative service.

Health Care Quality Unit (HCQU) — Serves as the entity responsible to county intellectual
disabilities programs for the overall health status of individual screening services in county
intellectual disabilities programs.
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HealthChoices Behavioral Health (HC-BH) Program — The mandatory managed care program
which provides Medical Assistance Recipients with Behavioral Health Services in the
Commonwealth.

HealthChoices Physical Health (HC-PH) Program — The mandatory managed care program which
provides Medical Assistance Recipients with physical health services in the Commonwealth.

HealthChoices (HC) Program - The name of Pennsylvania's 1915(b) Waiver program to provide
mandatory managed health care to Medical Assistance Recipients.

HealthChoices Zone (HC Zone) — County groupings designated by the Department for
participation in the HC-BH Program.

Health Maintenance Organization (HMO) - A Commonwealth licensed risk-bearing entity which
combines delivery and financing of health care and which provides basic health services to enrolled
Members for a fixed pre-paid fee.

Immediate Need — A situation in which, in the professional judgment of the dispensing registered
pharmacist and/or prescriber, the dispensing of the drug at the time when the prescription is
presented is necessary to reduce or prevent the occurrence or persistence of a serious adverse health
condition.

Incentive Arrangement — Any payment mechanism under which a Primary Contractor may receive
additional funds over and above the Capitation rates it was paid for meeting targets specified in
the Agreement.

Independent Review Organization (IRO)- An entity approved by the Pennsylvania Insurance
Department that conducts independent reviews of Grievances.

Indian Health Care Provider (IHCP) - A health care program operated by the Indian Health
Service or by an Indian Tribe, Tribal Organization, or Urban Indian Organization as those terms
are defined in section 4 of the Indian Health Care Improvement Act (25 U.S.C. 1603).

Institution for Mental Diseases (IMD) - A hospital, nursing facility, or other institution of more
than 16 beds that is primarily engaged in providing diagnosis, treatment or care of persons with
mental diseases, including medical attention, nursing care and related services. Whether an
institution is an institution for mental diseases is determined by its overall character as that of a
facility established and maintained primarily for the care and treatment of individuals with mental
diseases, whether or not it is licensed as such.

Intensive Behavioral Health Services (IBHS) — An array of therapeutic interventions and supports
provided to a child, youth or young adult in the home, school or other community setting.

Interagency Team - A multi-system planning team comprised of the child, when appropriate, the
adolescent, at least one accountable family member, a representative of the county mental health
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and/or drug and alcohol program, the case manager, the prescribing physician or licensed
psychologist, in person when possible, or by consultative conference call, and as applicable,
representation from the county children and youth, juvenile probation, intellectual disabilities, and
drug and alcohol agencies, a representative of the responsible school district, BH-MCO, PHSS
and/or PCP, other agencies that are providing services to the child or adolescent, and other
community resource persons as identified by the family. The purpose of the Interagency Team is
to collaboratively assess the needs and strengths of the child and family, formulate the measurable
goals for treatment, recommend the services, treatment approaches and methods, intensity and
frequency of interventions and develop the discharge goals and plan.

Joinder - Local authorities of any county who have joined with the local authorities of any other
county to establish a county mental health and intellectual disabilities program, subject to the
provisions of the Mental Health and Intellectual Disability Act of 1966 (50 P.S. § 4201 et. seq.),
or a drug and alcohol program pursuant to the Pa. Drug and Alcohol Abuse Control Act (71 P.S.
§ 1690.101 et. seq.).

Juvenile Detention Center - A publicly or privately administered, secure residential placement for:

a. Children and adolescents alleged to have committed delinquent acts who are
awaiting a court hearing;

b. Children and adolescents who have been adjudicated delinquent and are awaiting
disposition or awaiting placement; and

C. Children and adolescents who have been returned from some other form of

disposition and are awaiting a new disposition (e.g., court order regarding custody
of child, placement of child, or services to be provided to the child upon discharge
from the Juvenile Detention Center).

Limited English Proficient — Members or potential Members who do not speak English as their
primary language and who have a limited ability to read, write, speak or understand English, may
be eligible to receive language assistance for a particular type of service, benefit or encounter.

Long-Term Services and Supports — Services and supports provided to a CHC Member who has
functional limitations or chronic illnesses that have a primary purpose of supporting the ability of
the CHC Member to live or work in the setting of his or her choice, which may include the
individual’s home or worksite, a provider-owned or controlled residential setting, a nursing
facility, or other institutional setting.

Managed Care Organization (MCO) - An entity that has, or is seeking to qualify for, a
comprehensive risk contract under this part, and that is:

a. A Federally qualified HMO that meets the advance directives requirements of subpart I of
part 489 of 42 CFR; or
b. Any public or private entity that meets the advance directives requirements and is

determined by the Secretary to also meet the following conditions:
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1. Makes the services it provides to its Medicaid enrollees as accessible (in terms of
timeliness, amount, duration, and scope) as those services are to other Medicaid
beneficiaries within the area served by the entity.

il. Meets the solvency standards of § 438.116 of 42 CFR

Medically Frail — Includes individuals with disabling mental disorders (including adults with
serious persistent mental illness) individuals with chronic substance use disorders, individuals with
serious complex medical conditions, individuals with a physical, intellectual or developmental
disability that significantly impairs their functioning, or individuals with a disability determination
based on Social Security criteria.

Medical Necessity - Clinical determinations to establish a service or benefit which will, or is
reasonably expected to:

a. prevent the onset of an illness, condition, or disability;

b. reduce or ameliorate the physical, mental, behavioral, or developmental effects of
an illness, condition, injury, or disability;

C. assist the individual to achieve or maintain maximum functional capacity in

performing daily activities, taking into account both the functional capacity of the
individual and those functional capacities appropriate for individuals of the same
age.

Member (Enrollee) - A Medicaid or Medical Assistance Recipient who is currently enrolled in the
HC-BH Program.

Member Month - One Member covered by the HC Behavioral Health Program for one month.

Mental Health Professional - A person trained in a generally recognized clinical discipline
including, but not limited to, psychiatry, social work, psychology, and nursing who has a graduate
degree and mental health clinical experience, or a Registered Nurse with at least two years of
mental health clinical experience.

Minority Business Enterprise (MBE) - A business concern which is: a sole proprietorship, owned
and controlled by a minority; a partnership or joint venture controlled by minorities in which 51%
of the beneficial ownership interest is held by minorities; or a corporation or other entity controlled
by minorities in which 51% of the voting interest and 51% of the beneficial ownership interest are
held by minorities.

Modified Adjusted Gross Income (MAGI) - MAGI is the adjusted gross income found on an
individual’s Federal Income Tax form, adjusted for certain items such as student loan deductions,
IRA-contribution and deductions for higher education costs.

Multi-County Entity — Two or more counties which form a legally binding incorporated entity,

such as a 501(c)(3), which has established Articles of Incorporation and intergovernmental

agreements and has a single Agreement with the Department. This entity is established for the
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purpose of offering Behavioral Health Services for Medicaid eligible Recipients under the
HealthChoices Program as a Primary Contractor.

Network Provider — An MA enrolled Provider that has a written Network Provider Agreement and
participates in the BH-MCQO’s Network to serve Members.

On-Site Reviews- A formal review process, periodically undertaken by Department staff and other
designated representatives to determine the readiness of the Primary Contractor and a BH-MCO
contractor to accept Members and to manage and administer the purchase and provision of
Behavioral Health Services under this Agreement.

Out-of-Area Services - State Plan Services provided to a Member while the Member is outside the
HealthChoices Zone.

Out-of-Network Provider - A Provider that does not have a signed Network Provider Agreement
with the BH-MCO and does not participate in the BH-MCO’s network but provides services to a
BH-MCO Member.

Overpayment - Any payment made to a Network Provider by the Primary Contractor or its BH-
MCO to which the Network Provider is not entitled to under Title XIX of the Act or any payment
to the Primary Contractor or its BH-MCO by a State to which the Primary Contractor or is BH-
MCO is not entitled to under Title XIX of the Act.

Parent - The biological or adoptive mother or father, or the legal guardian of the child, or a
responsible relative or caretaker (including resource Parents) with whom the child regularly
resides.

Pass-Through Payment - Any amount required by the Department to be added to the contracted
payment rates, and considered in calculating the actuarially sound Capitation rate, between the
Primary Contractor and hospitals, physicians, or nursing facilities that is not for the following
purposes: A specific service or benefit provided to a specific Member covered under the
Agreement; a provider payment methodology permitted under 42 CFR § 438.6(c)(1)(i) through
(ii1) for services and Members covered under the Agreement; a subcapitated payment arrangement
for a specific set of services and Members covered under the Agreement; GME payments; or
FQHC or RHC wrap around payments.

Peer-to-Peer Review — Discussion between a BH-MCO physician or clinical reviewer and the
prescriber requesting authorization of a service.

Physical Health Managed Care Organization (PH-MCO) - An entity which has contracted with
the Department to manage the purchase and provision of physical health services under the HC
Program.

Physical Health Service System (PHSS) - Any system by which a Medical Assistance Recipient
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receives physical health services (e.g. Fee for Service, HealthChoices Physical Health, Community
Health Choices.).

Preferred Provider Organization (PPO) - A Commonwealth licensed person, partnership,
association or corporation which establishes, operates, maintains or underwrites in whole or in part
a preferred provider arrangement, as defined in 31 Pa. Code § 152.2.

Prepaid Inpatient Health Plan (PIHP) - An entity that:

a. Provides services to enrollees under contract with the Department, and on the basis of
Capitation payment, or other payment arrangements that do not use State Plan payment
rates.

b. Provides, arranges for, or otherwise has responsibility for the provision of any inpatient
hospital or institutional services for its enrollees.

c. Does not have a comprehensive risk contract.

Primary Care Practitioner (PCP) - A specific physician, physician group, or a certified registered
nurse practitioner operating under the scope of his/her licensure who has received an exception
from the Department of Health, responsible for supervising, prescribing and providing primary
care services and locating, coordinating, and monitoring other medical care and rehabilitation
services, and maintaining continuity of care on behalf of a Member.

Primary Contractor - A county, Multi-County Entity or a BH-MCO which has an Agreement with
the Department to manage the purchase and provision of Behavioral Health Services.

Primary Diagnosis - The condition established after study to be chiefly responsible for occasioning
the visit for outpatient settings or admission for inpatient settings.

Prior Authorization - A determination made by a Primary Contractor or its BH-MCO to approve
or deny payment for a Provider's request to provide a service or course of treatment of a specific
duration and scope to a Member prior to the Provider's initiation or continuation of the requested
service.

Priority Population(s) — A specific description of the group(s) is provided in Appendix Q.
Generally, however, such populations include: Members with serious persistent mental illness
and/or addictive disease, and children and adolescent Members with or at risk of serious emotional
disturbance and/or who abuse substances and who, in the absence of effective behavioral health
treatment and rehabilitation services, care coordination and management are at risk of separation
from their families through placement in long term treatment facilities, homelessness, or
incarceration, and/or present a risk of serious harm to self or others. Drug and alcohol Priority
Populations include pregnant injection drug users, pregnant substance users, injection drug users,
overdose survivors and veterans.

Private Sector BH-MCO - A Commonwealth licensed BH-MCO which has contracted with the
Department or county government to manage the purchase and provision of Behavioral Health
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Services under this Agreement.

PROM]ISe- (Provider Reimbursement and Operations Management Information System) is the
HIPAA-compliant claims processing and management information system implemented by the
Department in March 2004.

Prospective Payment Systems (PPS) - A method of reimbursement in which payment is made
based on a predetermined, fixed amount.

Provider — An individual, firm, corporation, or other entity which provides behavioral health or
medical services or supplies to Medical Assistance Recipients.

Provider Agreement - Any written agreement between the BH-MCO and a Provider or DHS and
a Provider to render clinical or professional services to Recipients to fulfill the requirement of the
Agreement.

Quality Management - A formal methodology and set of activities designed to assess the quality
of services provided and which includes a formal review of care, problem identification, and
corrective action to remedy any deficiencies and evaluation of actions taken.

Rate Cell — A set of mutually exclusive categories of Members that is defined by one or more
characteristics for the purpose of determining the Capitation rate and making a Capitation
payment; such characteristics may include age, gender, eligibility category, and region or
geographic area. Each Member should be categorized in one of the rate cells for each unique set
of mutually exclusive benefits under the Agreement.

Rating Period - A period of 12 months selected by the Department for which the actuarially sound
Capitation rates are developed and documented in the rate certification, submitted to CMS as
required by 42 CFR §438.7(a).

Recipient - A person eligible to receive medical and behavioral health services under the MA
program of the Commonwealth of Pennsylvania.

Reinvestment Funds - Capitation revenues from DHS and investment income which are not
expended during an Agreement period by the Primary Contractor for purchase of services for
Members, administrative costs, Risk and Contingency Funds, and equity requirements but may be
used in a subsequent Agreement period to purchase start-up costs for State Plan Services,
development or purchase of ILOS and in addition to services or non-medical services, contingent
upon DHS prior approval of the Primary Contractor’s reinvestment plan.

Related Parties - Any Affiliate that is related to the Primary Contractor or its BH-MCO by
common ownership or control (see definition of "Affiliate") and:

a. Performs some of the Primary Contractor or its BH-MCO's management functions
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under contract or delegation; or
) Furnishes services to Members under a written agreement; or
C. Leases real property or sells materials to the Primary Contractor or its BH-MCO at
a cost of more than $2,500 during any year of a HealthChoices Behavioral Health
Agreement with the Department.

Retrospective Utilization Review - A review conducted by the BH-MCO to determine whether or
not services were delivered as prescribed and consistent with the BH-MCO's payment policies and
procedures.

Risk and Contingency Funds — Capitation payments received by the Primary Contractor pursuant
to the Agreement, which are not expended on services (State Plan, ILOS and in addition to
services) or administrative functions and which are in excess of the Equity Reserve required to be
maintained under the Agreement. Risk and Contingency Funds do not include Reinvestment
Funds, or funds designated in a reinvestment plan submitted to DHS.

Risk Assuming PPO - A Commonwealth licensed PPO which meets the definition of a Risk
Assuming PPO pursuant to regulations at 31 Pa. Code § 152.2.

Rural - Consists of territory, persons, and housing units in places which are designated as having
less than 2,500 persons, as defined by the US Census Bureau.

Service Management/Manager - The BH-MCO function/staff with responsibility to authorize and
coordinate the provision of State Plan Services. Care Management/Manager is synonymous.

Social Determinants of Health (SDOH) - Conditions in the environments in which people are born,
live, learn, work, play, worship, and age that affect a wide range of health, functioning, and quality-
of-life outcomes which can lead to inequities and risks.

Special Needs Populations - Members whose complex medical, psychiatric, behavioral or
substance abuse conditions, living circumstances and/or cultural factors necessitate specialized
outreach, assistance in accessing services and/or service delivery and coordination on the part of
the MCO and its Provider network.

Start Date - The first date on which Members are eligible for Behavioral Health Services under
the Agreement, and on which the Primary Contractor is at risk for providing Behavioral Health
Services to Members.

State Plan Services — State Plan Services approved by CMS in the State Medicaid Plan, which are
included in the HC-BH Capitation rate and are the payment responsibility of the Primary
Contractor.

Subcontract - Any contract (except Provider Agreements, utilities, and salaried employees)
between the Primary Contractor or a contracting BH-MCO and an individual, firm, university,
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governmental entity, or nonprofit organization to perform part or all of the BH-MCO's
responsibilities.

Subcontractor — An individual or entity that has a contract with a Primary Contractor or its BH-
MCO that relates directly or indirectly to the performance of the Primary Contractor or its BH-
MCO’s obligation under its contract with the Department.

Third Party Liability (TPL) — Any individual, entity, (e.g., insurance company) or program (e.g.,
Medicare) that may be liable for all or part of a Member’s health care expenses.

Title XVIII (Medicare) - The federal health insurance program for people 65 years of age or older,
certain younger people with disabilities, and people with end-stage Renal Disease (permanent
kidney failure with dialysis or a transplant, sometimes called ESRD).

Urban - Consists of territory, persons, and housing units in places which are designated as having
2,500 persons or more, as defined by the US Census Bureau. These places must be in close
geographic proximity to one another.

Urgent - Any illness or severe condition which under reasonable standards of medical practice
would be diagnosed and treated within a 24-hour period and if left untreated, could rapidly become
a crisis or emergency situation. Additionally, it includes situations such as when a Member's
discharge from a hospital will be delayed until services are approved or a Member's ability to avoid
hospitalization depends upon prompt approval of services.

Utilization Management - The process of evaluating the necessity, appropriateness, and efficiency
of behavioral health care services against established guidelines and criteria.

Waiver - A process by which a state may obtain an approval from CMS for an exception to a
federal Medicaid requirement(s).

Waste —The overutilization of services, or other practices that, directly or indirectly, result in
unnecessary costs. Generally not considered caused by criminally negligent actions but rather the
misuse of resources.

Withhold Arrangement - Any payment mechanism under which a portion of a Capitation payment
is withheld from the Primary Contractor and a portion of or all of the withheld amount will be paid
to the Primary Contractor for meeting targets specified in the Agreement. The targets for a
withhold arrangement are distinct from general operational requirements under the Agreement.
Arrangements that withhold a portion of a Capitation payment for noncompliance with general
operational requirements are a penalty and not a withhold arrangement.

Women'’s Business Enterprise- A small business concern which is: a sole proprietorship, owned
and controlled by a woman; a partnership or joint venture controlled by women in which at least
51% of the beneficial ownership interest is held by women; or a corporation or other entity
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controlled by women in which at least 51% of the voting interest and 51% of the beneficial
ownership interest is held by women.
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ACRONYMS

ACA The Patient Protection and Affordable Care Act and the Health Care Education
Reconciliation Act of 2010, as amended

ADA Americans with Disabilities Act

AFDC Aid to Families with Dependent Children
AIDS Acquired Immune Deficiency Syndrome
APA Alternative Payment Arrangement

APD Advanced Planning Document

ARD Accelerated Rehabilitation Decision
ASAM American Society of Addiction Medicine
ASCII American Standard Code for Information Interchange
ASD Autism Spectrum Disorder

BEC Basic Education Circular

BHEF Behavioral Health Encounter File

BH-MCO Behavioral Health Managed Care Organization

BMWBO Bureau of Minority and Women Business Opportunities

BNDD Bureau of Narcotic Drugs and Devices

BSU Base Service Unit

CAO County Assistance Office

CASSP Child and Adolescent Service System Program
CAU County Administrative Unit

CBCM Community Based Care Management

CBO Community Based Organization
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CCRS
CCYA
CFO
CFR
C/FST
CHADD
CHC
CHC-MCO
CIS
CISC
CLIA
CMS
COB
CQI
CRCS
CRD/LIC
CRF
CRNP
CRR
CSI
CSP

CST

Consolidated Community Reporting System
County Children and Youth Agency

Chief Financial Officer

Code of Federal Regulations
Consumer/Family Satisfaction Team
Children with Attention Deficit Disorders
Community HealthChoices

Community HealthChoices Managed Care Organization
Client Information System

Children and Adolescents in Substitute Care
Clinical Laboratory Improvement Amendment
Centers for Medicare and Medicaid Services
Coordination of Benefits

Continuous Quality Improvement
Capitation Rate Calculation Sheet
Credentials/License

Consumer Registry File

Certified Registered Nurse Practitioner
Community Residential Rehabilitation
Consumer Satisfaction Instruments
Community Support Program

Consumer Satisfaction Team
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C&Y
D&A
DAP
DDAP
DEA
DHHS
DHS
DME
DMIRS
DOH
DSH
DSM
DUR
EAP
ECC
ECM
EIN
EMC
EPSDT
EQRO
ED

ERISA

Children and Youth

Drug and Alcohol

Disability Advocacy Program

Department of Drug and Alcohol Programs

Drug Enforcement Agency

U.S. Department of Health and Human Services
Department of Human Services

Durable Medical Equipment

Data Management and Information Retrieval System
Department of Health

Disproportionate Share

Diagnostic and Statistical Manual of Mental Disorders
Drug Utilization Review

Enrollment Assistance Program

Electronic Claims Capture

Electronic Claims Management

Employee Identification Number

Electronic Media Claims

Early and Periodic Screening, Diagnosis and Treatment
External Quality Review Organization

Emergency Department

Employee Retirement Income Security Act, 1974

HC BH Program Standards and Requirements — Primary Contractor January 1, 2024

Page xxii



EVS
FA
FBMHS
FDA
FFS
FPL
FQHC
FRR
FST
FTE
FTP
FWA
GA
GAAP
GME
HC
HC BH
HC-L/C
HC N/C
HC-NE
HCPCS

HCQU

Eligibility Verification System

Fiscal Agent

Family Based Mental Health Services
Food and Drug Administration
Fee-For-Service

Federal Poverty Level

Federally Qualified Health Center
Financial Reporting Requirements
Family Satisfaction Team

Full Time Equivalent

File Transfer Process

Fraud, Waste and Abuse

General Assistance

Generally Accepted Accounting Principles
Graduate Medical Education
HealthChoices

HealthChoices Behavioral Health
HealthChoices Lehigh/Capital
HealthChoices North/Central
HealthChoices Northeast

CMS Common Procedure Coding System

Health Care Quality Unit
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HC-SE

HC-SW

HEDIS

HIO

HIPAA

HIV/AIDS

HMO

IBHS

IBNR

ICD

ICF

ICF/ID

ICP

ICWC

IFB

[HCP

ILOS

IMD

IRO

ISP

JDC

JPO

HealthChoices - Southeast

HealthChoices - Southwest

Healthcare Effectiveness Data and Information Set
Health Information Organizations

Health Insurance Portability and Accountability Act
Human Immuno Deficiency Virus/Acquired Immune Deficiency Syndrome
Health Maintenance Organization

Intensive Behavioral Health Services

Incurred But Not Reported Claims

International Classification of Diseases
Intermediate Care Facility

Intermediate Care Facilities for Persons with Intellectual Disabilities
Integrated Care Plan

Integrated Community Wellness Center

Invitation for Bid

Indian Health Care Provider

In Lieu of Services or Settings

Institutions For Mental Diseases

Independent Review Organization

Individualized Service Plan

Juvenile Detention Center

Juvenile Probation Office
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L/C
LEP
LGBTQI
LTC
LTSS
MA
MAGI
MAID
MATP
MAWA
MBE
MBE/WBE
MCO
MIS
MOE
MPL
NCE
NCQA
NDC
NMP
OBRA

OCYF

Lehigh/Capital

Limited English Proficient

Lesbian, Gay, Bisexual, Transgender, Questioning and Intersex

Long Term Care

Long Term Services and Support

Medical Assistance

Modified Adjusted Gross Income

Medical Assistance Identification Number
Medical Assistance Transportation Program
Mutually Agreed upon Written Arrangement
Minority Business Enterprise

Minority Business Enterprise/Women Business Enterprise
Managed Care Organization

Management Information System

Method of Evaluation

Minimum Participating Levels
Non-Continuous Eligibility

National Committee for Quality Assurance
National Drug Code

Non-money payment

Omnibus Budget Reconciliation Act

Office of Children, Youth & Families
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ODP

oIpP

OMAP

OMHSAS

ORC

OTC

PCIS

PCO

PCP

PDA

PH-MCO

PHSS

PID

PIHP

PIN

PMPM

POM

POSNet

PPO

PPS

PROMISe

PRTF
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Office of Developmental Programs

Other Insurance Paid

Office of Medical Assistance Programs
Office of Mental Health and Substance Abuse Services
Other Related Conditions

Over the Counter

Patient Census Information System

Private Coverage Organization

Primary Care Practitioner

Pennsylvania Department of Aging

Physical Health Managed Care Organization
Physical Health Service System
Pennsylvania Insurance Department

Prepaid Inpatient Health Plan

Parents Involved Network

Per Member Per Month

Performance Outcome Measures
Pennsylvania Open Systems Network
Preferred Provider Organization

Prospective Payment Systems

Provider Reimbursement and Operations Management Information System in

electronic format
Psychiatric Residential Treatment Facility



QARI
QM
QMB
QSF

RBUC

RHC
RTF
SAP
SBP
SCA
SDOH
SE
SMH
SMM
SNF
SNU
SPMI
SPR
SSA
SSI

SSN

Quality Assurance Reform Initiative
Quality Management

Qualified Medicare Beneficiaries
Quarterly Status File

Received But Unpaid Claims
Request for Proposal

Rural Health Clinic

Residential Treatment Facility
Statutory Accounting Principles
State Blind Pension

Single County Authority

Social Determinants of Health
Southeast

State Mental Hospital

State Medicaid Manual

Skilled Nursing Facility

Special Needs Unit

Serious Persistent Mental Illness
System Performance Review
Social Security Administration
Supplemental Security Income

Social Security Number
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SUD
SUR
SURS
SW
TANF
TPL
TTY
UM
UM/QM
UPIN
UsC

WBE
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Substance Use Disorder

Surveillance and Utilization Review
Surveillance and Utilization Review System
Southwest

Temporary Assistance to Needy Families
Third Party Liability

Text Telephone Typewriter

Utilization Management

Utilization Management/Quality Management
Unique Physician Identification Number
United States Code

Women'’s Business Enterprise
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I-2.

I-3.

PART I. GENERAL INFORMATION
PURPOSE

The Department is the single state agency with responsibility for the implementation and
administration of the Medical Assistance Program (Medicaid or MA). Medicaid is a
federal and state program which provides payment of medical expenses for eligible persons
who meet income or other criteria.

The purpose of this document is to set forth the standards and requirements for the HC-BH
Program operating under CMS Waiver Section 1915(b) of the Social Security Act, through
counties that are Primary Contractors.

County governments which demonstrate capacity to meet the standards and requirements
for the HC-BH Program are provided the first opportunity to enter into a capitated contract
with the Commonwealth (the "Agreement"). Subject to the Department's approval, a
county may implement the Agreement directly or enter into a contract with a Private Sector
BH-MCO. In areas in which the county is unable to meet the HC-BH Program standards
and requirements or chooses not to participate in this initiative, the Department will select
a Primary Contractor through a competitive process resulting in a direct contract with a
qualified Private Sector BH-MCO.

ISSUING OFFICE

This document is issued for the Commonwealth by the Office of Mental Health and
Substance Abuse Services, Department of Human Services.

SCOPE

This document describes Behavioral Health Services standards and requirements with
which the Primary Contractor and its BH-MCO must comply. It also includes information
on the policies and procedures the Department will follow in carrying out its program
management and oversight responsibilities.

A county is the smallest geographic unit for which the Department enters into a
HealthChoices behavioral health contract, and the Primary Contractor must be capable of
delivering specified services to all Members in the county. A Multi-County Entity must
identify an entity as the Primary Contractor. The Department will contract with this entity
and conduct all business through this entity.

Should any part of the scope of work under this Agreement relate to a state program that is

no longer authorized by law (e.g., which has been vacated by a court of law, or for which

CMS has withdrawn federal authority, or which is the subject of a legislative repeal), the

Primary Contractor and its BH-MCO must do no work on that part after the effective date
Page |
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I-4.

of the loss of program authority. The Department will adjust the Capitation rate to remove
costs that are specific to any program or activity that is no longer authorized by law. If the
Primary Contractor and its BH-MCO works on a program or activity no longer authorized
by law after the date the legal authority for the work ends, the Primary Contractor will not
be paid for that work. If the Department paid the Primary Contractor in advance to work
on a no-longer-authorized program or activity and under the terms of this Agreement the
work was to be performed after the date the legal authority ended, the payment for that
work must be returned to the Department. However, if the Primary Contractor and its BH-
MCO worked on a program or activity prior to the date legal authority ended for that
program or activity, and the Department included the cost of performing that work in its
payments to the Primary Contractor, the Primary Contractor may keep the payment for that
work even if the payment was made after the date the program or activity lost legal
authority.

TYPE of AGREEMENT

The Department enters into a full-risk prepaid capitated contract using a flat fee per
Member in the counties. The Primary Contractor is responsible for all medically necessary
State Plan Services. Should the Primary Contractor incur costs which exceed the Capitation
payments, the Department is not responsible for providing additional funds to cover the
deficits. The method of payment is monthly; however, the method of payment will be
delayed by one month. Example: A program starts on July 1, 2019; the Capitation payment
for the month of July 2019 will be made on or before August 15, 2019. The one (1) month
payment delay will be reconciled upon termination of the Agreement. Negotiations may
be undertaken with qualified vendors demonstrating qualifications, responsibility, and
capability for performing the contract work as to price and other factors.

Primary Contractors assume risk for providing services to Members upon the effective date
of the Agreement. Subject to the availability of state and federal funds, the Department
reserves the right to renew the Agreement for additional periods. The Department will
notify the Primary Contractor of its intention to renew prior to the expiration of the
Agreement.

The Department has the option of entering into a single contract covering all of the counties
covered by a Multi-County Entity. In the event of a Multi-County Entity submitting a
single proposal, an entity must be identified as the Primary Contractor. The Department
will conduct all business through this entity. Under a multi-county arrangement, each
county in the Multi-County Entity will be required to sign one contract with the
Department. In addition, one multi-county Capitation rate for each rate cell will be
developed covering all of the counties in the Multi-County Entity. Risk for one county
may not be assumed by another county or counties in the Multi-County Entity. In its
contract with the Department, the Multi-County Entity would be held to the same HC-BH
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I-6.

Program requirements as counties entering into individual county contracts with the
Department. The participating counties will not be required to be contiguous and the
Department will permit Multi-County Entities consisting of counties in different
HealthChoices Zones. A re-procurement will occur for any county that withdraws from
the Multi-County Entity. DHS will select a private sector BH-MCO as a Primary
Contractor for that county. The remaining county(ies) in a Multi-County Entity must
continue to meet the Department’s requirements.

In addition to the multi-county contracting option and in order to ensure efficiency in
administrative costs, the Department requires HealthChoices Behavioral Health
contractors to cover a minimum of 10,000 HealthChoices Members as follows:

¢ An individual county with less than 10,000 HealthChoices Members that contracts
directly with the Department must contract with a BH-MCO that covers or will
cover at least 10,000 HealthChoices Members. The Members covered by the BH-
MCO may be from other HealthChoices counties or other HealthChoices Zones.

e A Multi-County Entity that chooses to jointly contract with the Department must
cover at least 10,000 HealthChoices Members or must contract with a BH-MCO
that covers or will cover at least 10,000 HealthChoices Members.

Requirements of this document are part of the Agreement and are not subject to negotiation
by the Primary Contractor. The Department will develop a transition plan should it choose
to cancel or not extend a contract with one or more Primary Contractors operating the be-
havioral health program.

The Department reserves the right to terminate or cancel the Agreement for failure to per-
form as required by Agreement terms, non-availability of funds, failure to secure/retain
necessary federal contract and/or Waiver approvals, or change in applicable federal or
Commonwealth law, regulations, public policy, or at the convenience of the Department.
A Primary Contractor and its BH-MCO must be able to provide services to all Members
residing within the county or counties that it proposes to serve.

ON-SITE REVIEWS

The Department periodically conducts On-Site Reviews of selected Primary Contractors
and its BH-MCO. The purpose of an On-Site Review is to determine a Primary Contractor
and its BH-MCQO’s initial and ongoing compliance with respect to meeting work statement
tasks and program, standards and requirements. The Department reserves the right to sus-
pend implementation of the Agreement and/or Member enrollment for any Primary
Contractor or its BH-MCO that does not demonstrate to the Department's satisfaction, com-
pliance with any critical program standard.

INCURRING COSTS
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I-8.

I-9

The Department is not liable for any costs incurred by potential Primary Contractors prior
to the implementation date.

HEALTHCHOICES RATE INFORMATION

The Department releases historical cost data by rate cell and category of service for the
various HealthChoices Zones. Additional data and/or information may also be provided to
assist the Primary Contractor in constructing or responding to a Capitation rate proposal.

RESPONSIBILITY TO EMPLOY CASH ASSISTANCE BENEFICIARIES

The Primary Contractor and its BH-MCO shall make a good faith effort to outreach, train,
and employ cash assistance beneficiaries in accordance with the provisions of Appendix
C.

SMALL DIVERSE BUSINESS INFORMATION

The Department encourages participation by small diverse businesses as prime contractors
and encourages all prime contractors to make a significant commitment to use small diverse
businesses as subcontractors and suppliers.

A Small Diverse Business is a Department of General Services -certified minority-owned
business, service-disabled veteran-owned business or veteran-owned business, or United
States Small Business Administration-certified 8(a) small disadvantaged business concern
that qualifies as a small business.

A small business is a business in the United States which is independently owned, not
dominant in its field of operation, employ no more than 100 full-time or full-time
equivalent employees and earn less than $20 million in gross annual revenues ($25 million
in gross annual revenues for those businesses in the information technology sales or service
business).

Questions regarding this Program can be directed to:

Department of General Services

Bureau of Small Business Opportunities
Room 611, North Office Building
Harrisburg, PA 17125

Phone: (717) 783-3119

Fax: (717) 787-7052

Email: gs-bmwbo@pa.gov

Website: www.dgs@pa.gov

Page 4

HC BH Program Standards and Requirements — Primary Contractor January 1, 2024


http://www.dgs@pa.gov

I-10.

I-11.

The DGS directory of Bureau of Diversity, Inclusion, and Small Business Opportunities
(“BDISBO”)-verified minority, women, veteran and service disabled veteran-owned
businesses can be accessed at:
http://www.dgs.internet.state.pa.us/SBPI/AlphaResults.aspx

CONTRACTOR RESPONSIBILITY and OFFSET PROVISIONS

The Primary Contractor certifies that it is not currently under suspension or debarment by
the Commonwealth, any other state, or the federal government.

If the Primary Contractor enters into contracts or employs under this Agreement any Sub-
contractors/individuals currently suspended or debarred by the Commonwealth or the
federal government or who become suspended or debarred by the Commonwealth or feder-
al government during the term of this Agreement or any extensions or renewals thereof,
the Commonwealth shall have the right to require the Primary Contractor to terminate such
contracts or employment.

The Primary Contractor agrees to reimburse the Commonwealth for the reasonable costs
of investigation incurred by the Office of the Inspector General for investigations of the
Primary Contractor's compliance with terms of this or any other agreement between the
Primary Contractor and the Department which result in the suspension or debarment of the
Primary Contractor. Such costs shall include, but not be limited to, salaries of
investigators, including overtime; travel and lodging expenses; and expert witness and
documentary fees. The Primary Contractor shall not be responsible for investigative costs
for investigations which do not result in the Primary Contractor's suspension or debarment.
The Primary Contractor may obtain the current list of suspended and debarred contractors
by contacting:

Department of General Services
Office of Chief Counsel
603 North Office Building
Harrisburg, PA 17125
Telephone: (717) 783-6472
FAX: (717) 787-9138

The Primary Contractor agrees that the Commonwealth may offset the amount of any state
tax liability or other debt of the Primary Contractor or its subsidiaries owed to the
Commonwealth and not contested on appeal against any payment due the Primary
Contractor under this or any other contract with the Commonwealth.

LOBBYING CERTIFICATION and DISCLOSURE

Commonwealth agencies will not contract with outside firms or individuals to perform
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lobbying services, regardless of the source of funds. With respect to an award of a federal
contract, grant or cooperative agreement exceeding $100,000, or an award of a federal loan
or a commitment providing for the United States to insure or guarantee a loan exceeding
$150,000, all recipients must certify that they will not use federal funds for lobbying and
must disclose the use of non-federal funds for lobbying by filing required documentation.
See Lobbying Certification Form and Disclosure of Lobbying Activities Form attached as
Appendix D. The Primary Contractor must complete and return the Lobbying Certification
Form along with the signed Agreement.

CONTRACTOR’S CONFLICT OF INTEREST

The Primary Contractor and its BH-MCO must comply with the conflict of interest
safeguards described in §438.58 and with the prohibitions described in section
1902(a)(4)(C) of the Act applicable to contracting officers, employees, or independent
contractors.

The Primary Contractor and its BH-MCO hereby assures that it presently has no interest
and will not acquire any interest, direct or indirect, which would conflict in any manner or
degree with the performance of its services hereunder. The Primary Contractor and its BH-
MCO further assures that in the performance of this Agreement, it will not knowingly
employ any person having such interest. The Primary Contractor and its BH-MCO hereby
certifies that no member of its Board of Directors or equivalent authorized governing body,
or any of its officers or directors has such an adverse interest.

PROHIBITED AFFILIATIONS

The Primary Contractor and its BH-MCO may not knowingly have a relationship with the
following:

A. An individual or entity who is debarred, suspended, or otherwise excluded from
participating in procurement activities under the Federal Acquisition Regulation or
from participating in non-procurement activities under regulations issued under
Executive Order No. 12549 or under guidelines implementing Executive Order No.
12549.

B. An individual or entity who is an Affiliate, as defined in the Federal Acquisition
Regulation, of a person described in paragraph (A) above.

C. An individual or entity that is excluded from participation in any Federal health care
program under section 1128 or 1128A of the Social Security Act.

For the purpose of this section, “relationship” means the following:

e A director, officer or partner of the Primary Contractor or its BH-MCO.
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e A person with beneficial ownership of five percent (5%) or more of the BH-MCO’s
equity.

e A person with employment, consulting or other arrangement with the Primary
Contractor’s or its BH-MCO’s obligations under this Agreement.

INTEREST OF THE COMMONWEALTH AND OTHERS

No officer, member or employee of the Commonwealth and no member of the General
Assembly, who exercises any functions or responsibilities under this Agreement, shall
participate in any decision relating to this Agreement which affects his/her personal interest
or the interest of any corporation, partnership or association in which he is, directly or
indirectly, interested; nor shall any such officer, member or employee of the
Commonwealth or member of its General Assembly have interest, direct or indirect, in this
Agreement or the proceeds thereof.

PRIMARY CONTRACTOR RESPONSIBILITIES

The Primary Contractor is required to assume responsibility for all services offered in this
document and Agreement whether it directly provides or contracts for the provision of the
services. Further, the Department will consider the Primary Contractor to be the sole point-
of-contact with regard to contract matters.

Where the Primary Contractor or its BH-MCO changes ownership or undergoes a major
restructuring, including any major change to the submitted organizational chart or acqui-
sition of another MCO, such change must be reported to the Department 30 days prior to
the change or within 48 hours of confirmation of the change. Major organizational changes
may result in the Department conducting a complete On-Site Review to assess continued
adherence to the terms of the Agreement by the new structure. Continuation of the
Agreement is contingent on a finding of the On-Site Review that the terms of the
Agreement will be adhered to under the change/restructuring.

Office space, equipment, and logistical support are the responsibility of the Primary
Contractor. The BH-MCO's administrative offices, from which the program is operated,
must be located in close geographic proximity to the county or counties in which State Plan
Services are provided.

FREEDOM OF INFORMATION AND PRIVACY ACTS

The Primary Contractor should be aware that all materials associated with this Agreement
may be subjected to the terms of the Freedom of Information Act (5 U.S.C. Section 552 et
seq.), the Privacy Act of 1974 (5 U.S.C. Section 552a), the Right-to-Know Law (65 P.S.
Section 66.1 et seq.) and all rules, regulations, and interpretations of these Acts, including
those from the offices of the Attorney General of the United States, Health and Human
Services (HHS), and CMS.
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NEWS RELEASES

News releases pertaining to this initiative will not be made without prior Commonwealth
approval, and then only in coordination with the Department.

COMMONWEALTH PARTICIPATION

The Department’s Office of Mental Health and Substance Abuse Services (OMHSAS)
provides the Project Office for formal oversight of the HC BH Program. The OMHSAS
in collaboration with the Department’s Office of Medical Assistance Programs (OMAP)
and the Department of Drug and Alcohol Programs (DDAP), provides responses to
requests for clarification and questions. The Department will not provide offices space,
reproduction facilities, or other logistical support to any Primary Contractor.

The Department provides enrollment and disenrollment activities for the HealthChoices
Program by contract as described in Appendix G.

PROJECT MONITORING

Project monitoring is the responsibility of the OMHSAS, in collaboration with OMAP and
DDAP, and/or other offices, as well as consumers, persons in recovery and family mem-
bers, as determined by the Department. Designated staff coordinates the project, provide
or arrange technical assistance, monitor the Agreement for compliance with requirements,
the approved Waiver, and program policies and procedures.

In addition to Department oversight, CMS may also monitor the HC-BH Program through
its regional office in Philadelphia, Pennsylvania, and its Office of Managed Care in
Baltimore, Maryland.

CHANGES TO CERTAIN APPENDICES

The following Appendices may be updated, from time to time, by the Department through
issuance of an operations memo, and/or policy clarification, or through the Department’s
internet, and do not require an amendment to this Agreement to be effective and
enforceable:

= Appendix L: Guidelines for Consumer/Family Satisfaction Teams and Member
Satisfaction Surveys

= Appendix M: Behavioral HealthChoices Data Reporting Requirements Non-
Financial

= Appendix O: HealthChoices Data Support for BH-MCOs

= Appendix P: The HealthChoices Behavioral Health Financial Reporting
Requirements
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= Appendix X: HealthChoices Category/Program Status Coverage Chart
= Appendix V: The HealthChoices Behavioral Health Recipient Coverage
Document

1-21. ACCREDITATION BY A PRIVATE INDEPENDENT ACCREDITING ENTITY

The Primary Contractor and its BH-MCO must inform the Department if it has been
accredited by a private independent accrediting entity.

The Primary Contractor and/or its BH-MCO that has received accreditation by a private
independent accrediting entity must authorize the private independent accrediting entity to
provide the Department with a copy of its most recent accreditation review, including:

e Accreditation status, survey type, and level (as applicable)

e Accreditation results, including recommended actions or improvements, corrective
action plans, and summaries of findings; and
e Expiration date of the accreditation.
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PART II. WORK STATEMENT - STANDARDS AND REQUIREMENTS

OVERVIEW

The goal of the HC-BH program is to improve the accessibility, continuity, and quality of
services for Pennsylvania's MA populations, while controlling the program's rate of cost

Increases.

The Department intends to achieve these goals by enrolling eligible MA

Recipients in BH-MCOs which provide a specified scope of benefits to each enrolled
Member in return for a capitated payment made on a PMPM basis.

OBJECTIVES

A.

General

The Department is interested in working with counties and/or Private Sector BH-
MCOs to administer the mandatory HC-BH Program within each county in the
Commonwealth of Pennsylvania.

Specific Objectives

The HC-BH Program provides for the delivery of medically necessary mental
health, drug and alcohol, and behavioral services. Specific objectives are:

1. Structure Objectives

a.

To contract with each of the counties in the HealthChoices Zone,
individually or in Multi-County Entities, to manage the purchase
and provision of Behavioral Health Services in either one or more
of the specified counties.

To provide county government the option to directly manage the
program through a County Operated BH-MCO or to contract with a
Private Sector BH-MCO. Such contracts do not relieve the county
of ultimate responsibility for compliance with program and fiscal
requirements, including program solvency. Counties may, however,
include additional requirements and incentives in their contracts as
needed to provide appropriate management oversight and flexibility
in addressing local needs.

For counties not able to or not interested in contracting for the man-
aged care program, the Department will contract with a Private
Sector BH-MCO to directly manage the purchase and provision of
Behavioral Health Services to Members.
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2. Program Objectives

a.

To promote resiliency-oriented and recovery-oriented best-practices
that are cost effective.

To create systems of care management that are developed based on
input from and responsive to the needs of consumers, persons in re-
covery, and their families representative of the various cultures and
ethnic groups in the county, who depend on public services.

To provide incentives to implement Utilization Management tech-
niques resulting in expanded use of less restrictive services while
assuring appropriateness of care and increasing prevention and early
diagnosis and treatment.

To promote partnerships between the public and private sectors that
take advantage of the public sector's experience in serving persons
with the most serious illnesses and disabilities who often have few
resources and supports, and the private sector's expertise in man-
aging financial risk for Behavioral Health Services.

To remove incentives to shift costs between behavioral health and
other publicly funded human service and correctional programs.

To create geographic service areas of optimal size for managing risk
under Capitation financing which allow for regional variations in
program design and result in administrative cost savings.

To develop consumer and family satisfaction mechanisms in
partnership with consumers, persons in recovery, and their families
representative of the diverse ethnic, cultural and disability groups in
the county who are affected by mental illness and addictive diseases.

To improve coordination of substance abuse and mental health ser-
vices, including the development of specialized programs for per-
sons with both psychiatric and substance use disorders.

To create new integrated partnerships across child serving systems
to reduce duplication and increase responsiveness of services to
families and their children and adolescents, including coordination
with early intervention and early childhood care and education
programs.

To shift the focus of state monitoring from process management
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to outcome management with an emphasis on reduction of out-of-
home placements for children and adolescents, increased commu-
nity tenure, improved health status, and improved vocational and
educational functioning.

k. To accelerate the administration's state mental hospital rightsizing
initiative.
1. To improve coordination of care between physical and Behavioral

Health Services including disease management, programs to
improve health outcomes, educate consumers and Providers, and
increase access to Providers.

I1I-3.  NATURE AND SCOPE OF THE PROJECT

The HealthChoices Program ensures that Members have access to quality physical and
Behavioral Health Services while allowing the Commonwealth to stabilize the rate of
growth in health care costs. Primary Contractors and their BH-MCOs for the behavioral
health component of the HealthChoices Program are responsible for locating, coordinating,
and monitoring the provision of designated Behavioral Health Services on behalf of
Members.

A. Enrollment Process
1. HealthChoices Behavioral Health Care

Members are enrolled in the BH-MCO operating in their county of
residence on or after being determined eligible for MA. Eligible
individuals must be enrolled regardless of their race, color, ethnicity,
national origin, sex, actual or perceived sexual orientation, gender
identity, gender expression or disability. As Members are enrolled,
information will be forwarded to the BH-MCO. The BH-MCO must
email to the CAO the CAO Notification Form, which includes any
change or update to the Member’s residency or eligibility status, within
10 days of the date of learning of the change. The CAO Notification
Form can be found online at
https.://www.dhs.pa.gov/HealthChoices/HC-Providers/Pages/BH-
HealthChoices-Systems-Management.aspx.

The BH-MCO must have in effect written administrative policies and
procedures for newly enrolled Members. The BH-MCO must also have
a transition plan and procedure for providing Behavioral Health
Services for newly enrolled Members. The Department will provide the
BH-MCO with enrollment information for its Members including the
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beginning and ending effective dates of enrollment. It is the responsi-
bility of the BH-MCO to take necessary administrative steps consistent
with the dates determined and provided by the Department to determine
periods of coverage and responsibility for services.

As directed by the Department, the BH-MCO must make an effort to
conduct an initial screening of each Member’s needs, within 90 days of
the effective date of enrollment for all new Members. Subsequent
attempts to make an initial screening of a Member’s needs should be
made if the initial attempt to contact the Member is unsuccessful.

B. HealthChoices Program Eligible Groups

The HC-BH population consists of seven different eligible groups, or aid categories
which may change from time to time. Qualification for the HC-BH Program is
based on a combination of factors, including family composition, income level,
insurance status, and/or pregnancy status, depending on the aid category in ques-
tion. The scope of benefits and program requirements vary by the MA category.
Should the Department choose to implement cost sharing options at a future date,
these options may also be determined by MA category.

1. The eligible groups (see Appendix X for details) are:

a. Temporary Assistance to Needy Families (TANF) -Related MA: A
federal block grant program, matched with state funds, which pro-
vides cash payments and MA, or MA only (Medically Needy Only
and Non-Money Payment), to families which contain dependent
children who are deprived of the care or support of one or both Par-
ents due to absence, incapacity, or unemployment of a parent.

b. Healthy Horizons: An MA program which provides non-money
payment (NMP) MA and/or payment of the Medicare premium, de-
ductibles, or coinsurance to disabled persons and persons age 65 and
over. Exception: An individual who is determined eligible for
Healthy Horizons for cost sharing coverage only (categories PG and
PL) will not be enrolled in the HC Program.

c. SSI with Medicare: Monthly cash payments made to persons who
are aged, blind, or determined disabled for over two years under the
authority of Title XVI of the Social Security Act, as amended, Sec-
tion 1616(A) of the Social Security Act, or Section 212(A) of Pub.
L. 93-66. This category automatically receives MA.

d. SSI without Medicare: Monthly cash payments made to persons
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who are aged, blind, or have been disabled for less than two years
and will become eligible for Medicare when the disability has lasted
for two years, under the authority of Title XVI of the Social Security
Act, as amended, Section 1616(A) of the Social Security Act, or
Section 212(A) of Pub. L. 93-66. This category automatically re-
ceives MA.

e. SSI-Related: An MA category which has the same requirements as
the corresponding category of SSI. Persons 