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ABD RFA GENERAL QUESTIONS 
 
QUESTION 1.  The calendar of events identifies that all Applicants must submit all 
necessary licensure filings to ODI by 7/31/06.  For applicants that intend to apply for a 
currently approved CFC service area, what filings (if any) would be required by ODI?  If 
a major modification to the applicant’s COA is required for the additional population, 
would this filing be due prior to 7/31/06? 
 
 ANSWER:  The BMHC has requested clarification from the Ohio Department of 

Insurance and will post an answer once clarification is received. 
 
 
QUESTION 2.  Will ODJFS allow 1 or 2 plans in a region if less than three plans 
achieved 750 points? 
 
QUESTION 3.  The RFA lays out the potential for up to three applicants to be selected 
for each region.  Given the smaller number of ABD consumers compared to CFC, will 
the Bureau proceed with readiness review and launch of a region if less than three 
applicants earn the minimum of 750 points during the application process, or reopen the 
procurement process in order to procure a third applicant? 
 

 ANSWER #2 & #3:  The BMHC prefers to have three MCPs in each region 
serving the ABD population to promote program stability and consumer choices.  
However, we will consider moving forward with only two MCPs in a region for 
the ABD program. 

 
 
QUESTION 4.  What will ODJFS do if no plan in a region achieves 750 points? 
 

 ANSWER:  ODJFS reserves the right to issue another RFA in this situation. 
 
 
QUESTION 5.  Please confirm timing of rollout: Section IV.B says provider agreement 
and enrollment process “will start no earlier than Dec. 1, 2006”. 
 
 ANSWER:  The enrollment process will start no earlier than December 1, 2006.  

The earliest effective date of MCP membership for ABD program consumers 
would be January 1, 2007. 

 
 
QUESTION 6.  Please provide a list of physicians who currently see ABD eligible 
recipients. 
 
 ANSWER:  The CD containing this information has been mailed to all potential 

applicants. 
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QUESTION 7.  Please provide a list of community based organizations that have actively 
supported ABD eligible recipients. 
 
 ANSWER:  There are numerous community based organizations that have 

actively supported ABD consumers and there is no single definitive list.  For 
example, the National Alliance on Mental Illness (NAMI) has over 50 offices 
throughout Ohio.  See www.nami.org or www.mh.state.oh.us for more 
information. 

 
 
QUESTION 8.  Due to the short timeframe for readiness review and the need to 
proactively prepare, what specific readiness review requirements will be necessary in 
addition to that of the CFC readiness review? 
 
 ANSWER:  The readiness review tools are still under development.  Additional 

information on readiness review will be provided to the Selected Applicants. 
 
 
QUESTION 9.  Can you provide data file of separate pharmacy and medical claims? 
 

 ANSWER:  The CD mailed to Potential Applicants on June 6, 2006, “SFY2005 
fee for service (FFS) Utilization Summaries by provider category of service for 
the Ohio Medicaid Aged, Blind, or Disabled (ABD) population” will be the only 
data files available during the ABD RFA process. 

 
 
QUESTION 10.  Are any additional OAC rule changes anticipated for implementation of 
the ABD managed care program?  If so, what is the timing on those draft rules being 
available for review and comments? 
 

 ANSWER:  No additional OAC rule changes are anticipated for the 
implementation of the ABD managed care program. The June 1, 2006 OAC 
managed care rule changes are the latest set of rule changes impacting the ABD 
program and can be found in the Applicant Library.  The next set of managed care 
rule changes will be related to the federal Deficit Reduction Act of 2005 (DRA) 
and ODJFS plans on filing these rule changes for January 1, 2007. 

 
 
QUESTION 11.  Will the exhibits in the RFA and the Mercer rate tables (distributed in 
the meeting) be available in Excel formal or only in PDF format? 
 

 ANSWER:  No.  We have contacted the area that produces all the information 
used in the RFA exhibits and we have checked with our actuary for the rate 
exhibits and they are not available in any other format at this time. 
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QUESTION 12.  Will ongoing annual open enrollment periods for the ABD regions be 
consistent timing as that for the CFC? 
 
 ANSWER:  Open selection months for the CFC population will be set in 

conjunction with the rollout of each region to assure that no MCP member is 
locked in to an MCP longer than 12 months.  Although the final decision has not 
been made regarding open selection for the ABD program, it is our intent that 
whenever possible, the open selection month for ABD consumers in a region will 
be the same as CFC consumers. 

 
 
QUESTION 13.  Will the ABD population be sent to the MCPs on the same CCR, 834C, 
834F, and 820 files? 
 
 ANSWER:  The HIPAA 834C, 834F, and 820 files are sent to MCPs based on the 

federal tax identification number of the MCP.  As long as an MCP utilizes the 
same tax ID for the CFC and ABD programs, members will all be reported on the 
same files.  MCPs can differentiate members by the individual provider numbers 
assigned to the MCP for each county/region/program. 

 
The CCR file will also contain all members regardless of county/region/program.  
MCPs can differentiate members by the individual provider numbers assigned to 
the MCP for each county/region/program. 

 
 
QUESTION 14.  With a planned implementation date of December 1, 2006, is actual 
membership enrollment in the plans anticipated for December 1, 2006 or January 1, 
2007? 
 

 ANSWER:  January 1, 2007. 
 
 
QUESTION 15.  Will the Department be issuing a communication to Medicaid providers 
on the ABD procurement process? 
 

 ANSWER:  Yes. Communication has gone out to Provider Associations and to 
Interested Parties. We are getting ready to send out communication to Medicaid 
providers by the first week of July.   

 
 
QUESTION 16.  For the NE region, please provide the most recent report of managed 
care eligibles for counties other than Cuyahoga and Lorain. 
 

ANSWER:  Please see Appendix A - chart titled “ABD eligibles by Region, 
March 2006”. 
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QUESTION 17.   In addition to the 2 years of FFS and encounter data for the ABD and 
CFC populations, will we also be receiving the appropriate covered 
membership/exposure that corresponds to the experience by region and rate cohort 
category (for CFC)?  Will the CFC experience also be mapped to the region, rate cohort 
category (for CFC) and medical service category? 
 

ANSWER:  Two years of historical member-specific FFS claims data and 
ongoing files for FFS claims including community mental health claims, that are 
paid through the Medicaid FFS Program, will be the only data available to MCPs 
during the CFC and ABD program implementation.  This data will also include 
both pharmaceutical claims and prior authorizations. 

 
 
QUESTION 18.   Two benefit packages are referenced: (1) acute and primary care 
services (2) long term care services.  All who receive long term care services are eligible 
for acute and primary care services.  Only those meeting specified level of care criteria 
are eligible for long term care services.  Please provide the services and details of the 
benefit packages; the criteria for eligibility for long term care services (and predicted 
numbers of eligibles and services offered); can substitute services be offered and/or are 
there limitations on substitute services or how benefits are flexed? 

 
ANSWER : As specified on page 9 of the ABD RFA, institutionalized individuals 
will not be enrolled in the managed care program. MCPs will only be responsible 
for short-term stays when an individual is placed in an institutional facility, as 
outlined in OAC rule 5101:3-26-03(H)(2).  Acute and primary care services that 
MCPs will be responsible for are outlined in Appendix G of the CFC provider 
agreement and in OAC rule 5101:3-26-03.  Further details on Medicaid coverage 
of the listed services can be found in the OHP Provider electronic manuals at 
http://emanuals.odjfs.state.oh.us/emanuals/GetTocDescendants.do?nodeId=%23n
ode-id%2851%29&maxChildrenInLevel=20&version=8.0.0. Please note that 
ODJFS expects MCPs to determine the appropriate health care settings for their 
members based on Medicaid coverage of such services and medical necessity 
(e.g. whether a nursing facility or home setting is appropriate for the individual 
based on their health care needs). 

 
 
QUESTION 19.   The statement is that the “Applicant will not use, or propose to use, any 
offshore programming or call center services in fulfilling the program requirements”.  
Will this be handled the same as the response to the CFC questions? 
 
 ANSWER:  Yes. 
 
 
QUESTION 20.   It is noted that many of the eligibles have serious physical and 
cognitive limitations. It appears ODJFS is using the same approach with the independent 
contractor to provide Medicaid managed health care selection (enrollment) and the toll 
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free phone, mail and limited face to face opportunities for the ABD population as with 
the CFC population. Is ODJFS anticipating the ABD will respond to the approaches or 
will they offer additional educational efforts to engage the members in understanding the 
choice at hand? 
 

ANSWER:  In April 2006, ODJFS hosted two focus groups for eligible ABD 
consumers in Franklin County (Central region) to learn what information is most 
important to the ABD population in choosing an MCP.  ODJFS intends to offer 
focus group opportunities to ABD eligibles  in each of the remaining regions 
during July and August to assure that the information needs of the ABD 
population are met through the enrollment process.    

 
 
QUESTION 21.   In the past, MCPs were allowed to conduct group seminars in certain 
locations specific to the population the MCP was serving, that focused on the various 
benefits of the MCP.   The topics to be discussed had to be printed in the local 
newspapers before the seminar  took place.  Related to this:   Can MCPS perform such 
activities taking into account the ABD population would be attending and thus would be 
subjected to a marketing seminar from a MCP (Before being assigned)? 

 
ANSWER:  No. MCPs are prohibited from having any unsolicited personal 
contact with an eligible individual for the purpose of marketing.   

 
 
QUESTION 22.   Will historical ABD member data be made available to MCP?  When 
will the file format for the historical data be made available?  Depending on that, can we 
obtain a  sample file and/or file layout in advance?  Will that data eventually include the 
other MCPs history?  Will this data come from ODJFS, the members prior MCO, or 
both?  What will be included in the file?  When will the data be received with respect to 
monthly enrollment processing – at the same time we receive the CCR and 834 files or 
after some delay?  What format will the data be provided in?  
 

ANSWER:  MCPs will receive two years of historical member-specific FFS 
claims data and ongoing files for FFS claims including community mental health 
claims, that are paid through the Medicaid FFS Program.  The data will be 
available to MCPs after membership is official (within the first few days of the 
month).  This data will come from ODJFS, and will also include both 
pharmaceutical claims and prior authorizations.  File specifications will be 
available prior to Selected Applicants’ readiness review. 
 
ODJFS will look into the feasibility of sharing historical MCP encounter data in 
the future.  Given population demographics the FFS history data will be most 
significant and relevant during the initial ABD program implementation.  
  
 

 



Request For Applications Q & A  7 

 
QUESTION 23.   What is the requirement, if any, to submit historical data for members 
leaving the plan?   Will encounter data be used in this process? 
 

ANSWER:  Currently, it is not required.  ODJFS will look into this issue in the 
future. 

 
 
QUESTION 24.  With respect to MCP’s routine data submissions to ODJFS, will we be 
required to submit information associated with ABD managed care separately from data 
submissions associated with the CFC population?  For example, will encounter data need 
to be submitted separately? 
 

ANSWER:  ODJFS intends to establish a single file submission process for 
encounter data for MCPs serving both ABD and CFC.  Data submission processes 
for case management, complaints and grievances files will be separate. 
 

  
QUESTION 25.  In the Ohio FFS population, what have the average claims numbers 
historically been PMPM for Ohio ABD billings? 
 
QUESTION 26.   On average, how many claims per member per month does ODJFS 
experience for the ABD consumers that will be eligible to enroll in managed care? 
 

ANSWER #25 & #26:  The following claim counts are based on SFY 2005 FFS 
utilization for the ABD population that met managed care criteria in SFY 2005.  
For Professional and Institutional claims, the following claim counts are ‘header’ 
counts (i.e., count does not include line items).  Professional claims: 1,549 claims 
per 1,000 MM;   Institutional claims (inpatient and outpatient): 573.9 claims per 
1,000 MM; Institutional, Inpatient admissions: 42.5 claims per 1,000 MM; 
Pharmacy claims: 5,023.3 per 1,000 MM.  
 

 
QUESTION 27.  Who does the utilization review / prior authorization work for the 
Medicaid FFS network and what, if any, of the current program components does the 
State like and would like to see duplicated by MCOs? 
 

ANSWER: Utilization review /prior authorizations are performed by the Bureau 
of Plan Operations, in ODJFS.  The Bureau of Plan Operations ensures that all 
Medicaid services requiring prior authorization (PA) are medically necessary and 
appropriate.  MCPs are expected to design utilization review and prior 
authorization programs based upon appropriate clinical guidelines in a manner 
that does not impede member access to medically necessary services. 

 
 
QUESTION 28.  What additional educational activities will the State allow to take place 
to educate ABD managed care recipients about managed care?  Will the enrollment 
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broker conduct more outreach and educational activities?  Will the plans have expanded 
responsibilities in marketing and outreach through either our current marketing activities 
or through expanded case management activities?  What will the marketing differences 
be in terms of how the MCPs will be allowed to market to the ABD population vs. CFC 
population? 
 

ANSWER:  The Selection Services contractor will continue its outreach and 
educational activities in all counties.  These activities are aligned more to assure 
that local CDJFS and community stakeholders are aware of the enrollment 
process and know where to send eligible consumers for information, than it is a 
direct contact campaign to eligible consumers.  

 
 
QUESTION 29.  As contained in the Calendar of Events, explain what a “follow up 
discussion” is during the review of the RFA applications?  
 

ANSWER: A follow-up discussion may be necessary if ODJFS has any questions 
Regarding the Application submitted.  
 

 
QUESTION 30.  What are the specific Home and Community based services for Ohio ?  
 

ANSWER: If this question is in reference to Home and Community-Based 
 Services (HCBS) waivers, MCPs are not required to provide these types of 
 services because they are part of the excluded services listed in OAC rule 5101:3-
 26-03.  Individuals enrolled in HCBS waivers are also not eligible for enrollment 
 in the managed care program as stated on page 9 of the ABD RFA. MCPs serving 
 the ABD population will be required to provide home health care services as 
 outlined in Appendix G of the CFC provider agreement. 
 
 
QUESTION 31.   Outside of a few transitional requirements and mandate regarding 
atypical antipsychotic coverage, there is no description of basic pharmacy requirements. 
Are we to assume that the requirements are identical to what is currently in place for 
TANF Medicaid?    
 

ANSWER:  As referenced in the ABD Request for Applications (RFA), the ABD 
program requirements are contained in the MCP provider agreement for ABD and 
the Ohio Administrative Code (OAC) rules.  According to OAC rule 5101:3-26-
03, entitled Managed health care programs: covered services, MCPs are 
responsible for ensuring that members have access to all medically-necessary 
services covered by Medicaid, which would include the pharmacy benefit.  The 
new/additional requirements related to pharmacy, as you noted, are for the 
transition of ABD consumers from FFS to managed care.  The transitional 
requirements include the restriction of PA for any drug in a manner different from 
FFS for the initial three months of MCP membership, in addition to the restriction 
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that MCPs not require PA for atypical anti-psychotic drugs for all MCP members 
through December 2007, at a minimum. 

 
 
QUESTION 32.   It would be helpful to understand eligibility duration for the ABD 
population and how it varies from the eligibility duration for the CFC population. (i.e. 
How long do ABD consumers remain continuously eligible for Medicaid without a break 
in their eligibility span?) Also, information on the primary reasons for loss of eligibility 
would be very helpful. 
 
QUESTION 33. What are the historical monthly enrollment and disenrollment rates by 
regionand rate category from 2004 to the present? 
 

ANSWER #32 & #33:  Average span is 34 months.   We used ABD managed care 
population that met managed care criteria in SFY 2005 and their most recent 
continuous eligibility span (as of 6/30/06) for this estimate.   Additional analysis 
will be forthcoming. 
 

 
QUESTION 34. What categories of the Federal Poverty Limit (FPL) are included in the 
eligible populations for this program? Is eligibility limited by a certain level of the FPL 
an individual falls within? 
 

ANSWER: The  ABD eligible group falls within 62% to 66%.of FPL. This 
information is on the ODJFS website : 

 

http://jfs.ohio.gov/ohp/consumers/incGuide.stm  
 
 
QUESTION 35. What other Medicaid Waiver program(s) for ABD individuals exist in 

each region that disqualifies an individual for eligibility in this managed care 
program?  What are the eligibility requirements for such programs? 

 
ANSWER: All waiver program recipients are excluded from the  ABD managed 
care expansion. More information on specific waiver programs can be found on 
the ODJFS  website.   
   

 
QUESTION 36.   Do you foresee the Federal Deficit Reduction Act having an impact on 
the number of eligible consumers in the ABD population? If so, what percentage changes 
do you anticipate in eligibility. 
 

ANSWER:   We are currently reviewing the Federal Deficit Reduction Act.  
Although we are unsure of the overall impact of the Act, we do not anticipate that 
it will have any  significant impact on the number of MCP eligible consumers in 
the ABD population. 
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QUESTION 37.   Will ODJFS require that all ABD reporting (appeals, grievances, 
CAMs, etc.) be separate files/reports from CFC? 

 
ANSWER:  Since ABD and CFC are two separate programs, we intend to 
establish separate file submission processes for these specific files.  However, the 
file specifications would be the same with the exception of the file naming 
convention. 
 

 
QUESTION 38.   Two years of FFS claim data will be very helpful for both CFC and 
ABD new members.  Does ODJFS have an estimated timeline of when MCPs should 
expect to begin receiving the data files from ODJFS? 
 

ANSWER: As soon as an MCP has official membership, it will receive a file 
containing FFS historical data for newly-enrolled members within the first few 
days of the enrollment month. 

 
 
APPENDIX A 
 
QUESTION 39.  Please clarify the difference in population between data charts in 
Appendix A that show a population of over 150,000 versus the eligibility listing by 
region/county of 124,000. 
 

 ANSWER:  The ABD eligibles utilization summary (N=150,853) was based on 
the number of ABD eligibles during a 12 month-span in SFY2005 (i.e., members 
who had one or more months of eligibility in SFY2005) and their service 
utilization in a year.  Eligible population (N=124,114) based on the number of 
ABD consumers who were eligible for the Medicaid managed care program at a 
recent point in time (as of March 1, 2006). 

 
 
QUESTION 40.  Please describe the health conditions for “non-mild hypertension”. 
 

 ANSWER:  The analysis was based on the number of eligibles who had at least 
one FFS claim/visit with a primary diagnosis listed below; however, these 
estimates may not represent members’ clinical conditions nor the severity of their 
conditions. 

• 362.11 Hypertensive retinopathy 
• 401.0 Essential hypertension, malignant 
• 402.xx Hypertensive heart disease 
• 403.xx Hypertensive kidney disease 
• 404.xx Hypertensive heart and kidney disease 
• 437.2 Hypertensive encephalopathy 
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QUESTION 41.  Prescription drug utilization data appears low for this population. Does 
the data you supplied exclude any relevant claims or reflect any special drug coverage or 
authorization rules? 
 

 ANSWER:  The summary included all drug claims in SFY2005 from the number 
of eligibles who had at least one FFS claim/visit with a primary diagnosis being 
one of the chronic conditions.  No drug claims were excluded. Please refer to 
http://jfs.ohio.gov/ohp/bhpp/meddrug.stm for further information on the Ohio 
Medicaid Drug Program. 

 
 
QUESTION 42.   Please clarify and provide additional information regarding page 36 
and the diagnoses in the chart that references SMD (list 290.XX dementia through 
299.XX pervasive development disability)?  In including those diagnoses can ODJFS 
provide additional information regarding utilization of eligibles, numbers of eligibles 
with those diagnoses and/or providers of the services?  Should these data be interpreted to 
mean that someone with dementia is seen in an ER or on an IP setting either for psych IP 
or medical IP, and would they be part of the criteria for long term care services, etc.?  
Please provide more information about the eligibles with the diagnoses and services 
used—and what relates to behavioral health vs. medical. 
 

ANSWER:  Attachment B in the Appendix A of this RFA provides the number of 
ABD eligibles who had a least one claim with an SMD primary diagnosis (290.xx 
thru 299.xx) in SFY2005 FFS data.  In the same attachment, utilization of 
inpatient hospitals and emergency department visits was summarized by SMD 
eligibles, Anxiety, Bipolar, and Depression related visits.  In addition, the 
provider utilization summary CD mailed to interested applicants on June 6, 2006 
provides provider of service by category of service for SMD eligibles (e.g., 
PUSABD05 SMD PYH.XLS).  These two sources of information are the only 
data available to interested applicants during this ABD RFA. 

 
 
 
APPENDIX B - GENERAL 
 
QUESTION 43.  It states that the ABD provider agreement has not been finalized; 
however, many of the program expectations are similar to the CFC model provider 
agreement.  Additionally, Appendix B identifies many ABD-specific “new program 
requirements.”  Are the ABD requirements identified in Appendix B a comprehensive list 
of the additions that will be made in the ABD contract?  If not, when does ODJFS plan to 
release the model ABD provider agreement for Applicants to review? 
 
 
 



Request For Applications Q & A  12 

QUESTION 44:  When will the draft ABD Provider Agreement be available for review 
and comments? 
 

ANSWER #43 & #44:  Similar to the Covered Families and Children (CFC) 
request for applications (RFA), Appendix B of the ABD RFA represents the 
major additional program requirements that health plans will need to follow.  All 
of the program requirements in Appendix B will be included in the ABD provider 
agreement.  Some of the program requirements from Appendix B may also be 
further clarified/operationalized in the ABD provider agreement.  There will not 
be any significant additions to the ABD provider agreement aside from the 
requirements specified throughout the ABD RFA.  ODJFS plans to release the 
model ABD provider agreement after applicants are selected, similar to the 
timeline previously used for the CFC Provider agreement.  As stated in the ABD 
RFA timeline, the estimated date for applicant selection is September 29, 2006. 

 
 
APPENDIX B – TRANSITION TO MANAGED CARE FOR ABD 
CONSUMERS 
 
QUESTION 45.  Please provide a complete list of the “atypical anti-psychotic drugs” that 
will be exempt from prior authorization through December 2007. 
 

 ANSWER:  The atypical anti-psychotics that are exempt from prior authorization  
(PA) include all formulations and strengths of the following:  Abilify, Clozaril, 
Geodon, Risperdal, Seroquel, Zyprexa.  Generics of these products, as they become 
available, would also be exempt. 

 
 
QUESTION 46.  The RFA states “MCPs will not be allowed to prior-authorize any 
prescription drug in a different manner than FFS for the initial three months of MCP 
membership.”  Does the three-month requirement pertain to the initial three-month phase 
of transitioning ABD members to the selected plans of does it refer to each time a new 
member is enrolled? 
 

 ANSWER: MCPs must not have prior authorization requirements that are more 
restrictive than FFS for any member that is transitioning to managed care from 
FFS in their 1st three months of membership.  Therefore, the three-month 
timeframe will apply each time a new ABD member is enrolled.  As indicated in 
Appendix B of the ABD RFA, MCPs will not be permitted to PA atypical anti-
psychotic drugs through at least December 2007. 

 
 
QUESTION 47.  The drug prior authorization requirements for the initial three months of 
MCP membership will pose a significant administrative challenge.  Physician compliance 
with two sets of prior authorization requirements with two separate insurers (i.e., 
Medicaid vs. MCP) can be managed as demonstrated in today’s environment.  Helping 
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physicians remember to apply two different sets of criteria for the same MCP, based upon 
how long their patient has been enrolled with the MCP will be difficult at best.  Please 
share how the Bureau envisions the implementation of this requirement. 
 

 ANSWER:  As stated, MCPs must not have prior authorization requirements that 
are more restrictive than FFS for any member that is transitioning to managed 
care from FFS in their 1st three months of membership.  MCPs must clearly 
indicate such when communicating to their providers about the drugs for which 
the MCP will require PA.  Should physicians request PA when not required for 
new members in their 1st three months of membership, MCPs must have 
mechanisms in place to not limit a member’s access to those drugs exempted from 
PA, both during PA process and at the pharmacy point of sale (POS). 

 
 
QUESTION 48.  Would consideration be given to allowing pharmacy management of 
atypical anti-psychotics for non-behavioral health providers?  While ready access for 
these drugs is important for those under psychiatric care, review of prescribing by non-
behavioral health providers for safety purposes is appropriate. 
 

 ANSWER:  All atypical anti-psychotic drugs will be exempted from prior 
authorization requirements for all MCP members through December 2007.  
However, the MCPs must take a comprehensive and collaborative approach to 
coordinate care for the eligible ABD population.  Care coordination must include 
not only the specific diagnosis but also the complexities of multiple co-morbid 
conditions, including behavioral health. 

 
 
QUESTION 49.   Please describe the transition of care process, specifically existing prior 
authorizations for members moving from fee for service to an MCP (e.g. what data, in 
what format, at what frequency). 
 

ANSWER:   MCPs will receive two years of historical member-specific FFS 
claims data and ongoing files for FFS claims including community mental health 
claims, that are paid through the Medicaid FFS Program.  This data will also 
include both pharmaceutical claims and prior authorizations. 
 

 
QUESTION 50.   If a member is disenrolled from Medicaid and then is re-enrolled, does 
the three month transition of care for pharmacy restart? 
 

ANSWER:  Every new member to an MCP is entitled to the three month 
transition of care for pharmacy. In the event a member who has been with a plan 
less than three months loses base Medicaid eligibility but regains eligibility and is 
auto-reenrolled as described in OAC 5101:3-26-02(C)(3)(j),the three month 
transition of care for pharmacy must restart.   In the event a member who has been 
with the MCP at least three months loses Medicaid eligibility but regains 
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eligibility and is auto-reenrolled  as described in  OAC 5101:3-26-02 (C) (3)(j), 
the three month transition of care for pharmacy does not restart. This statement 
does not apply to the  no-prior authorization requirement for atypical anti-
pschychotic drugs. 

 
 
QUESTION 51.  Appendix B – page 3 - #9 Transition to Managed Care for ABD 
Consumers – The 2nd paragraph states “…information regarding current treatments, 
upcoming appointments…obtained during the enrollment process and reported to MCPs 
by the SSC via a CCR…”.  Will this level of detail exist for all enrolled members 
regardless of the enrollment method?  Can we obtain a sample CCR file and/or file layout 
for the ABD population?  
 

ANSWER:  The CCR for the ABD population is the same as the current CCR file.  
The CCR will continue to contain  consumer-provided medical information only 
which means that there will be no such data on the CCRs for those consumers 
who did not voluntarily choose an MCP, but are auto-assigned to the MCP.    

 
 
QUESTION 52.   The development of a complete member profile would be an 
administrative burden if there isn't a detailed history under fee-for-service (FFS) 
utilization date and/or information is not reported to the Selection 
Service Center (SSC).   
 
If the member profile is created based on FFS and SSC data and the MCP 
is unable to reach the member, would this be considered a complete 
profile? 
 

ANSWER:  ODJFS recognizes that the development of a complete member 
profile for the development of a transition plan may be challenging if there is no 
historical FFS utilization data or information is not reported by the member to the 
Selection Services Contractor.  While eligible members will be advised by the 
Selection Services Contractor and in the new member letter and member 
handbook to contact the MCPs and discuss their upcoming scheduled health 
services, the MCP is required to have an effective outreach process to identify 
each new member’s existing and or potential health care needs.  The outreach 
process will be reviewed and approved as part of the readiness review submission 
process.  If the MCP creates a member profile based on FFS and SSC data and 
has exhausted all of the outreach strategies (i.e., with due diligence) identified in 
its ODJFS-approved Transition Plan RRT, then the member profile would be 
considered complete. 

 
It is important to note that the member profile completed for the transition plan is 
independent of the identification, assessment and care treatment plan 
requirements for case management.  Data collected from the development of the 



Request For Applications Q & A  15 

member profile can be used as supplemental information to identify members that 
may potentially meet the criteria for case management. 
 

 
 
APPENDIX B – CASE MANAGEMENT 
 
QUESTION 53.  Please provide specifications for the Case Management System (CAMS 
report Applicants are required to submit monthly. 
 
QUESTION 54.  The requirement for screening and assessment submission has been 
removed.  What is required for CAMS reporting?   
 

 ANSWER #53 & #54:  Program requirements for case management data 
submission will be similar to the CFC program, with the exception of the 
condition code classifications.  MCPs will be required to send in case 
management data, but will not be required to submit either screening or 
assessment data.  File specifications and methods for the ABD program will be 
made available along with the ABD Provider Agreement at a later time.  The 
Applicant Library http://jfs.ohio.gov/ohp/bmhc/RFA_ABD/ provides current CFC 
program data specifications as a reference. 

 
  

QUESTION 55.  Please confirm Appendix B.15.G: It is assumed that member service 
staff with access to clinical data are medical management staff with appropriate 
qualifications for access to such information and not general member service staff. 
 
 
QUESTION 56.   Please confirm the following case management system requirement in 
Appendix B.15.G. – A call center agent must be able to direct an ABD member to the 
appropriate MCP and/or subcontractor staff but does not need to have clinical 
information available at the call center agents desktop. 
 

 ANSWER #55 & #56:  Every point of contact at the MCP for a member must 
have access to the most recent appropriate level of information (e.g., case 
management notes, PCP assignment, and call center communications) for that 
member to ensure proper care coordination.  Access to information should 
correspond with the point of contact’s function(s) and qualifications.  The goal is 
to have an integrated information technology system for the case management 
program to maximize opportunities for care coordination and communication 
between the member, MCP, PCP, other providers and case managers. 
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QUESTION 57.  Will ODJFS be communicating with Primary Care Physicians in terms 
of their role in the members case management plan (development and implementation)? 
 

 ANSWER:  ODJFS will not be communicating with Primary Care Physicians 
about their role in the development and implementation of the member’s care 
treatment plan.  It is the responsibility of the managed care plan to communicate 
with primary care physicians about their role in the implementation and 
development of a member’s care treatment plan.  Similar to requirements for 
CFC, MCPs will be required to inform contracting providers of their care 
coordination and case management programs including the role of the provider.  
In addition and as indicated in Appendix C-4-1, the Primary Contractor or Case 
Management Business Partner must have a process for the development of a 
formal care treatment plan that is based on the health needs assessment; involves 
the member and their PCP; and includes provisions for periodic reviews and 
revisions. 

 
 
QUESTION 58.  In the evaluation of quality of care, specifically case management, what 
measurement will be utilized?  Will this continue to be a % of members in case 
management, or other key statistics? 
 

 ANSWER:  The performance measures used to evaluate performance for Quality 
of Care will include two key programs areas: case management and clinical 
performance.  Performance measures for case management will look at case 
management rates of all members and then separately for each of the ODJFS 
mandated conditions.  Clinical performance measures will be calculated for each 
of the mandated conditions and are specified in the Request for Applications 
(Appendix B, pgs 9-11).  The methodology for determining members with ODJFS 
mandated conditions for the case management performance measures will use the 
same diagnostic identifiers as used in the corresponding clinical performance 
measures for these conditions.  Performance measures and minimum standards 
will be established in the ABD Provider Agreement. 

 
 
QUESTION 59.   In Appendix B.15., Case Management, item B notes that for 
individuals identified  as being eligible for case management (as described in item A), 
“the MCP must arrange for or conduct a comprehensive assessment of the member’s 
physical and mental health condition to confirm the results of a positive identification and 
to determine the need for case management services”.   Can the surveys, interviews, and 
home visits noted as methods of “identification” in item A. also suffice for assessment 
methods or what other methods does ODJFS have in mind? 
 

ANSWER:  The MCP must use a standardized tool to conduct the comprehensive 
assessment of the member’s physical or mental health condition, and should 
include the following components:  primary physical health condition, mental 
health condition, co-morbid conditions, and social/family support needs.  The 



Request For Applications Q & A  17 

comprehensive assessment completed by the MCP may include supplemental 
information (e.g., surveys, interviews and home visits) collected from the 
identification process.  The MCP will be required to submit a copy of the 
assessment tool as part of the readiness review process. 

 
 
QUESTION 60.  Is inclusion of the PCP as the “medical home” a requirement in the 
prevention and care coordination services? 
 

ANSWER:  MCPs must ensure that each member has a PCP who will serve as an 
ongoing source of primary care and assist with care coordination appropriate for 
the member’s needs.  For the purposes of case management, the designated PCP 
is the physician who will manage and coordinate the care for the overall member. 
 

 
QUESTION 61.   Appendix B – page 7 – E ODJFS Targeted Case Mgmt Conditions – 
Can ODJFS provide the methodology for these conditions? Some of the verbiage is 
vague (e.g. severe, high risk, high cost).  
 

ANSWER:  The data sources (e.g., HEDIS 2006 or ICD-9-CM 2006) used to 
identify potential eligibles with the mandated conditions are listed in Appendix A, 
Attachments 1-10.  This should provide guidance to the applicant for how the 
conditions are defined.  ODJFS will use the same coding methodology to identify 
targeted members as used in the clinical performance measures to monitor the 
quality of care provided to these members. 

 
 
QUESTION 62.   Do we need to perform a face to face assessment of members?  
 

ANSWER:  No, the MCP is not expected to perform a face-to-face assessment of  
all members. 

 
 
QUESTION 63.  How many contacts are required per year ?  
 

ANSWER:  The MCP is required to contact a member to complete the 
comprehensive assessment, notify the member of eligibility for case management 
services, and develop a care treatment plan within 90 days of membership.  
Further contact with the patient should be determined by the healthcare needs of 
the patient.  Specifically, the MCP is also required to continuously monitor the 
progress of the patient; re-evaluate the member’s risk level and adjust the case 
management services appropriately.  If this results in a need to: complete a new 
assessment of the member’s physical and/or mental health status; modify the care 
treatment plan; or notify the member about eligibility to receive additional case 
management services, the MCP must contact the member.   
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The MCP will be required to submit its outreach strategy for contacting members 
as  part of the readiness review process.  In addition, the MCP will be required to 
submit the process for documenting the member’s written or verbal confirmation 
of his/her case management status, thus demonstrating further evidence of contact 
with the member.  Please note this will be necessary in order to submit the 
member as being case managed to the ODJFS’ Case Management System 
(CAMS).  ODJFS or its designated entity, the external quality review vendor, will 
validate the status of cases (e.g., closed, open, and/or active) in CAMS with the 
information contained in the members’ case management record. 
 

 
QUESTION 64.   Will the state have to approve member staff ratios?  
 

ANSWER:  The MCPs will be expected to provide case manager staff/member 
ratios for those involved in the operations of the case management program.  As 
part of the readiness review process, MCPs will be expected to provide guidelines 
or supporting rationale for the case manager staff caseload based on member risk  
stratification and different levels of care provided to the members. 
 

 
QUESTION 65.   For members that are disenrolled and come back on the plan, what is 
the expectation of ODJFS as it relates to continuity of care? 
 

ANSWER:  In the event that a member meets the definition of auto re-enrollment 
per OAC 3-26-02( C)(3)(j), it will not be necessary for the MCP to complete a 
new health assessment or care treatment plan.  If the member is identified as a 
new enrollment or new assignment (according to the CCR), then the MCP will be 
expected to complete the identification and assessment processes, and place in 
case management, if applicable, within 90 days of membership. 
 

 
QUESTION 66.   Since we are to stratify members that are in case management for the 
mandated conditions, what is ODJFS expectations for the degree of case 
management that would be required for the lowest level of 
stratification? 
 

ANSWER:  Members of the ABD population experience complexities associated 
with their specific disease conditions,  multiple co-morbid conditions, including 
behavioral health, and issues related the lack of social or family support.  The 
MCPs will be required to develop and implement risk stratification strategies and 
to define the corresponding levels of care to be provided to members.  Based on 
the member’s comprehensive needs assessment, the MCP should evaluate the 
member’s risk level and the appropriate level of case management needed for that 
member.  Depending on the severity of the condition(s), this will warrant a 
combination of, but not limited to, the following activities:  telephone calls to the 
members, PCP, and other services providers and case managers; mailings of 
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appropriate health educational information to the member; utilization reviews by 
MCP staff; home visits; and the monitoring of the member’s compliance with the 
care treatment plan.  For the lowest level of stratification for any condition, the 
MCP would be expected to be in contact with the member and conduct more than 
educational mailings to the member.  There should be documented case 
management activities in the case management records of all members enrolled in 
case management, regardless of risk stratification level.  MCPs will be expected 
to submit risk stratification strategies and corresponding levels of case 
management activities for each of the mandated disease conditions as part of the 
readiness review process. 

 
 
QUESTION 67.  This will be a challenge to share relevant information with the PCP and 
other service providers electronically (i.e., shared database). This 
would have to be managed by fax and sent each and every time a care plan 
is updated because external parties may not have the necessary IT 
infrastructure to support the transmission of data. 

 
ANSWER:  The goal of the MCP’s information technology system requirement is 
to maximize opportunities for and enhance care coordination and communication 
between the member, PCP, and other service providers and case managers.  
ODJFS expects the integrated database to be accessed by MCP staff, at a 
minimum, and have the capabilities to generate relevant information that can be 
shared via multiple modes (e.g., fax, email, direct access to the IT system, letter, 
etc.) with the member, PCP, and other service providers and case managers. 

 
 
APPENDIX B – PERFORMANCE EVALUATION 
 
QUESTION 68.  The Clinical Performance Measure table on page 11 lists some 
measurements as a disease-specific HEDIS measure – for example, inpatient hospital 
discharge rate and emergency department utilization rate – however, there are no HEDIS 
measures for discharge rates or emergency department utilization rates specific to CHF, 
CAD, hypertension, diabetes, CPOD, or asthma; only for mental health and substance 
abuse.  Would ODJFS please clarify what specifications it would like applicants to use to 
generate these rates that are not HEDIS measures? 
 

 ANSWER:  ODJFS will use the HEDIS methodology to summarize utilization of 
emergency department and acute inpatient services, but include only members 
with a primary diagnosis specific to a chronic disease in the measures.  Primary 
diagnoses by chronic condition are listed along with the charts in Appendix A of 
this RFA. 

 
 
QUESTION 69.  Under Qualifying Measures “Satisfaction with MCP Customer 
Service,” is this measure based on all the MCPs utilizing the CAHPS member satisfaction 
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survey?  Are they utilizing the adult or the child survey? Will ODJFS require all MCPs to 
utilize NCQA-certified survey vendors and have their results audited? 
 

 ANSWER:  ODJFS will conduct consumer satisfaction surveys using the External 
Quality Review Organization (EQRO); the MCPs will not be required to 
independently conduct these surveys.  The survey instrument, as well as the 
methodology for this measure have not been finalized, and will be released along 
with the ABD Provider Agreement. 

 
 
QUESTION 70.  Under Clinical performance Measures, will ODJFS be publishing 
technical specifications for the measures listed that are not HEDIS measures? 
 

 ANSWER:  Yes, technical specifications for all performance measures will be 
available along with the ABD Provider Agreement. 

 
 
QUESTION 71.  Please describe the process envisioned to accomplish this reconciliation 
with encounter data. 
 

 ANSWER:  ODJFS will assess the accuracy and completeness of payment data 
submitted to and accepted by ODJFS by comparing it to data stored in the MCPs’ 
claims systems.  The process will be specified in the methods and ABD Provider 
Agreement, and it will be consistent with CFC SFY 2007 Provider Agreement 
that is currently under review. 

 
 
QUESTION 72.  Will performance measures be calculated only based on administrative 
data or will audited HEDIS submissions with hybrid methodology be designated for some 
or all HEDIS based measures? 
 

 ANSWER:  Administrative data only. 
 
 
QUESTION 73.  Where clinical performance is evaluated and there is no HEDIS 
measure, what will ODJFS utilize in terms of measuring performance? 
 

 ANSWER:  Methods will be available along with ABD Provider Agreement at a 
later date.  If a measure is ‘non-HEDIS’, methodology will be based on HEDIS 
methods, as applicable. 
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QUESTION 74.   In reviewing the requirements for clinical performance measures, for 
behavioral health services, the MCP is responsible for reporting follow-up after 
hospitalization and the re-admission rate. Will the MCP receive claims data for members 
who follow-up at a community mental health center or in partial hospitalization and for 
members who are admitted to free standing facilities to meet the needs of this measure?    
 

ANSWER:  Paid claims data for Medicaid covered services that are provided 
through the ODMH Administered Medicaid program (e.g., community mental 
health system) will be made available to the MCPs on a monthly basis.  However, 
MCPs will not be required to report this claims data to ODFJS.  This claims data 
will be included in the calculation of the mental health clinical performance 
measures, as applicable. 
Note: Paid claims for ODMH Administered Medicaid services will not be 
available on a ‘real-time’ basis; an allowance must be made for standard claims 
processing timelines. 

 
 
QUESTION 75.   The “Incentive Program”, noted in II B., and again in Appendix B. 17.; 
notes that an incentive amount of 1% of the monthly premium will be established based 
on performance of certain “incentive measures”.  It also notes that additional incentives 
may be awarded based on performance.  Can the range of possible additional incentives 
be defined? 
 

ANSWER:  The amount for additional incentives has not been determined.  It will 
be specified in the ABD Provider Agreement.  

 
 
QUESTION 76.   Appendix B – page 9 - #16 Performance Evaluation – How will 
standards be established?  
 

ANSWER:  Please see the last paragraph on page 14 - Appendix B of this RFA. 
 

 
QUESTION 77.   Appendix B – page 11-12 For clinical performance measures that 
indicate “HEDIS measure”, will exact HEDIS specs be used?  
 

ANSWER:  ODJFS will base clinical performance measures on HEDIS method, 
but will take into consideration of data availability as appropriate.  Methods of all 
performance measures will be available along with ABD Provider Agreement. 
 

 
QUESTION 78.  Appendix B – page 13 – Adult Access to Designated PCP – How is 
MCP expected to send member’s physician information to ODJFS? 
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ANSWER:   File specifications will be the same as for the CFC PCP file, with the 
potential exception of the file naming convention, and will be available prior to 
Selected Applicants’ readiness review.  The files will be submitted via SFTP. 

 
 
QUESTION 79.   Appendix B – page 15 – Why are dollars at risk for a time period that is 
not consistent with the performance period?  In addition, the determination will be made 
2 months prior to the at-risk portion?  Please clarify.  
 

ANSWER:  Starting with the 25th month of ABD membership, a portion of 
MCP’s monthly premiums will be put at-risk; it is independent of reporting 
periods for performance measures as most of the performance measures are 
calendar year based.  The determination of the status of this at-risk amount will 
occur after two full calendar years of ABD membership as compliance with many 
performance standards requires two full calendar years to determine.  Depending 
on when ABD membership starts relative to the calendar year,  MCP’s initial at-
risk status determination may vary.   
 

 
QUESTION 80.  The files on the disk are labeled with various headings.  For inpatient as 
an example, there are files ALL INP.xls, MRDD INP.xls, CMRDD INP.xls and SMD 
INP.xls.  I need to know if the ALL file is a roll-up or the rest of ABD data not already 
classified in the other categories (MRDD, CMRDD or SMD).  When I add up the amount 
paid for ALL versus the rest, there is a large variance, so I am assuming the latter.  
 

ANSWER:  ALLxxx.xls files contain utilization summary for all ABD eligibles 
that met managed care criteria in SFY 2005.  MRDD, CMRDD, or SMD are 
subsets of ABD eligibles, and do not roll up to ALL. 
 

 
QUESTION 81.  In the NE region CMRDD HH.xls file, all of the county headings are 
listed as Cuyahoga. I do not want to assume the logical alpha order that I have seen from 
the other files.  
 

ANSWER:  It was mislabeled.  A replacement file will be mailed to all interested 
applicants early next week (6/26/06). 

 
 
QUESTION 82.   Can the state provide us with incentive measures?     
 

ANSWER:  See #17 Incentive Measure on Pages 13-14 - Appendix B of this 
RFA.  Measures can be identified under the headers of Qualifying Measures, 
Clinical Performance Measures (five out of eight), and Excellent & Superior 
Measures.  Technical specifications of these measures will be available along with 
ABD Provider Agreement. 
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QUESTION 83.  RFA ABD Website - Ohio Medicaid Managed Care Report/CY 2004 
Clinical Performance Measures.   The clinical performance measures that are provided 
are for CY 2004 and do not apply to an ABD population. The only ones that would apply 
are asthma and diabetes. Why are they included in the RFA?  
 

ANSWER:  For reference only.  The report and results were from the CFC 
program. 

 
 
 QUESTION 84.   When will the performance measures be finalized? Will MCPs have 
the ability to comment on them prior to implementation? 
 

ANSWER:  Methods will be available along with the ABD Provider Agreement.  
MCPs will have an opportunity to provide comments. 
 

 
APPENDIX B - NEW MEMBER LETTER 
 
QUESTION 85.  Will the new member letter for the ABD population differ from the new 
member letter required for the CFC population? 
 

 ANSWER:  The new member letter for the ABD population will have additional 
information on the care coordination requirements specified in Appendix B of the 
RFA. 

 
 
APPENDIX B – ON-LINE MEMBER WEBSITE  
 
 
QUESTION 86.   Is the expected turnaround for appeals/grievances one working day? Or 
acknowledging the receipt of the appeal/grievance within one working 
day? 
 
 ANSWER:  The Acknowledgement is to occur within one working day. 
 
 
APPENDIX C - GENERAL 
 
 
QUESTION 87.  The RFA indicates all forms in Appendix C will be available in a PDF 
fillable form.  By what date will ODJFS make the fillable forms available? 
 

 ANSWER:  The Ohio Department of Job and Family Services (ODJFS) 
anticipates that the fillable forms for Appendix C will be available by June 30th. 
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APPENDIX C-2 – APPLICANT EXPERIENCE AND COMPLIANCE 
HISTORY 
 
 
QUESTION 88.  The Applicant Experience forms in Appendix C-2 appear to be identical 
to the forms that were used in the CFC RFA from November 30, 2005, which addressed 
Applicants’ ABD experience.  Applicants that responded to the CFC RFA had their 
clients complete and return the forms to ODJFS earlier this year.  These state contacts 
may find it onerous or burdensome to complete these same forms again.  Would ODJFS 
consider allowing Applicants that responded to the CFC RFA, to use the C-2 forms from 
that application in lieu of requesting Applicants’ state clients to complete the forms 
again?  If not, please address the following two questions about Appendix C-2. 
 
 
QUESTION 89.  If the MCP had state reference forms completed for the CFC RFA, can 
that same reference form be submitted with this RFA, or is an updated one required? 
 
QUESTION 90.  In order to help minimize workload for other state partners, could we 
submit copies of C-2s submitted in February with the ABD application rather than asking 
for additional signatures on new forms? 
 
QUESTION 91.   In ODJFS’s Q&A distributed June 16th, the response to Questions 37 – 
39 indicates that the Applicant Experience/Compliance History forms must be completed 
again to reflect any compliance actions that have occurred since the completion of the 
same forms for the CFC RFA since several months has lapsed since the completion of 
those forms. However, the C-2 forms included in the ABD RFA cover the same time 
period as the C-2 forms in the CFC RFA; both forms request that the state contacts 
confirm that information regarding regulatory actions through December 2005. Since the 
time period covered is the same as the previous forms which have already been certified 
by the appropriate state agencies, will ODJFS reconsider the request to accept copies of 
the reference forms from the previous RFA?  
 
 
QUESTION 92.   If ODJFS will not accept copies of the CFC RFA C-2 forms, can 
Applicants send a copy of the previously signed and completed form to their relevant 
state contacts with a cover letter requesting their signature or initials on the letter to 
confirm that the information is still accurate in lieu of completing entirely new forms 
again which require multiple signatures and initials from our state partners?  
 
 
QUESTION 93. Will ODJFS consider accepting faxed copies of whatever reference 
forms/signature certifications are required? Based on the feedback from our state partners 
during the CFC RFA process, allowing for faxed copies would facilitate an easier return 
of the forms to Applicants for inclusion in the RFA response. 
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ANSWER #88, #89, #90, #91, #92, & #93:  Although the C-2 forms in the ABD 
RFA are the same as the C-2 forms in the CFC RFA, they do not necessarily 
cover the same time periods. As stated in Section I of C-2, Contract Year (CYR) 
corresponds to the start date of the contract and not the ending date for the 
contract. Therefore CYR 2005 contracts could still be in effect during calendar 
year 2006 (e.g., 7/05 - 6/06). Further, as mentioned at the June 16, 2006 vendor's 
conference,  it is still possible that compliance actions related to 2005 may be 
assessed by state agencies in 2006. For example in Ohio, encounter data fines for 
the 2005 time period may be assessed in 2006. We are not simply requesting 
compliance actions "during the contract year" but we are requesting compliance 
actions "for the contract year".   

 
By having the other state agencies review and complete C-2 forms for the ABD 
RFA, they will be able to include any relevant additional information pertaining 
to 2005 contracts, such as additional compliance actions or information on 
contracts which extend to 2006. ODJFS will not accept initials on the letter to 
confirm that the information is still accurate in lieu of completing entirely new 
forms again since the forms that we are requiring to be filled out accomplish the 
same purpose in a more uniform and equitable manner for potential applicants.  

 
In terms of faxed copies, ODJFS will allow faxed copies of reference 
forms/signature certifications for the C-2 forms to be included in the RFA 
response. 

 
 
QUESTION 94.  Section I states the applicant must have the “Applicant 
Experience/Compliance History Form” completed for “each state where the Applicant 
has contracted with a state agency to provide managed care services to Medicaid/SCHIP 
consumers since July 2002.”    Does ODJFS intend that statement to be inclusive of any 
contracts that have been entered into since July 2002 (e.g. the applicant has been in 
operations in a particular state since 2003) or is the form only required for contracts that 
have been in place continuously since at least July 2002? 
 

 ANSWER:  Applicants may report any length of experience that has occurred 
since July 2002.  It is not required that the experience be continuous since July 
2002.  Applicants may also report experience prior to July 2002.  If an Applicant 
has experience that predates the information collected on the form, the Applicant 
may add this experience to the Additional Applicant Experience Form.  This 
Additional Applicant Experience form does not need to be verified by the state 
agency. 

 
 
QUESTION 95.  Section I requires Applicants to complete the Applicant 
Experience/Compliance History Form.  For the purposes of completing the Tables in 
Section II and IV, respectively, should applicants use ODJFS’ contract year as the 
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applicable time periods even if the contract years in other states may differ?  (e.g. CTR 
2002 = July 1, 2002 – June 30, 2003). 
 

 ANSWER:  Applicants should enter the dates of each contract’s duration under 
the corresponding CYR as determined by the start date of that contract.  For 
example, a contract that became effective on 11/03 should be listed under CYR 
2003. 

 
 
QUESTION 96.  If a plan has a subcontractor (e.g. behavioral health) for this 
procurement, can the plan’s application include information on the programs for which 
the subcontractor has direct, applicable ABD experience? 
 

 ANSWER:  The health plan can only include the subcontractor's experience if the 
subcontractor performed the subcontracted services (e.g., behavioral health) under 
the same corporate family as the health plan. Otherwise, the subcontractor's 
experience cannot be included in C-2. 

 
 
APPENDIX C-4 – CASE MANAGEMENT 
 
 
QUESTION 97.  Appendix C-2 - Can the clinical experience we provide include other 
vulnerable ABD populations other than Medicaid/SCHIP enrollees? 
 

 ANSWER:  Please note that Appendix C-2 does not ask for the clinical 
experience of the Applicant.  In Appendix C-4, the applicant may claim relevant 
clinical experience as outlined in the directions for completing these sections. 

 
 
QUESTION 98.  Given that non-direct state contracted experience is being accepted for 
case management vendors, can a plan include its own experience providing 
comprehensive Medicaid managed care services, including case and disease 
management, to an ABD population and relevant HEDIS results under a full service 
management contract in another state (Appendix sections C-4-1 and C-4-2)? 

 
            ANSWER:  As stated throughout the RFA, ODJFS is seeking Applicants with 

extensive experience in providing all Medicaid-covered services and case 
managing ABD consumers under full-risk arrangements.  The purpose of 
Appendix C-4-1 is to capture the Applicant's ABD case management experience 
level as a primary contractor (i.e., an entity with a direct contractual relationship 
with a state Medicaid agency where they are held accountable by the state for 
meeting the provisions of the contract).    

 
            However, ODJFS recognizes that there are potential applicants with extensive 

experience in providing case management services either as a primary contractor 
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or as an independent entity who has specialized in case managing the ABD 
population.  We also recognize that these case management services may have 
been delivered under a variety of financial risk arrangements (e.g., full-risk, 
partial risk, or none) and to non-ABD populations.   Given this,  Appendix C-4-1 
allows applicants who do not meet the definition of a primary contractor or do not 
have extensive experience in case managing all of the required conditions for the 
ABD population to partner with an independent entity who has specialized in case 
managing the ABD population and has extensive experience in this area.   In 
doing so, the applicant can claim that business partner's extensive experience 
when completing Appendix C-4-1.  The contract between the Case Management 
Business Partner and the Applicant must be in place by September 1, 2006, and 
the applicant must hold the Business Partner accountable for meeting the case 
management provisions of the contract.  Appendix C-4-1 does not allow the 
applicant to claim case management experience for any arrangement other than 
the above-mentioned descriptions. 

 
 
            The purpose of Appendix C-4-2 is to capture the Applicant's experience as a 

primary contractor in using HEDIS measures to evaluate clinical performance of 
care provided to its Medicaid membership (e.g., ABD, CFC, SCHIP). 

 
 

QUESTION 99.  In Appendix C-4, Performance Improvement and Clinical Management, 
Number’s 5.1-5.7 contain the date of May 31, 2006 to identify the CM business partner 
or primary contractor that had the capabilities (as of May 31, 2006) to CM the targeted 
condition.  Since May 31 has passed, will MCPs still be held accountable to this date?   
 

ANSWER:  Yes, the primary contractor or business partner must have had the 
capability as of May 31, 2006 (i.e., the ABD RFA release date) to perform the 
specific case management functions listed in Question 5 of Appendix C-4-1. 

 
 
 
APPENDIX C-4 – PERFORMANCE EVALUATION 
 
QUESTION 100.  Bullet 3 under #2 lists “CPOD; In patient Hospital Discharge Rate” as 
a clinical performance measure from HEDIS, however, no such measures exists.  The 
HEDIS measure related to COPD is called “Use of Spirometry Testing in the Assessment 
and Diagnosis of Chronic Obstructive Pulmonary Disease (COPD).”  Please clarify what 
relevant measure ODJFS would like Applicants use. 
 

ANSWER:  ODJFS will use the HEDIS methodology to summarize acute inpatient 
utilization for members with a primary diagnosis specific to COPD.  “Use of 
Spirometry Testing in the Assessment and Diagnosis of Chronic Obstructive 
Pulmonary Disease (COPD)” is an informational only clinical performance measure. 
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QUESTION 101.  The answer to Question 45 of the Q&A seems to contradict what we 
understood from the RFA regarding performance measures.  Would ODJFS please clarify 
whether the Applicants will be running the performance measure rates or will ODJFS? 
 

ANSWER:  ODJFS will run performance measure rates.  Appendix C-4-2 is an 
assessment of Applicant’s experience using and reporting HEDIS measures. 

 
 
 
APPENDIX C-6 HIPPA EXPERIENCE & COMPLIANCE  
 
QUESTION 102.   The RFA indicates that ODJFS will bring the processing of the 
HIPAA 834, 820, etc. transactions in-house.  Will there be any changes to the current 
HIPAA layouts and codes sets as a result?  Does ODJFS know when this conversion will 
take place? 
 

Answer: We do not anticipate any changes in file layouts.  The ODJFS cannot 
provide a date when the conversion to the in-house system will take place.   

 
 
MINIMUM PROVIDER PANEL SPECIFICATIONS 
 
QUESTION 103.  The Provider Type Minimums outlined in the ABD RFA reference 
several Provider Types that are currently not uniquely broken out in the existing PVS 
Technical Specifications.  These include the following Provider/Specialty Types: 
 

• Gastroenterology 
• Nephrology 
• Oncology 
• Orthopedists 
• Podiatrists 
• Physical Med Rehab 
• Psychiatrists 
• Urology 
• Cardiovascular 

 
Will these Provider Types be added to the existing list of valid PVS Provider Types?  If 
so, when will MCPs receive an updated version of the PVS Technical Specifications that 
reflect these changes, giving details about these new Provider Type Codes with their 
associated Descriptions? 
 

 ANSWER:  Yes.  The additional provider types will be added to the list of valid 
provider types in the Provider Verification System (PVS) File Submission and 
Specifications document which will be posted on the website the week of June 19, 
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2006.  The PVS system is equipped to accept the ABD provider types for the RFA 
but will not be in production until a region(s) goes live. 

 
 
QUESTION 104.  Also, when will these new Provider Types be incorporated into 
ODJFS’ PVS application to accept MCP submissions containing these new ABD 
Provider Types? 
 

 ANSWER:  The Provider Verification System (PVS) File Submission and 
Specifications document will be posted on the website the week of June 19, 2006. 

 
 
QUESTION 105.  Please confirm that the capacity calculations are based on patient 
capacity, rather than FTE capacity in this RFA.  For example, Medina County must have 
1 PCP contracted for ABD that is willing to see 269 patients per the Medicaid 
Addendum, or multiple PCPs contracted, with total capacity of 269 patients.  Is that 
interpretation correct?  Also, please clarify excess capacity from approved the CFC 
network that can be submitted to meet ABD capacity requirements. 
 

 ANSWER:  There are two components of the PCP requirements.  The first is the 
actual number of physicians serving as PCPs that are required.  The second is the 
member capacity that must be provided by the PCPs.  In Medina County, the 
MCP is required to contract with at least one PCP and a PCP member capacity of 
269.  This may be achieved by contracting with one PCP with member capacity of 
269 OR by contracting with multiple PCPs that has a combined member capacity 
of 269. 

 
 
QUESTION 106.  Hospitals and Specialists.  The guidelines indicate that contracts will 
not need to be resubmitted for previously approved providers.  Will previously approved 
specialists and hospitals need to be resubmitted to PVS for the ABD population, or only 
new specialty types being required? 
 

 ANSWER:  Yes.  All ABD participating providers will need to be submitted to 
the Provider Verification System. 

 
 
QUESTION 107.  Specifically what provider types qualify for Cardiovascular? 
 

 ANSWER:  CD: Cardiovascular Disease or CDS: Cardiovascular Surgery. 
 
 
QUESTION 108.  Will plans have the ability to not offer a contract to a historical PCP 
that was previously terminated by the MCP for cause?  If a historical PCP is offered and 
accepts a contract, how should the member PCP assignment be handled during the 
credentialing period (assigned to a par PCP until the historical PCP is approved)? 



Request For Applications Q & A  30 

 
 ANSWER:  MCPs are permitted to apply their internal requirements for provider 

contracting with PCPs in these situations.  If a PCP is not in good standing with 
the MCP or if there are quality of care concerns, the MCP is not required to offer 
the PCP a contract. 

  
 If a PCP is offered a contract, the member may be assigned to a credentialed PCP   

And the MCP may authorize the member to see the non-credentialed PCP until 
the credentialing process is complete.  At that time, the MCP can assign the 
member to the newly contracted PCP. 

 
 
QUESTION 109.  If a consumer is a brand new member to Medicaid and chooses a PCP 
that is contracted with more than one health plan, how will the decision be made on 
which health plan the member will be assigned to? 
 

 ANSWER:  Our intent is to use GIS. 
 
 
QUESTION 110.  Section IV.A, Page 15:  Application Submission and Selection 
Section, Page 15, states the following – “Applicants are to also submit an electronic 
Provider Verification System file (which is to include all of the required information for 
each submitted provider) and one hard copy of the fully-executed Model Medicaid 
Addendum for each of those providers.”   However, Appendix C-7, page 2, states the 
following – “Since the ODJFS Model Medicaid Addendum was designed to enable 
Applicants to contract with providers for both the CFC and ABD Medicaid managed care 
programs, Applicants are not required to resubmit hard copy documentation for providers 
that have previously been approved by ODJFS if those providers have agreed to serve 
both ABD and CFC consumers.” 
 
Please clarify that the language in Appendix C-7 in relation to when the plan is required 
to submit hard copy documentation supersedes the language contained in Section IV. 
 
 ANSWER:  Applicants are to submit the hard copy documentation for any 

providers that have not been previously approved by ODJFS for the CFC 
program, except for hospitals which must have an Addendum submitted whether 
or not they have been previously approved.  Providers that have been previously 
approved by ODJFS must be submitted to PVS indicating that they are ABD 
providers. 

 
 
QUESTION 111.  Appendix C-7, Page 3, states the following -- “ODJFS reviews the 
capacity totals for each PCP to determine if they appear excessive.   If an MCP contracts 
with a PCP that has previously been approved by ODJFS for the Covered and Families 
and Children (CFC) Medicaid managed care program, and that PCP has agreed to see the 
MCP’s ABD members, the capacity of that PCP, to the extent that it exceeds the 
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minimum aggregate CFC capacity requirements for that region/county, may be applied to 
the capacity requirements for the ABD managed care program.” 
 
Please provide clarification regarding how existing CFC capacity may be applied to the 
capacity requirements for the ABD managed care program.  How will this look in 
practice?  If a PCP has 2000 capacity on the current CFC PVS and a plan would like to 
use 1000 of that provider’s capacity on the ABD PVS, how should that be submitted on 
the PVS?  Will this PVS action be accepted given that the Medicaid Addendum 
attachment capacity value for the provider will not match the capacity amount submitted? 
 

  
 ANSWER:  The capacity of the CFC population above and beyond the minimum 

capacity requirement will be counted toward the minimum requirement for 
capacity for the ABD program if the provider has contracted for CFC and ABD.  
The Provider Verification System (PVS) will house both CFC and ABD providers 
together therefore the capacity will not be divided by provider for either CFC and 
ABD. 

 
If a PCP has a current CFC capacity of 2000 and the MCP would like to use 1000 
of that capacity to apply to the ABD requirements, the MCP may have the 
provider sign two separate Medicaid Addenda (one for CFC and one for ABD), 
which specifies the capacity of that PCP for each of the programs. 

 
 
QUESTION 112.  Will the ABD PVS be kept as a completely separate database from the 
CFC PVS?  If yes, will the ABD PVS database be kept separate from the CFC PVS 
database on a long term basis?  Does the state plan to combine the ABD and CFC PVS 
databases? 
 

 ANSWER:  No.  The PVS database will hold both ABD and CFC providers. 
 
 
QUESTION 113.  Is the ABD PCP capacity requirement an add-on to the CFC PCP 
capacity requirement?  As an example – The current CFC PCP capacity requirement for 
Montgomery County is 35,660 and the ABD PCP capacity requirement for Montgomery 
County is 3,537.  Does that mean that the plan is required to have a total PCP capacity in 
Montgomery County of 39,197?  Or, does this mean that as long as we have Internal Med 
and Family Practice PCP capacity greater than 3,537 in Montgomery County that we are 
meeting the ABD PCP capacity requirement for that county? 
 

 ANSWER:  In an attempt to reduce the administrative burden that reviewing and 
signing multiple Medicaid Addenda imposes on health care providers, the BMHC 
designed the Medicaid Addendum to permit providers to contract for both the 
CFC and ABD programs on a single addendum and to list a single capacity for 
both populations. In these situations where PCPs have contracted for both CFC 
and ABD on a single addendum, the capacity is first applied to the CFC PCP 
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capacity requirements, but the Applicants are permitted to apply the PCPs’ 
capacity that exceeds the minimum CFC capacity toward the ABD capacity 
requirements. 

 
 In the example above, the Applicant would be required to have a PCP CFC 

capacity of 35,660 and an ABD capacity of 3,537.  If every PCP in the county has 
signed a Medicaid Addendum agreeing to serve both CFC and ABD, the example 
above would be correct in that the total capacity required would be 39,197.  
(However, this assumes that all of these PCPs are family/general practice or 
internal medicine rather than pediatrician or OB/GYN PCPs). 

 
 
QUESTION 114.  Is the ABD Practitioner requirement an add-on to the CFC practitioner 
requirement?  As an example – The current CFC requirement for Dentists in Hamilton 
County is 26 and the ABD requirement for Dentists in Hamilton County is 8.  Does that 
mean that the plan is required to have a total of 34 Dentists in Hamilton County? Or, does 
this mean that as long as we have met the CFC requirement for Dentist in Hamilton 
County that we are also meeting the ABD requirement? 
 

 ANSWER:  As with the above question, so long as the providers in the PVS 
database for CFC have also contracted to serve the ABD population the second 
example is correct. 

 
 
QUESTION 115.  Will an ABD specific directory be required? 
 

 ANSWER:  Yes.  Although both programs are administered by the BMHC, these 
are two separate programs. 

 
 
QUESTION 116.  The MCP Provider Verification System (PVS) File & Submission 
Specifications do not provide a different file extension from what is being currently used. 
Will a different file extension be provided for the ABD PVS submission process?  If yes 
– please provide. 
 

 ANSWER:  No.  Instructions for submitting providers for the ABD RFA will be 
sent out the week of June 19, 2006.  Updated PVS File & Submission 
Specifications will be posted on the web at the same time. 

 
 
QUESTION 117.  The MCP Provider Verification System (PVS) File & Submission 
Specifications does not provide an updated listing of Provider Types that accommodates 
the new specialty types, nor does it provide documentation to support hospital privilege 
and office hour information for the new specialty types.  Will the state be providing an 
update to this document to support this information? 
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 ANSWER:  Updated PVS File & Submission Specifications will be posted on the 
web the week of June 10, 2006.  The information for hospital privileges and office 
hours are listed in C-7 of the RFA. 

 
 
QUESTION 118.  Are ABD provider terminations going to follow the same process as 
the CFC provider terminations? 
 

 ANSWER:  Yes. 
 
 
QUESTION 119.  How does a plan submit a provider who only wishes to care for ABD 
members?  Will there be an indicator in the PVS that identifies a provider as ABD vs. 
CFC? 
 

 ANSWER:  Yes. 
 
 
QUESTION 120.  Section IV. Application Submission and Selection section, Page 15, 
states the following – “All Applicants which have not yet received training on the ODJFS 
PVS electronic file specifications and submission process are required to attend a PVS 
training session on June 26, 2006.” 
 
Since there will be some changes to the File & Submissions Specifications – Can a plan 
that has already attended a required PVS training session attend the training session on 
June 26, 2006?  
 

 ANSWER:  Yes. 
 
 
QUESTION 121.  A physiatrist is listed as a Non-PCP Provider Network provider type 
but that provider type is not listed on the minimum provider panel requirements.  Please 
confirm that this provider type is equivalent to Physical Medicine Rehab. 
 

 ANSWER:  Yes.  It is the same. 
 
 
QUESTION 122.   In instances where an MCP approaches a provider that previously 
elected to only participate in the CFC program about now participating in ABD, can the 
provider merely make a new election on Attachment A of the Medicaid Addendum and 
sign and date (the MCP would then place this new Attachment A with the previously 
executed Addendum and submit in support of the electronic PVS file), or must the 
provider complete and sign the entire Medicaid Addendum with the new elections?  
 

ANSWER:  A new Attachment A may be completed.  ODJFS will perform 
random audits to verify that CFC only providers did complete the new attachment 
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to serve both populations.  Therefore the Medicaid addendum would not have to 
be re-submitted to ODJFS. 

 
 
QUESTION 123.   Just to clarify, if an MCP previously submitted a Medicaid Addendum 
on which the provider elected to participate in ABD, the MCP does not need to resubmit 
that addendum in support of the ABD PVS. 
 

ANSWER:  This is correct for practitioners but hospital Addenda must be 
resubmitted along with the baseline agreement. 

 
 
QUESTION 124.   Please define “new plan” and “existing plan”. 
 

ANSWER:  An “existing plan” is a MCP which currently holds a Provider 
Agreement with the State of Ohio.  A “new plan” does not currently have a 
Provider Agreement. 

 
 
QUESTION 125.   Please clarify the requirements to meet the network needs for 
behavioral health counseling when the member chooses to go outside of the Community 
Mental Health setting. It is clear that the MCP will need to contract with psychiatrists that 
can see a spectrum of ages and specialties. Also, the MCP needs to contract with 
psychologists to treat members under the age of 21 years. Is the MCP required to also 
contract with other behavioral health specialists to treat members of all ages? And if so 
what are the requirements for these specialists?  
 

ANSWER:  MCPs are required to meet all provider panel requirements as 
specified in the RFA.  In addition, MCPs are also required to provide access to all 
Medicaid covered medically necessary services to members.  ABD individuals 
under the age of 21 years will not be enrolled in a managed care plan per section 
II.C of the RFA. 

 
 
QUESTION 126.   Please clarify the technical logic behind meeting the PCP Capacity 
requirements for CFC and ABD.  Since a provider’s capacity will apply towards meeting  
the CFC capacity requirements first, is it safe to assume the following logic apply? 
 
 a. The capacity of providers who agreed to see only CFC consumers will  
  be applied toward meeting the PCP capacity requirements first 
 b. Then, the capacity of OB/GYN and Pediatric providers will be applied  
  towards meeting the capacity requirements for CFC since these providers  
  are not considered PCPs for the ABD population. 
 c. Finally, the capacity of providers who agreed to see both CFC and ABD  
  consumers will first be applied towards completing the CFC capacity  
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  requirements and then be applied towards meeting the ABD capacity  
  requirements. 
 
Assuming the above flow is correct, how will this be tracked on the PVS submission?  
Will it be tracked at the provider level or will it merely be total capacity in each county 
applying to the requirements?  Also, once the CFC capacity requirements are met, will 
excess capacity be applied towards meeting the ABD capacity requirements first, or will 
excess capacity first apply towards meeting the “additional required” capacity for CFC 
and then towards meeting the ABD capacity requirements:  Please refer to the following 
example: 
  

County CFC PCP 
Capacity 

Requirement

Actual 
CFC 

Capacity 

CFC PCP 
Capacity 

Deficiency

Additional 
Required 
CFC PCP 

Capacity in 
Region 

ABD PCP 
Capacity 

Requirement

Columbiana 6,500 5,500 1,000   800 
Mahoning 16,000 15,800 200 5,000 2,000 
Trumbull 11,000 11,000 0   1,400 

 
According to the table above, we have a 1,000 capacity deficiency in Columbiana, a 200 
capacity deficiency in Mahoning, no deficiency in Trumbull, and a 5,000 additional 
required capacity. If we have 10 providers in Mahoning who indicated that they are 
willing to see both CFC and ABD consumers with a total capacity of 6,500, would the 
excess capacity in Mahoning go towards completing the capacity requirement and the 
additional capacity requirement for CFC prior to any excess capacity being applied to the 
ABD requirement? 
 

ANSWER:  The example provided above is correct.  Capacity is tracked by the 
total, not by provider.  Additional Required capacity for the CFC is considered a 
part of the total capacity requirement, therefore “excess” capacity would be 
counted toward that requirement first.  The table provided above with the example 
is an accurate reflection of how capacity would be calculated.  

 
 
QUESTION 127.   Considering there are distance requirements for PCPs in relation to 
the eligible population, when will the state provide zip code data for potential members? 
 

ANSWER: Zip code data will not be available for potential members.   
 
 
QUESTION 128.   The RFA clearly states that applicants are not required to resubmit 
hard copy documentation for providers previously approved by ODJFS if those providers 
agreed to serve both ABD and CFC consumers. However, if a provider was previously 
approved by ODJFS as having agreed to serve only CFC consumers, but has since agreed 
to serve ABD consumers as well, do applicants need to submit a hard copy of a revised 
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Medicaid Addendum indicating that the provider now agrees to see both CFC and ABD 
consumers OR do applicants need to submit a hard copy of a new Medicaid Addendum 
indicating that the provider agrees to see ABD only (since the provider was previously 
submitted as CFC only) OR do applicants simply need to update the PVS submission to 
indicate that the provider now agrees to see both CFC and ABD consumers with no need 
to submit hard copy documentation since the provider was previously approved by 
ODJFS as a CFC only provider? 
 

ANSWER:  It is not necessary to submit a revised Medicaid Addendum for 
providers that have been previously approved for the CFC program, unless that 
provider is a hospital.  ODJFS will perform random audits to verify that CFC 
providers have agreed to serve ABD consumers on a Medicaid Addendum.   
Applicants will need to update the providers’ PVS files to reflect all of the 
providers that have contracted for the ABD program. 

 
 
QUESTION 129.  Can the same regional provider relations representatives be assigned to 
a region for both CFC and ABD? 
 
 ANSWER:  Yes 
 
 
QUESTION 130.  How many nurse midwives does Ohio have in the network?  

 
ANSWER:  The certified nurse midwife (CNM) requirement for MCPs is to have 
at least one contracting CNM  per region, or allow open access to CNM services. 

  
 
QUESTION 131.  Would ODJFS allow Applicants to include providers in their 
submission for whom executed contracts are signed and credentialing is initiated but not 
completed (i.e., interim credentialing)?  
 
 ANSWER:  Yes, providers may be submitted to ODJFS once credentialing has 
been initiated but providers should not be providing services to members until they 
credentialing is complete of an out-of-network referral has been authorized by the MCP. 
 
 
 
 
 
 
QUESTION 132.  Please confirm the total required hospitals: 
 

o The Northeast region doesn’t show a total number of hospitals required in the 
total column 
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  ANSWER:  The requirement is 6 total hospitals. 
 

o The Southwest region shows five (5) total hospitals required, but has only four (4) 
counties listed in the individual county columns with hospitals required. 

 
  ANSWER:  The requirement is 4 total hospitals. 
 
 
BEHAVIORAL HEALTH 
 
QUESTION 133.  Please clarify the coordination needed with ODMH, ODMR/DD and 
ODADAS. 
 
QUESTION 134.  Understanding that the coordination between the behavioral health 
system and the physical health system provided by the MCP is significant for this 
population, we look forward to understanding ODJFS’ expectations more fully around 
these issues.  We agree that coordination between the systems is critical, and we look 
forward to building the collaborative partnership with the BH system to allow this 
coordination to happen. 
 

 ANSWER #133 & #134:  Assuring access to medically-necessary services 
including the coordination of an ABD member’s physical and behavioral health 
needs is critical and of primary concern to ODJFS. 

 
 Managed care plans must ensure that members have access to all medically-

necessary behavioral health services covered by the Ohio Medicaid program.  
MCPs must have a process to coordinate benefits of and referrals to the publicly 
funded community behavioral health system.  Services provided through 
community mental health centers, are excluded in the capitation payments made 
to managed care plans, and are available on a self-referral basis.  MCPs must 
inform members about how to access behavioral health services in the member 
handbook and provider directories.  If a member is unwilling or unable to access 
community mental health services in a timely manner, then the MCP is 
responsible for providing or arranging for such services.  If a private behavioral 
health provider wishes to continue serving Ohio Medicaid consumers, the 
provider will need to contract with a member’s MCP. 

 
 In addition, MCPs must have an accountable point of contact to help the member 

obtain medically necessary care, assist with health-related services, and 
coordinate care needs, including behavioral health.  The MCP must also have a 
process to coordinate communication between the member, the PCP, other service 
providers and other case managers. 
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QUESTION 135.  Please confirm that the MCP is not required to pay for behavioral 
health services when a member self-refers to a CMHC or an ODASAS Certified 
Provider. 
 

 ANSWER:  Pursuant to ORC Section 5111.16, alcohol, drug addiction and mental 
health services covered by Medicaid are not to be paid by the managed care 
program when the nonfederal share of the cost of those services is provided by a 
board of alcohol, drug addiction, and mental health services or a state agency 
other than ODJFS.  Pursuant to OAC rule 5101:3-26-08.2(B)(4)(ii) the MCP’s 
member handbook must include at a minimum information regarding those 
services that are excluded from MCP coverage, including self-referral services.  
Therefore, MCPs are not required to pay for the behavioral health services when a 
member self-refers to a CMHC or ODADAS certified provider. 

 
 
QUESTION 136.  Is the MCP financially responsible when the MCP authorizes and 
refers a member (who has accessed the MCP rather than the CMHC or ODSAS Provider) 
to a CMHC or an ODSAS Certified Provider for eligible behavioral health services? 
 

 ANSWER:  Since members can self-refer to the CMHC or ODADAS-certified, 
MCPs do not need to authorize a referral.  See above response for payment 
responsibilities. 

 
 
QUESTION 137.  What Behavioral Health services will the MCPS be responsible for? 
 

 ANSWER:  In accordance with Appendix G of the CFC provider agreement, 
MCP=s must ensure that members have access to all medically-necessary 
behavioral health services covered by the Ohio Medicaid fee-for-service program 
and are responsible for coordinating those services with other medical and support 
services.  This includes self-referral to mental health services offered through 
community mental health centers (CMHCs) as well as substance abuse services 
offered through the Ohio Department of Alcohol and Drug Addiction Services 
(ODADAS)-certified Medicaid providers.   Although the specifics of those 
services listed below is from the CFC provider agreement, we do not anticipate 
much of a change in the ABD provider agreement. 

 
 Mental Health Services: There are a number of various Medicaid-covered mental 
 health (MH) services available through the CMHCs.   
 
 Where an MCP is responsible for providing MH services for their members, the 
 MCP is responsible for ensuring access to counseling and psychotherapy, 
 physician/psychologist/psychiatrist services, outpatient clinic services, general 
 hospital outpatient psychiatric services, pre-hospitalization screening, diagnostic 
 assessment (clinical evaluation), crisis intervention, psychiatric hospitalization in 
 general hospitals (for all ages), and Medicaid-covered prescription drugs and 
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 laboratory services.  MCPs are not required to cover partial hospitalization, or 
 inpatient psychiatric care in a free-standing psychiatric hospital.   
 

Substance Abuse Services:  There are a number of various Medicaid-covered 
substance abuse services available through ODADAS-certified Medicaid 
providers.   

 
 Where an MCP is responsible for providing substance abuse services for their 

members, the MCP is responsible for ensuring access to alcohol and other drug 
(AOD) urinalysis screening, assessment, counseling, 
physician/psychologist/psychiatrist AOD treatment services, outpatient clinic 
AOD treatment services, general hospital outpatient AOD treatment services, 
crisis intervention, inpatient detoxification services in a general hospital, and 
Medicaid-covered prescription drugs and laboratory services. MCPs are not 
required to cover outpatient detoxification and methadone maintenance. 

 
 
QUESTION 138.   Are the rules that prohibit a PhD from providing outpatient mental 
health services to an adult 21 or over (Provider Manual, Appendix G0 only pertinent to 
the fee-for-service system, or do they also apply to managed care?  Similarly the FFS 
regulations prohibited contracting with independent/private practice or otherwise Social 
Workers who are not supervised by PhD, or MD.  Are those regulations also in effect for 
the managed care program?  What other prohibitions are in effect for facilities and clinics 
for serving adults over 21? 
 

ANSWER:  MCPs must ensure that members have access to all medically-
necessary behavioral health services covered by the Medicaid FFS program and 
are responsible for coordinating those services with other medical and support 
services.  As of January 1, 2004, Medicaid eliminated the coverage of psychology 
services provided to adults by independent (individual and group) psychology 
practices for adults age 21 and older.  MCPs may elect to provide coverage for 
adult independent psychology services but are not required to do so.  
Additionally, MCPs may contract directly with licensed social workers and 
psychologists to provide services within the scope of their licenses and must 
credential these providers in accordance with NCQA or other ODJFS approved 
credentialing standards. 
 

 
QUESTION 139.   Are services provided by a freestanding psychiatric facility not 
covered at all under the program or just not covered by the MCP (i.e. is it reimbursed 
FFS by the State)?  What is the process when a member presents at one of these facilities 
(eg. Laurelwood) – will the patient be admitted until stabilized or immediately moved to 
a general hospital and admitted?  Does the MCP have any involvement with the members 
in such settings (pre-certification of admission, concurrent review, etc.)?  If not, will the 
MCP be precluded from pre-certifying admissions if and when the patients move from 
free-standing facility to a general hospital?  
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ANSWER:   Services provided by a freestanding psychiatric facility are covered 
as follows: 

 
  

 a) Partial hospitalization, or inpatient psychiatric care in a free-standing 
 psychiatric hospital is not covered by Medicaid/MCPs per se but rather the 
 facility bills the Ohio Department of Mental Health (ODMH) who then 
 bills ODJFS.  They use a pre-certification contractor and have specific 
 prior authorization requirements (1-800-770-3084 is the toll-free number 
 for hospitals to initiate pre-authorization).  This references hospital bills  
 only.  MCPs would not be involved with any pre-certification or 
 concurrent review of the admission. 

  
 b) Physician bills for physician services rendered to an inpatient in a free-
 standing psychiatric hospital are a covered Medicaid benefit and therefore 
 a covered MCP benefit.  Because the hospital charges are billed to 
 ODMH/ODJFS and therefore not pre-authorized by the MCP, MCPs must 
 make sure that their claims systems will make payment to individual 
 providers that treat members during an inpatient stay in a free-standing 
 psychiatric hospital even though the admission was not pre-authorized by 
 the MCP. 

 
General hospital inpatient stays with a psychiatric diagnosis would be covered by 
Medicaid/MCPs .  MCP pre-authorization requirements would apply for such 
admissions. 

 
 MCP pre-authorization requirements would not apply to free standing psychiatric 
 facilities such as Laurelwood but it is ODJFS' expectation that MCPs participating 
 in the ABD managed care program will also develop collaborative arrangements 
 with such facilities, similar to our current MCPs under the CFC program.  
 
 
QUESTION 140.   Would the state consider a utilization management program for 
consumers who continually move between CMHC services and MCP BH services, trying 
to avoid being managed?  These consumers should select one group or the other, and then 
be required to remain in treatment there. 
 

ANSWER: In accordance with Ohio Administrative Code (OAC) rule 5101:3-26-
03(H)(5), MCP members are permitted to self-refer to all community mental 
health centers and the Ohio department of drug and alcohol addiction services 
(ODADAS)-certified Medicaid providers. We would expect MCPs to coordinate 
among providers. A member's access cannot be restricted as suggested in your 
question. 
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QUESTION 141.  Is it ODJFS’ intent to establish a letter of agreement with the BH 
entities indicating the need for BH to notify the plans, in a timely manner, of members’ 
discharge from a free standing in-patient psych or substance abuse treatment facility?  If 
not, how will plans be able to outreach following inpatient stays (HEDIS measure) 
without such notification? 

 
ANSWER:  ODJFS is developing a plan with the state departments of Mental 
Health, MR/DD and Drug and Alcohol Addiction Services and county 
behavioral health authorities to facilitate the coordination of health care services 
across these delivery systems and financing streams. MCPs have been involved 
in these discussions and will be required to follow this plan.   
 
Care coordination is critical to meet the complex healthcare needs of the ABD 
population. As required for the case management program, MCPs must 
coordinate care and communication between the member, PCP, other service 
providers, case managers, and the state sub-recipient agencies as appropriate.  
 

 
QUESTION 142.  Regarding Medicaid Addenda and calculation of PCP capacity, how is 
Excess Capacity calculated when is plan is not servicing CFC in a Region where bidding 
on ABD? 
 

ANSWER: Excess capacity will not be calculated in regions where the MCP 
serves ABD consumers but not CFC consumers.  In these situations, the capacity 
would be applied only toward the ABD PCP capacity requirements.   

 
 
CAPITATION RATES 
 
QUESTION 143.  How will the program costs be trended to establish capitation rates 
after the first year? 
 

 ANSWER:  For each ABD contract period, it is ODJFS’ intent to perform a 
complete rate rebase process.  This process involves obtaining updated base data 
for the two most recent fiscal year available.  New base data adjustments will be 
developed and applied, new trends and managed care assumptions will be 
determined, and new regional base rates will be developed.  In the initial years of 
the program, the only base data available is fee-for-service data.  Once managed 
care data becomes available and credible, it will also be incorporated into the base 
data development. 

 
 
QUESTION 144.  Since an adjustment for Behavioral Health costs was a factor in setting 
the Base Rate, why were BH costs also factored into the Risk Adjustment, which seems 
to be the equivalent of counting BH twice? 
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 ANSWER:  The risk adjustment process is used to distribute payments across the 
Managed Care Plan (MCPs) based on the measured risk of each MCP’s 
population.  Risk is measured based on the resource need for those services 
covered by the MCPs, which in this case excludes certain behavioral health 
services.  Below is a simplified example that illustrates the appropriateness of this 
approach: 

 
Per Member Per Month (PMPM) Costs   

 
MCP 

Managed Care 
Covered Benefits 

Carveout 
Services 

All Services 

XYZ Health Plan $   900 $100 $1,000
Top Notch Health $1,000 $200 $1,200
A+ Health Care $1,100 $150 $1,250
All MCPs $1,000 $150 $1,150

 
 
Using the above sample data, proxy cost weights are developed by dividing the 
individual MCP experience by the “All MCPs” experience.  These proxy cost 
weights are developed based on Managed Care Covered Benefits and developed 
separately for All Services. 

 
Proxy Cost Weights  

 
MCP 

Managed Care 
Covered Benefits 

Carveout 
Services 

All Services 

XYZ Health Plan 0.900 n/a 0.870
Top Notch Health 1.000 n/a 1.043
A+ Health Care 1.100 n/a 1.087
All MCPs 1.000 n/a 1.000

 
To simulate risk-adjusted payment to the MCPs, both sets of proxy cost weights 
were multiplied by $1,000, reflecting the combined program PMPM costs for the 
managed care covered benefits. 

 
MCP-Specific Rates  

 
MCP 

Managed Care 
Covered Benefits 

Carveout 
Services 

All Services 

XYZ Health Plan $ 900 n/a $ 870
Top Notch Health 1,000 n/a 1,043
A+ Health Care 1,100 n/a 1,087
All MCPs 1,000 n/a 1,000

 
Both methods (Managed Care Covered Benefits or All Services) result in a 
total program PMPM cost of $1,000, but with a different distribution across the 
MCPs.  When All Services are used to develop the proxy cost weights, Top 
Notch Health receives a $1,043 risk-adjusted rate, but only incurs $1,000.  This 
occurs because Top Notch’s population had a greater need for the carveout 
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services than the other MCPs.  Because the carveout services are not the 
responsibility of the MCPs, the inclusion of the carveout services in the 
development of the proxy cost weights has resulted in an overpayment to Top 
Notch, but also an underpayment to the other MCPs. 

 
Please note the above example assumes perfect information, the same number 
of members in each MCP, and the same source data for rate and cost weight 
development.  This will not be the case with a risk adjustment process.  
However, it does provide a simple situation that illustrates the need to calibrate 
the cost weights to the benefit package that will be the responsibility of the 
MCPs. 

 
 *Please note that “Carveout Services” refer to those services paid through 

ODMH, MR/DD, or ODADAS. 
 
 

 
















