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LeadingAge Indiana PathWays Frequently Asked Questions 
** The following FAQs are in not necessarily in any particular order and represent an ongoing dialogue with members, regulators and MCEs.  Accordingly, these FAQs will be updated routinely and re-posted.  

Q: 	What are a good couple of resources to refer to for general information? 
A: 	LeadingAge Indiana website dedicated to the Pathways program - https://www.leadingageindiana.org/aws/LAIN/pt/sp/mmc.  	
Pathways for Aging website - https://www.in.gov/pathways/ 
See also – this PowerPoint:  


Q: 	If a Nursing Home (NH) resident (new potential Pathways enrollee) attempts to call into the Pathways number to select an MCE - what steps are being completed to verify the identity of the individual (or representatives on behalf of the individual) calling in?   
A: 	FSSA has confirmed that its Pathways call center specialists have a series of questions that each asks to verify the identity of the potential new enrollee.  Each MCE has confirmed that each has a similar process to also verify the identity (and / or authorization) of the individual(s) calling in.

Q: 	Some resident (or their representatives) are being told that they cannot be found in any of the 4 different state systems (to which customer service staff have access to in order to verify ID and eligibility). 

A: 	FSSA conveyed that it appreciates any individual case-specific feedback and that such instances should be sent to backhome.indiana@fssa.IN.gov, with a cc to Eric Essley.  FSSA is not aware of any widespread problems in this area generally but indicated it might be a re-determination process issue and is looking into that possibility.    

Q: 	If providers have questions about eligibility/enrollment, is there an alternate number to call or email to use?  Providers have reported the PathWays customer service employees not being all that helpful generally outside a narrow scope of question.  
A: 	FSSA conveyed that it appreciates any individual case-specific feedback and that such instances should be sent to backhome.indiana@fssa.IN.gov, with a cc to Eric Essley.  

Q: 	When calling in to the Pathways telephone number to enroll with an MCE, representatives have told the caller to submit the address, ID and other demographic info to medicaidselect@maximus.com. Will the submitter get a confirmation or other acknowledgment that this information was received, and the enrollment has been approved?
A: 	Yes, Maximus does reply with a confirmation regarding plan selection approval and/or a message explaining the requestor must be an authorized representative (AR) in order to enter the plan selection if Maximus does not have AR information on file.  Please note that an e-mail from a family member does not constitute an AR form.  A plan selection will not be accepted until an actual AR form is received. The AR form can be found at https://www.in.gov/medicaid/members/member-resources/authorized-representative-form/ (IHCP Personal Representative Auth Form). It can be faxed directly to FSSA at 800-403-0864, or it can be sent to Maximus via email: medicaidselect@maximus.com; via FAX: 317-238-3120; or via mail: PathWays, P.O. Box 441410, Indianapolis, IN 46244-1410.  Following submission, the individual should wait 24-48 hours to ensure the form has been received, before trying to reach out Maximus again.
Notably, this form is also an acceptable AR form:  


Q: 	Who will make Medicaid eligibility determinations? 
A: 	The state (through its contractor, and never an MCE) will always make those determinations. All such determinations will be effective on the first of the following month (e.g. an April 17 eligibility determination will trigger coverage starting May 1).  
Q: 	Who will be making initial outreach communications to residents /potential new covered persons? 
A: 	All such initial contact will come from the state (FSSA).  MCEs will make subsequent contact once a covered person has selected or been assigned to an MCE, roughly 60 days prior to July 1, 2024.  MCE Service Coordinators will begin reaching out to their respective members the month prior to the start of the program.
See this PowerPoint for additional information: 


Q: 	How will FSSA communicate with residents who have a power of attorney (POA) or other legal representative (and what of an individual has multiple representatives)?  
A: 	Contact will be made to the individual(s) (up to three) who are already the authorized contact(s) in the FSSA-CORE system.  This could be the resident and / or multiple other authorized persons.    
Q:  	In the context of a healthcare POA holder and/or a financial POA holder, who gets to make MCE selection and other enrollment decisions?  
A: 	Hopefully, any competing interests will be able to amicably work this out with the assistance of the SNF.  If not, legal counsel might need to get involved.  
Q: 	How will the MCE selection / assignment process work?  
[bookmark: _Hlk157765296]A: 	Most details are outlined on the state’s Pathways website, but enrollees may select any one of the three MCEs.  The state prefers that covered persons select an MCE that “aligns” with an existing Medicare Advantage (MA) plan if one exists.  If no selection is made, the state will auto assign the selection, with an initial preference aligning with an existing MA plan, and if none exists then auto selection process will proceed in a round-robin fashion. 
Q: 	How will MCEs address coordination of benefits between MA, VA, and /or other plans or payors?  
A: 	Although not every scenario is addressed, FSSA has an FAQ on the Pathways website dedicated to coordination of benefits issues.  
Q: 	Please explain enrollment details (including how a covered person might change an MCE)? 
A:  	Please visit the state’s Pathways website; and/or see previous LeadingAge Indiana PowerPoint.     
Q:	Please confirm whether all current fee for service (FFS) benefits will be covered by all three MCEs, or will some be discretionarily covered in the future by different MCEs.  
A: 	We are confirming that all currently covered services will continue to be covered by all three MCEs after the transition to managed care.  Covered services are outlined in the PathWays Scope of Work found here: https://www.in.gov/fssa/indiana-pathways-for-aging/files/RFP-23-72118-Att-P-Exhibit-3-Covered-Benefits.pdf.  For example, inpatient psychiatric treatment is a covered benefit under the FFS program and will be in the PathWays program by all MCEs.  

Q: 	Will Hospice services be covered under managed care? 
A: 	Hospice services are a part of the PathWays program and individuals eligible for PathWays that are currently receiving hospice services will have the option to opt-in to PathWays or remain on traditional FFS. FSSA has made this table with scenarios for a bit more clarification.  
	Scenario
	PathWays
	FFS

	Receives hospice prior to PathWays enrollment. Includes individuals in current managed Medicaid programs such as HIP and HCC.
	Will have an option to opt into PathWays.
	If member does not opt into PathWays, they will remain in FFS.

	Receives hospice after PathWays enrollment.
	Will not have an opt in option and will remain in PathWays.
	This is not an option for the member.



Q: 	How will the Medicaid Bad Debt scenario work under managed care? 
A:	 Medicare/Medicare Bad Debt will work in much the same manner as today.  This issue will be part of the MCE-FSSA readiness review process and a claims workgroup as well.  
Q: 	Do the Enhanced Benefits of each MCE apply equally to HCBS and NH residents? 
A: 	All Enhanced Benefits will apply to all persons covered by that specific MCE, but as a matter of practice, some benefits will not be applicable or appropriate for some covered persons depending on the care setting, acuity level, overall health needs, etc.    
Q: 	How is the AL waiver waitlist being handled?  
A: 	Please look for a detailed FSSA Bulletin and /or list of updated PathWays FAQs the week of April 22 on this issue.  
Q: 	What are Care and Service coordinators? 
A: 	Care and Service coordinators will be hired by each MCE and will serve a number of critical functions for residents and their providers.  These roles, which might be two separate individuals, or could be one person, will be an ever-present resource in SNF buildings.  Our partner, Probari, addresses these roles very well in this PowerPoint – 

  
Q: 	Can NH communities have employees that become Care and/or Service Coordinators for residents under the Nursing Facility Level of Care? 

A: 	No.  Care and Service Coordinators will be separate employees of the MCE with whom they are attached.  

Q: 	Will Care and Service Coordinators for NH residents only come from MCE’s or outside agencies, while residents needing HCBS services could have a Care and Service Coordinator from the NH facility? 

A: 	See above FAQ relative to NH residents. For HCBS providers, it is likely that that the same process will apply.  However, many of the HCBS Medicaid transition details have not yet been adequately discussed/released.   

Q: 	Have regulators considered allowing NH communities to have their own Care and Service Coordinator for NH residents?

A: 	Yes.  Care and Service Coordinators will be separate employees of the MCE with whom they are attached.  They will not be employees of the individual NH facility.  

Q: 	What will be prescribed caseload for Care and Service coordinators?   
A:  	Care Coordinator ration are still TBD, but most likely will be 1-100; Service Coordinator ratios will be 1-50.  
Q: 	Will there be a level of consistency of individuals (Care and Service coordinator roles) coming into the facility (i.e. – not a different person each time)?
A: 	Yes.  That is the goal of each MCE now and over time – to the extent possible.    
Q:  	Do the MCEs understand and appreciate the resource disruption that might be caused by a continuous flow of care and service coordinators (potentially 6 different individuals) in a facility? 
A:  	Yes.  The MCEs are aware and, while there might be some administrative burden on the facility staff, each MCE is committed to reducing that burden to the extent possible by working with staff to coordinate schedules, etc.    
Q: 	How will care and service coordinators be scheduled in a facility? 
A: 	This is still TBD, but each MCE is committed to working with every facility to cause as little disruption as is possible. 
Q: 	With MCEs coming in the building (Care and Service Coordinators + possible other personnel), will they have their own Nurse Practitioners (NP) that will only see their MCE members? 
A: 	That is not the intent.  MCEs would like to contract with the NP or MD in the facility and some are working through this process already.  The MCEs suggested that each facility contact the MCE to let them know the identity of the NP and MD to jump start that process.  
Q:           How will facilities know which MCE a resident chooses?
A:            Care and service coordinators of each MCE will have a roster of enrollees for the Plan.  However, Providers might want to periodically (or on a monthly basis) check the state’s eligibility / enrollment portal as well.  
Q: 	If the MCE-specific NP visits a facility, will this then result in a decreased caseload for that provider’s NP?   To what extent will there be a workload overlap? 
A: 	These processes are still being developed.  

Q: 	What does the acronym CHAT from the presentation mean? 
A: 	Comprehensive Health Assessment Tool.
Q: 	Please explain the reintegration process following short-term nursing care? 
A: 	Short-term nursing facility care is temporary medical aftercare following a surgery, injury, illness, or other medical condition that is expected to improve. Services are goal-oriented and typically last several weeks or a few months depending on the severity of the condition being treated. The contractor is responsible for obtaining services for its members in a skilled nursing facility setting on a short-term basis. The contractor is responsible for completing a clinical review for each admission. The contractor is responsible to start member discharge planning on the day of admission to the nursing facility. The contractor will complete concurrent reviews of a member’s short-term nursing facility care to assess medical necessity for continued stay. For authorizations originally approved by the Contractor, if the Contractor denies continuation of services with the skilled nursing facility, the Contractor must provide at least five (5) days of coverage for the services from the date of the notice of denial, to ensure the safe discharge of the member. This requirement does not apply for authorizations submitted untimely by the provider. This does not apply to an individual who loses Medicaid eligibility.  Cite – SOW 3.8.1 ... this is subject to change in the final version of the SOW.  
Q: 	Please explain long-term nursing care? 
A: 	Long-term nursing facility care is ideal for members with chronic or progressive medical conditions, such as Parkinson’s disease, permanent disabilities, dementia, or a debilitating stroke. This is a permanent placement for members who will permanently reside in the nursing facility and is not expected to return home. The contractor must have processes in place to monitor all long-term nursing facility stays. Contractor must assign a service coordinator to all its members residing in a long-term care facility.  Cite – SOW 3.8.1
Q: 	What safeguards are in place for long-term nursing care? 
A:	 It is the responsibility of the Contractor not to impose burdensome review criteria on nursing facility providers. This includes frequent requests for clinical documentation. Frequent requests are requests requiring providers to submit clinical documentation at a frequency of less than every seven (7) days. The state reserves the right to review the Contractor’s policies and procedures regarding medical necessity at any time. 
Q: 	Please explain continuity of care as it relates to existing prior authorizations.   
A: 	The MCE shall provide continuity of care for the authorization of services as well as choice of providers for ninety (90) days. For a member who meets HCBS Level of Care and has an existing care plan approved by FSSA or another MCE, that care plan will be honored for ninety (90) days from the date of enrollment. When receiving members from another MCE, fee-for-service, or commercial coverage, the MCE shall honor the previous care authorizations for one of the following durations, whichever comes first: ninety (90) calendar days from the member’s date of enrollment with the contractor, or the remainder of the prior authorized dates or service, or until the approved units of service are exhausted. The MCE shall establish policies and procedures for identifying outstanding prior authorization decisions at the time of the member’s enrollment in their plan. MCEs must have a process to receive and transfer member information and the process must be managed by a transition coordinator.  Cite – SOW 3.22
Q: 	Please describe how each MCE will create their own provider network and how the “any willing provider (AWP)” concept will apply to this question? 
A: 	Each MCE has a robust provider-relations team that will be reaching out to most/every HCBS and LTCF provider in the state.  If a provider does not hear from one of the MCEs by mid-April, they can contact the MCEs here: 
· UnitedHealthcare: IN_providerservices@uhc.com
· Humana: Denise Watson - DWatson31@humana.com; Terry King - TKing58@humana.com; 
· For those already contracted with Humana, but have not received any outreach - INProviderUpdates@humana.com
· For additional general inquires at Humana - https://humana-6853.quickbase.com/db/btnam42he - Humana Healthy Horizons.    
· Anthem: INMLTSSProviderRelations@anthem.com, Emma Badgley - emma.badgley@anthem.com; Taylor Blake - taylor.blake@anthem.com
· IHSN members:  As an IHSN member you have a consultant at your fingertips to help with MCE contracting and credentialing.  Please contact Dawn Miller (dawn.miller@shcare.net) if you haven’t heard from the MCEs noted above or if you have any questions. 

As for the AWP issues, the current Pathways program requires that each MCE must accept any willing provider (that generally meets the MCEs basis provider criteria) for three years post July 1, 2024.   
Also – providers will want to familiarize themselves with the Provider Manual of each MCE.  For example, UHC’s is: 
· UnitedHealthcare Community Plan of Indiana Care Provider Manual - PathWays for Aging Provider Manual (uhcprovider.com); 
· UHC Indiana Provider Web Page UnitedHealthcare Community Plan of Indiana Homepage | UHCprovider.com.  
 Q: 	How will contracting be done?  Will this be though amendments, a new base contract, or through some other documentation? 
A: 	It will depend on the extent of the existing provider relationship with any one of the MCEs and might be different for different MCEs.    
Anthem example: 
Providers that are currently contacted with Anthem for Medicaid received an Amendment by Notification (ABN) to add the IN PathWays for Aging program as a line of business to their contracts. Any provider adding HCBS services, or new to Anthem providing HCBS Services (Including 1-2 Star Nursing Facilities as Long-Term Care providers), will apply to the network through the Provider Enrollment application in Availity. For questions, please reach out to INMLTSSProviderRelations@anthem.com
Q: 	How will MCEs communicate to a provider as to which residents have enrolled in a particular plan (or has changed plans)? 
A: 	Initial post-selection or assignment outreach to residents and their providers will begin by each MCE in June 2024.  Subsequent outreach details will be part of the Provider Manual of each MCE.  
Q: 	How will be billing proceed, and how will it be different than it is today?    
A: 	Billing and claims payment matters will be addressed in the SOW (Pathways website) once it  is finalized.  Additionally, billing and claims will be a part of Provider Onboarding, outlined in the MCE Provider Manual, etc. 
Q: 	How frequently will reimbursement rates be re-calculated in the new system? 
A:	Rates will be re-calculated every six (6) months – July 1 and January 1.  
Q:  	Many providers currently bill (submit claims) to the fee for service payer on a weekly basis.  Will this still be permitted in the new system or may claims only be submitted monthly?  
A: 	Billing and claims payment matters will be addressed in the SOW once it is finalized, and that should be available on the state’s Pathways website.  
Q:  	From the perspective of the MCEs, does “processed” and “paid” mean the same thing, or are they different – and if so, how so? 
A: 	Paid and processed are not interchangeable terms.  “Paid” reflects the status of a claim when it has been fully processed to completion.  
Q:  	Have the MCEs or the Pathways teams been communicating with pharmacies, therapy providers, and other ancillary service providers about Pathways transition matters?  
A: 	Such outreach efforts and notifications are ongoing.  
Q: 	If a SNF resident (or a new potential Pathways enrollee) recently received an enrollment notice letter from FSSA and would like to go ahead and select an MCE - what should they do?  

A: 	The resident or their representative(s) should call the Pathways number [87-PATHWAY-4 (1-877-284-9294)] and select an MCE). 

Q: 	What if the resident wants to select an MCE that has not yet signed a contract with the current or prospective place or residence

A: 	There is a continuity of care period to allow the member to make their choice and receive services. Further, Service Coordinators will work with the member, and LTSS Provider Relations partner to bring the NF in network to ensure no disruption to the member’s care. 

Q: 	If a resident (or new potential Pathways enrollee) attempts to call into the Pathways number to select an MCE - what steps are being completed to verify the identity of the individual.  

A:  	FSSA has an ID versification process.  Also, generally speaking, potential enrollees will work with Maximus, the state’s Enrollment Broker to confirm their MCE selection and ask questions about the MCEs to make an informed decision on which MCE to select; ID verification will be part of that process.  

Q: 	What is the MCE process for verifying the identify of potential enrollees / enrollees generally when they or their representatives call in? 

[bookmark: _Hlk161740709]A: 	After MCE selection, the MCEs receive an enrollment file from the state to notify them of their membership. After a member has chosen their MCE, when contacting the MCE customer service department will likely require the caller to provide the member’s full name, MCE ID and date of birth. Additional HIPAA validation points, such as address and/or phone number will be required of the MCE if the MCE ID is not available.

Q:           How will the community spouse benefit be addressed in the future, and will those benefits changes depending on which MCE is selected?  What if one spouses selects a different plan than the other?  
A:            Changes to the Community Spouse rules have been in motion for a few years; these are nt related to the Pathways transition.  There is no relationship between the ultimate Community Spouse rules and Pathways program or the MCEs of administering that program. Furthermore, it is acceptable for two spouses to select different MCEs in Pathways.  
Q:           How does a provider contact each MCE for claims testing purposes (i.e in order to trigger potential access to the Temp. Emergency Fund)?  
A:           Detailed information should be coming out the week of April 22.  Please be on the lookout for an FSSA Bulletin soon.   
Q:           How will AL and HCBS contracting be done. 
A:            Each MCE’s process is slightly different.  Please contact the email addresses provided by the MCEs.  However, sperate AL credentialing will not be required.  The state’s AL certification will typically be sufficient for contracting purposes.    
Q: 	Please explain the HCBS provider contracting process?  

A:	Ancillary Medicaid providers are contracted at the TIN level.  For skilled providers that also provide an HCBS service, they would have an Ancillary Contract for the skilled service, with an HCBS Amendment (by notification) to add the PathWays for Aging line of business to their skilled contract. These providers should also receive a HCBS Contract for the waiver services.  

General provider enrollment / claim submission information can be found here: 




Additional information relevant to Anthem is as follows: 
Anthem Enrollment for Existing Medicaid Providers:
For Skilled providers that are contracted with Anthem as a Medicaid provider, an Amendment by Notification (ABN) was sent via USPS (United States Postal Service) certified mail to the existing network of providers, adding Indiana PathWays for Aging Medicaid line of business to their contracts. The ABNs were sent out, one per Tax ID, to the address we have on file. 
· For skilled providers needing to add HCBS services, those providers will need to go to our Digital Provider Enrollment application within Availity to enroll for those LTSS services and receive an HCBS contract.
· For skilled providers that received an ABN that are not adding an HCBS service, no further action is needed
Anthem Enrollment for New Home-and-Community Based (HCBS) Providers:
Home-and-Community Based (HCBS) providers wishing to join the Anthem network for the Indiana PathWays for Aging Program must complete the online application through our Digital Provider Enrollment (DPE) Tool.
· If the organization is not currently registered for Availity, the designated Administrator in the organization should go to Availity.com and select “Register Organization”
· Once the organization is registered in Availity, complete the online application through DPE by following these steps. Availity.com --> Payer Spaces --> Anthem Blue Cross and Blue Shield  Provider Enrollment
Is there a specific contact that they may reach out to directly to ask additional pointed questions like this one?  
· For HCBS provider enrollment questions, please contact INLTSSProviderContracting@anthem.com 
· For questions specific to Skilled Nursing Facility, Skilled Home Health and/or Hospice contracts, please contact alina.cruz@anthem.com 

Anthem, Page 2 of the Amendment by Notification (ABN) that was sent to Skilled providers with existing Anthem Medicaid contracts, which outlines next steps for those providers adding an HCBS Service:
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Additionally, Anthem hold Virtual Office Hours every other week dedicated to what we would call “Hybrid Provider”- those skilled providers that also provide HCBS Services. 

New as of April 29, 2024 ...
Q: 	Does a provider need to have a contract in place with one or more of the MCEs to participate in the claims testing program windows coming up?  

A: 	No.  Please refer to FSSA’s Claims Testing informational Bulletin (BT202451) for detailed information.   

Q: 	Does a provider need to participate with all three MCEs (or just 1 or just 2?) to satisfy the qualification requirement to participate in the temp. emergency fund program post July 1? 

A: 	Providers should submit claims to every MCE with whom they will partner in the Pathways program - which should be all of them.  Accordingly, providers should engage each of the three MCEs in the claims testing program.  Failure to engage one or more of the MCEs could negate the ability to seek redress with respect to that MCE.  

Q: 	Is there any sort of cap on how many providers participate in either of the client testing windows?  That is, are the MCE systems ready for the anticipated volume from the jump? 

A:	There is no cap – the MCEs claim they are ready.  

Q: 	Does a provider need to participate in any part of the window ... first day, last day, any of the 10 days - all of the days?   

A:  	Any part of the window should be sufficient.  Please refer to FSSA’s Claims Testing informational Bulletin (BT202451) for detailed information.   


New as of May 17, 2024 

Q: 	Are LTC providers required to check eligibility and MCE-enrollment status for every resident each time they submit a claim? 
A: 	Member MCE enrollment changes happen on the first of the month. IHCP requires providers to verify member eligibility on the date of service, using the Eligibility Verification on the IHCP Portal, or through Interactive Voice Response system, or through approved vendor software for 270/271 batch. At a minimum LTSS providers should verify member eligibility at the beginning of each calendar month.
Q: 	Must a facility medical officers (CMO) be a Medicaid/IHCP approved provider (and potentially contracted with each MCE) for claims to be paid by an MCE?  

A: 	 CMOs only need to be IHCP attested if the CMO plan to bill the MCE for their services. If they do not bill Medicaid for their services than they do not need to be IHCP attested. 80% of the PathWays population has Medicare as their primary health plan and professional services would be billed through the Medicare benefit.
Q: 	Please explain any updates as to the issue of “bed holds” in the PathWays program.  
A: 	In the MCE scope of work for PathWays under section 3.8.1 Nursing Facility it states the following:
The Contractor must not cover Nursing Facility services in a facility located outside of the state of Indiana. The Contractor shall not reimburse for bed-hold days in a nursing facility as a member benefit unless the member is under the care of hospice. All members residing in a nursing facility are directed to talk with their MCE and individual provider regarding any type of “bed-hold” or leave-day policy that may exist in that facility. The Contractor must assure that a nursing facility makes members aware of the facility bed-hold policies and the Contractor must assure that a member cannot be charged for services the member does not request. The Contractor cannot require that a nursing facility hold beds. The Contractor must assure that the facility informs a resident in writing prior to a hospital transfer or departure for therapeutic leave that Medicaid does not pay for bed holds; the facility must also communicate its policies regarding bed-hold periods. The Contractor must assure that the nursing facility has a written policy under which a resident, whose hospital or therapeutic leave exceeds Medicaid coverage limitations, is readmitted to the facility upon the first Long-Term Care availability of a bed in a semiprivate room if the resident requires nursing facility-level services and is eligible for Medicaid nursing facility services. Regardless of the length of leave, if the individual remains eligible for nursing facility level of care and Medicaid, the individual may choose to be readmitted to the facility to the first available bed or be provided with care in a home or community setting at the member’s discretion.
 Q: 	For providers who frequently incur less than $25,000 Medicaid claims - over some period of time, does that mean they will not be eligible for the Temporary Emergency Assistance Fund?  
· This might be small providers, home health, hospice providers, etc.  They might be will be particularly vulnerable if claims payment goes awry - and SB 132 seems to exclude them based on the $25K threshold?
A: 	 A “financial emergency” is defined as one of the following:
· A provider’s denied claims during one billing period are greater than 15% of claims submitted “appropriately” by the provider. For example, if a provider submits 100 claims “appropriately” during a billing period, and more than 15 of those claims deny, this would be considered a financial emergency.
· A provider “appropriately” submits claims to a PathWays MCE and by 21 days after claims submission, that provider has not received at least $25,000 in total claims payment from the MCE.  For example, a provider has received $10,000 in payments from a Pathways MCE as of a date, such as 10/1/24. On 10/1/24, the provider “appropriately” submits claims totaling $5,000. If by 10/22/24, the provider hasn’t received payment for the $5,000 in appropriately submitted claims, this would be considered a financial emergency. 
· The Indiana Medicaid Director determines that a Pathways MCE’s claim submission system with which a provider is contracted experiences failure or overload. This would be considered a financial emergency.
· The Indiana Medicaid Director makes a determination that a provider is experiencing a financial emergency.
Q: 	Will there be any training seminars/webinars specific to AL waiver claims submission/payment matters (providers think there might be/are differences between this group and SNF claims issues?)? 
A: 	AL claims are under HCBS waiver services so all trainings that pertain to HCBS would pertain to AL as well.

Q: 	Will the current Medicaid number assigned to a current enrollee stay the same after MCE selection or assignment - or will it change / be updated when assigned to an MCE?  

A: 	Medicaid Number will not change.
Q: 	Will each enrollee will get a new Medicaid card with the selected/assigned MCE prominently displayed on it in the welcome packet - correct?   
A: 	Yes.  
Q: 	What happens post July 1 (or really anytime) when a resident selects an MCE but that provider (where he or she lives/receives services) does not yet have a contract with that particular MCE? 

A: 	Providers can submit out of network claims but will not have access to the MCE provider portal which could affect the claims process. Also, out of network providers will not be on the provider list to receive new referrals from the MCE.


New as of June 3, 2024 
Q: 	Relative to Medicaid pending residents will payments be retroactively paid (as is the current process) for care delivered pre-July1? That is, for residents accepted (to a facility) while in Medicaid-pending status prior to 7/1, will the facility bear that cost, or will the facility still be able to bill the MCE or FFS? 

A: 	If pending, the resident will remain fee for service until the month their application is approved.  They will be expected to select an MCE in that month and the MCE will cover them back to the first day of the month. Providers should not be exposed to any periods of non-payment. As an example, a resident enters the facility and applies for Medicaid on February 10 and application is approved April 13.  The patient is potentially Medicaid eligible 90 days prior to date of application; FFS coverage would be November 10 – March 31.  MCE coverage would begin April 1.
Q: 	Regarding therapy services for PathWays recipients, will prior authorization be required, and will there be caps in place?

A:	If the recipient is in a skilled nursing facility and the coverage is Medicaid primary, there should be no additional prior authorization for therapy services.  The MCE’s have said the only prior authorization is the Level of Care determination.


New as of June 6, 2024 
Q: 	How will the Care Coordinators prepare their Service Plans as outlined in the State Rules for Residential Care Facilities (Assisted Living)? 

A: 	Service Plan will align the state's requirements and will be posted in HealthEdge for providers to be able to review.  

Q: 	How will the Integrated Health Care Coordination units be billed through the MCE’s?  

A: 	Provider can bill IHCC units with HCPC code T2022 and modifiers U7 and U1. 

Q: 	What are the filing limitations for billing claims? 

A: 	90 days for par (contracted) and non-par providers. 

Q: 	For Assisted Living Facilities- will anything replace the Notice of Action for billing? 

A: 	MCEs are in the process of creating a document that will replace the NOA that are used to today, but providers will get something similar informing them of the auth verification and current services being rendered. 

Q: 	What will the role of the Care Coordinator be regarding billing? 

A: 	Determining the level of care that the member qualifies that can then be reimbursed for. 

Q:	When billing claims- will additional coding be required for Assisted Living facilities? 

A:	No, providers will bill the code and modifiers based on the service level that is referenced in the DAHCBS module.

Q: 	Will Assisted Living Facilities be billing by Levels based on resident care? 

A: 	Yes, level 1-3 can be billed for Assisted Living Facilities depending on the modifiers used. 

Q: 	With respect to prospective residents, how are they going to transition through the process from inquiry to move-in? What will be the interaction between residents, AAAs, MCEs, and Providers? 

A: 	MCE Care Coordinators will assess members using the CHAT, we can request an NFLOC determination through the AAA (same process as today) and the AAA will submit information to Maximus (state vendor) for Level of Care determination.  The MCEs will submit annual CHAT information to Maximus for Level of Care redeterminations.

Q:  	Please explain the process and timeline relative hiring clinical staff (care and staff coordinators). 

A: 	Care Coordinator will be assigned to each facility as a point of contact with the facility staff.  The Care Coordinator will outreach (phone or face to face) to determine when member’s annual assessment is due.  E.G. - Humana’s Care Coordinator will conduct the CHAT assessment with the member and the facility staff, review the Care Plan, make suggestions if needed, and conduct quarterly in-person follow up with the member and staff. Probari/Humana will be providing a Welcome Packet to help prepare the facilities for July 1. 

Q: 	Can an MCE’s Care or Service Coordinator’s ever suggest that a resident be discharged out (from SNF - to AL or AL to home) based on a LOC determination?  

A: 	A third party vendor makes LOC determinations, not the MCE. If a LOC determination came back that the member no longer Nursing Facility Level Of Care (NFLOC), we would work with the member and facility on a discharge plan that all parties are satisfied with. The AAAs make LOC determinations until 7/2025 when Maximus (state vendor) takes over.
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Basic MLTSS information / Resident Enrollment / MCE Selection 














Goals of this presentation

Answer basic MLTSS questions

What is it?

When is it happening? 

How do I contact and contract with the MCEs/health plans? 

Assist residents and their families with MCE selection.

Answer basic enrollment questions.

Provide resource information for future questions and answers

Pathways for Aging website - https://www.in.gov/pathways/ 

LeadingAge Indiana website dedicated to the Pathways program - https://www.leadingageindiana.org/aws/LAIN/pt/sp/mmc. 











MLTSS Basics - Key terms

MLTSS – Indiana’s transition to Managed Long-Term Services & Supports, also known as Pathways for Aging (or Pathways).  The Pathways transition is set to go-live July 1, 2024. 



The “managed” part means that claims for services rendered will be submitted to MCEs in the future – not just to the state’s fee for service claims payer – Gainwell – as is done currently.  


MCE / or MCO - Managed Care Entity / Organization (insurance company / health plan)



Three MCEs to choose from: Anthem, Humana, United HealthCare. 


Providers - Nursing Homes and other care and service providers.



HCBS – home and community-based service providers (which will include AL waiver facilities) 


Pathways Members / Covered Persons / Enrollees – Medicaid eligible individuals (aka residents) 60 years of age and over attached to one of the MCEs.



Recall – individuals under 60 will remain in the current fee for service Medicaid program and will not transition to the Pathways program until they are 60.   



Enrollment Broker – an FSSA (or likely, Maximus) employee designated to assist potential Pathways enrollees with transition to Pathways, initial enrollment matters, or their MCE selection.



Enrollees or their representatives can contact 87-PATHWAY-4 (1-877-284-9294) for additional questions at any time.   











MLTSS Basics - Key terms, Cont’d

MCE Selection – the process by which an eligible enrollee chooses one of the three MCEs in the Pathways program. 

An enrollee will have roughly 60 days after receiving their initial notification letter to select an MCE.

Assignment – if an enrollee does not select an MCE, FSSA will match the enrollee with their current Medicare D-SNP plan if they have one.  If such a relationship does not exist, the enrollee will be placed into a round-robin auto-assignment queue.  

Dually Eligible (or Duals) – Individuals who qualify for both Medicare and Medicaid at the same time. 

Most Duals will already be enrolled in a Medicare Part-D special needs plan (D-SNP) with Anthem, Humana, or United HealthCare. 

FSSA prefers that Pathways enrollees are aligned with their D-SNP whenever possible (e.g. - an Anthem D-SNP enrollee will select Anthem as their Pathways MCE, etc. – but alignment is not required).      












Pathways – what is it ... 

Eligible populations: 

Pathways will target three populations of Medicaid-eligible seniors who receive services in nursing facilities or through the HCBS Aged & Disabled waiver programs: 

Nursing facility residents, aged 60 or older 

A&D Waiver recipients, aged 60 or older 

Aged, blind, or disabled members, aged 60 or older, who do not require long term services and supports. 

Note - LTC resident populations under 60 will not move to managed care but will remain in the state’s current fee for service programs.  

Rebalancing Indiana’s LTC population: 

FSSA intends to encourage at least 75% of all new LTSS entrants into HCBS care settings (and away from skilled nursing care) – also starting in July 2024.  This is known as rebalancing. 

FSSA will not force current residents who wish to stay in their current placements to rebalance out of skilled care.  

FSSA believes the Pathways program will lead to better quality outcomes, more choice for senior Hoosiers, and significant cost savings over time.  









Pathways – when will things happen ...

Full Program Timeline: 

Kickoff, Request for Information (RFI), Steering Committee/ Workgroup meetings: Jan. 2021 - present;

RFI Release to the public: July 2021;

Request for Proposal (RFP) Release: June 2022; 

RFP Award to four (4) MCEs; three ultimately selected (Anthem, UHC, Humana): March 2023;

Contracting/Readiness/Implementation: All of 2023 – 2024;

MCE-provider contracting Jan. 2024 – July 2024

Initial FSSA outreach to residents about enrollment and plan selection – Feb. 2024 – March 2024

Plan selection / assignment – by end of April 2024

Enrollee receives 60-day notice(s) (final details of Pathways program) from FSSA – May 2024

Welcome packet sent to enrollee by selected /assigned MCE – June 2024

Go-live Date: July 1, 2024.

Post Go-live period ... Important first 180 days – July 1-Dec. 31, 2024











Pathways  - who do I contact ...  

If you have not yet heard from an MCE about contracting, you can contact each directly as follows:



UnitedHealthcare:  	IN_providerservices@uhc.com

Humana:  		Denise Watson - DWatson31@humana.com; Terry King - TKing58@humana.com;

Anthem:  		INMLTSSProviderRelations@anthem.com; Emma Badgley - emma.badgley@anthem.com; Taylor Blake - taylor.blake@anthem.com.

IHSN members:  As an IHSN member, IHSN will assist with MCE contracting and credentialing.  Please contact Dawn Miller (dawn.miller@shcare.net) if you haven’t heard from the MCEs noted above or if you have any questions. 

Enrollees or their representatives can contact 87-PATHWAY-4 (1-877-284-9294) for additional questions at any time.   

Care and service coordinators – these individuals assist with the range of services offered to members, help schedule regular assessments for members in a facility, and facilitate clinical support services.   

Coordinators will be a great resource for facilities, members and their representatives for a variety of issues under the Pathways program and will have a consistent presence in buildings post go-live.  











Initial Pathways enrollment contact 

Initial contact notices should come in the form of an “enrollment letter” from FSSA in February and March 2024.  Here is an example, and here is where you can find all notice letters that FSSA might send out to different enrollees. 

Contact will be made in batches of thousands of potential enrollees by Zip Code.

Contact will be made to the individual(s) (up to three) who are already the authorized contact(s) in the FSSA-CORE system.  This could be the resident and / or multiple other authorized persons.

Initial contact should not be from an MCE – either via phone call or letter

No MCE should contact a potential enrollee until June 2024 – after they have been selected by the enrollee or after auto-assignment to one of the 3 MCEs has occurred.   










MCE Selection

How does an enrollee choose between the three MCEs? 

FSSA prefers alignment with an existing Medicare D-SNP plan. This should encourage easier coordination of care and more efficient EMR management.  If no alignment exists, an enrollee can choose a particular MCE for any reason or defer to the auto-assignment process.   

These two resources contain information that can assist in choosing between MCEs (by design, there are very few substantive differences between the Plans:  http://www.advancingstates.org/mcehcbs-provider-roundtable-events;   https://www.in.gov/pathways/providers/ (“Pathways Providers” - then “Plan Comparison”). 

Due to different individual needs, not all of the Enhanced Benefits of a particular MCE will apply to all of its covered persons; please review carefully. 

What can a Provider do in assisting an enrollee in choosing between the three MCEs? 

A provider can offer education and consultation.  FSSA cautions providers to remain impartial and not attempt to influence MCE selections. 

A provider who is listed as the Authorized Representative of a resident can directly assist the member in selecting an MCE.  If the member has a designated health care representative or a court appointed power of attorney or guardian, MCE selection decisions are made by these individuals. 

As detailed in the Notice letter an enrollee will receive, when the MCE selection decision is ready to be made, the enrollee (or representative) should call 87-PATHWAY-4 (877- 284-9294). 











How can an enrollee change MCEs? 



The Basics – 



Within 60 days of starting coverage 



Within 60 days of go-live (~ 7/1/24) and/or when the potential member enters the Pathways managed care system.   



At anytime the member’s Medicare and Medicaid plans become unaligned; 

Once per calendar year for any reason. 

During the Medicare open enrollment window (mid-October-mid December) to be effective the following calendar year.

At anytime the “just cause” process applies (described below). 













Changing an MCE, cont’d 

Just-cause reasons include, but not are limited to, the following: 

Receiving poor quality of care; 

Failure to provide covered services; 

Failure of the MCE to comply with established standards of medical care administration; 

Lack of access to providers experienced in dealing with the member’s health care needs; 

Significant language or cultural barriers; 

Corrective action levied against the MCE by the state’s Medicaid office; 

Limited access to a primary care clinic or other health services within reasonable proximity to a member’s residence; 

A determination that another MCE’s formulary is more consistent with a new member’s existing health care needs; 

Lack of access to medically necessary services covered under the MCE’s contract with the state; 

A service is not covered by the MCE for moral or religious objections, as described in Section 7.8.2 of the Pathways scope of work;

Related services are required to be performed at the same time and not all related services are available within the MCE’s network, and the member’s provider determines that receiving the services separately will subject the member to unnecessary risk; 

The member’s primary healthcare provider disenrolls from the member’s current MCE and reenrolls with another MCE; or 

Other circumstances determined by the state’s Medicaid office or its designee to constitute poor quality of health care coverage.















Who makes the initial (and ongoing) Medicaid eligibility determinations?  

Quick answer – the state / FSSA ... never an MCE

Every 12 months, members (or their representative(s)) are required to complete the Medicaid eligibility redetermination process. This includes financial and medical eligibility. If something changes with a member’s information, FSSA may send a request that requires a response (and this might include another request for medical or financial information) to continue eligibility before the 12-month period ends.  

All such determinations will be effective on the first of the following month (e.g. an April 17 eligibility determination will trigger coverage with an assigned/selected MCE starting May 1).  

Generally speaking, claims for services rendered between the determination date and the first of the following month will be submitted to the current fee-for-service claims payment portal. 

Note – some coordination of benefits (with other payers or programs – HCC, the Veterans Administration, Medicare, etc.) concerns are still being worked out by FSSA and the MCEs.    














Should we contract with all 3 MCEs? 

Yes!  There is no reason not to – and every reason to do so.  



FSSA’s Pathways administration contract requires each MCE to offer an in-network contract to any/every willing LTC provider (AWP) who wants one for a period of three (3) years post go-live.  



MCEs cannot restrict (or narrow) their provider network based on quality outcomes or star ratings, geographic saturation, or other similar reasons. 



The AWP rules might be limited if a provider does not meet certain conditions of an MCE that would apply to all providers in its network (debarment, failure to comply with credentialing requirements, etc.)  



Temporary emergency fund assistance program – this program, which is part of pending legislation (SB 132), with limitations, generally provides a fund to pay providers 75% of their monthly average of Medicaid claims (above $25,000) – in the event that significant claims payment delays arise from one or more of the MCEs.

 

BUT – providers must participate in the claims submission and testing program (that is still being developed) first.  Contracting and participating with all three MCEs appears to be a condition precedent.    



Document all efforts to participate in the claims testing program and every step thereafter.   













Available resources

General questions



Pathways for Aging website - https://www.in.gov/pathways/. 



LeadingAge Indiana website dedicated to the Pathways program - https://www.leadingageindiana.org/aws/LAIN/pt/sp/mmc. 



MCE contacts (provider relations and contracting) 



UnitedHealthcare: IN_providerservices@uhc.com

Humana: Denise Watson - DWatson31@humana.com; Terry King - TKing58@humana.com 

Anthem: INMLTSSProviderRelations@anthem.com, Emma Badgley - emma.badgley@anthem.com; Taylor Blake - taylor.blake@anthem.com
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AUTHORIZED REPRESENTATIVE 
FOR HEALTH COVERAGE 
State Form 55366 (R / 10-13) / DFR 2123HC 


 


 


 
 
Section 1 
If you want someone to act on your behalf in applying for benefits and/or act for you on an ongoing basis, this form must be completed. Be sure to 
select the function(s) that the representative is being authorized to do.  You can select more than one representative and choose the same or 
different functions. Complete ONE form per authorized representative.  Both you and your representative must sign and date this form.  
 


Section 2 
Name of Representative (Please print clearly): 
 
 


Check association with applicant/recipient.  Please select ONE (1). 
 Attorney   Eligibility Assistance Company   Friend  Family 


 Institution of Residence  Waiver Case Manager  Other (Specify):  _______________________________ 


Mailing Address (number and street, city, state, and ZIP code): 
 
 
 SELECT THE FUNCTION(S) THE AUTHORIZED 


REPRESENTATIVE WILL DO: 


FUNCTION FUNCTION DESCRIPTION HEALTH COVERAGE 


APPLY 


 Sign application and be interviewed.  
 Provide all required proof of information necessary to determine eligibility for 


benefits. 
 Receive the Notice of the application decision.  
 Speak on applicant’s behalf at a hearing if the application decision is appealed.   


Apply 
 


ONGOING 


 Report changes. 
 Attend periodic redeterminations.   
 Receive the appointment notices and any redetermination mail-in forms.  


NOTE:  Do not check this function if the representative will not continue to act on 
recipient’s behalf after the application decision is made.    


Ongoing 
 


In agreeing to be the authorized representative, I understand that I am expected to be knowledgeable of the applicant’s/recipient’s circumstances and that this 
authorization can be revoked by the applicant/recipient at any time. 
Signature: Date (mm/dd/yyyy): Telephone ((###) ###-####): 
 
 


  


 


Section 3 
I authorize this representative to act for me in taking care of the functions and program eligibility process which I have checked above.  (If applicant/recipient is 
medically incapable to sign authorization, provide medical documentation.)  I understand that I am responsible for the information anyone acting as my 
authorized representative gives, including any information that may be incorrect. I also understand that if at any time I wish to stop the person(s) I chose from 
being my authorized representative, it is my responsibility to contact the Division of Family Resources. 
Applicant/Recipient Name Applicant/Recipient Signature Date (mm/dd/yyyy): 
 
 


  


Case Number (Optional):  
  


 


*DFRAZAE01*


DFRAZAE01
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Resident Enrollment / MCE Selection 














Goals of this presentation



Assist residents and their families with MCE selection.


Answer basic enrollment questions.


Provide resource information for future questions and answers



Pathways for Aging website - https://www.in.gov/pathways/ 



LeadingAge Indiana website dedicated to the Pathways program - https://www.leadingageindiana.org/aws/LAIN/pt/sp/mmc. 









MLTSS Basics - Key terms



MLTSS – Indiana’s transition to Managed Care Long-Term Services & Supports, also known as Pathways for Aging (or Pathways).  The Pathways transition is set to go-live July 1, 2024. 


MCE / or MCO - Managed Care Entity / Organization (Insurance Company)



Three MCEs to choose from: Anthem, Humana, United HealthCare. 


Providers - Nursing Homes and other care and service providers.


Members / Covered Persons / Enrollees – Medicaid eligible individuals (aka residents) 60 and over attached to one of the MCEs.



Recall – individuals under 60 will remain in the current fee for service Medicaid program and will not transition to the Pathways program until they are 60.   



Enrollment Broker – an FSSA (or likely, Maximus) employee designated to assist potential Pathways enrollees with transition to Pathways, initial enrollment, or their MCE selection.



Enrollees or their representatives can contact 87-PATHWAY-4 (1-877-284-9294) for additional questions at any time.   









MLTSS Basics - Key terms, Cont’d



MCE Selection – the process by which an eligible enrollee chooses one of the three MCEs in the Pathways program. 

An enrollee will have roughly 60 days after receiving their initial notification letter to select an MCE.

Assignment – if an enrollee does not select an MCE, FSSA will match the enrollee with their Medicare D-SNP plan if they have one.  If such a relationship does not exist, the enrollee will be placed into a round-robin auto-assignment queue.  

Dually Eligible (or Duals) – Individuals who qualify for both Medicare and Medicaid at the same time. 

Most Duals will already be enrolled in a Medicare Part-D special needs plan (D-SNP) with Anthem, Humana, or United HealthCare. 

FSSA prefers that Pathways enrollees are aligned with their D-SNP whenever possible (e.g. - an Anthem D-SNP enrollee will select Anthem as their Pathways MCE, etc. – but alignment is not required).      












Initial contact 

Initial contact notices should come in the form of an “enrollment letter” from FSSA in February and March 2024.  Here is an example, and here is where you can find all notice letters that FSSA might send out to different enrollees. 

Contact will be made in batches of thousands of potential enrollees by Zip Code.

Contact will be made to the individual(s) (up to three) who are already the authorized contact(s) in the FSSA-CORE system.  This could be the resident and / or multiple other authorized persons.

Initial contact should not be from an MCE – either via phone call or letter  

In fact, no MCE should contact a potential enrollee until June 2024 – after they have been selected by the enrollee or after the enrollee has been auto-assigned to one of the three MCEs.  










MCE Selection



How does an enrollee choose between the three MCEs? 

FSSA prefers alignment with an existing Medicare D-SNP plan. This should foster easier coordination of care and more efficient EMR management.  If no alignment exists, an enrollee can choose a particular MCE for any reason or defer to the auto-assignment process.   

These two resources contain information that can assist in choosing between MCEs (by design, there are very few substantive differences between the Plans:  http://www.advancingstates.org/mcehcbs-provider-roundtable-events;  https://www.in.gov/pathways/ (“Pathways Providers” - then “Plan Comparison”). 

Due to different individual needs, not all of the Enhanced Benefits of a particular MCE will apply to all of its covered persons; please review carefully. 

What can a Provider do in assisting an enrollee in choosing between the three MCEs? 

A provider can offer education and consultation, but FSSA cautions providers to remain impartial and not attempt to influence MCE selections. 

A provider who is listed as the Authorized Representative of a resident can directly assist the member select an MCE.  If the member has a designated health care representative or a court appointed power of attorney or guardian, MCE selection decisions are made by these individuals. 

As detailed in the Notice letter an enrollee will receive, when the MCE selection decision is reedy to be made, the enrollee (or representative) should call 87-PATHWAY-4 (877- 284-9294). 









How can an enrollee change MCEs? 





The Basics – 



Within 60 days of starting coverage 



Within 60 days of go-live (~ 7/1/24) and/or when the potential member enters the mLTSS managed care system.   



At anytime the member’s Medicare and Medicaid plans become unaligned; 

Once per calendar year for any reason. 

During the Medicare open enrollment window (mid-October-mid December) to be effective the following calendar year.

At anytime the “just cause” process applies (described below). 











Changing an MCE, cont’d 



Just-cause reasons include, but not are limited to, the following: 

Receiving poor quality of care; 

Failure to provide covered services; 

Failure of the MCE to comply with established standards of medical care administration; 

Lack of access to providers experienced in dealing with the member’s health care needs; 

Significant language or cultural barriers; 

Corrective action levied against the MCE by the office; 

Limited access to a primary care clinic or other health services within reasonable proximity to a member’s residence; 

A determination that another MCE’s formulary is more consistent with a new member’s existing health care needs; 

Lack of access to medically necessary services covered under the MCE’s contract with the State; 

A service is not covered by the MCE for moral or religious objections, as described in Section 7.8.2(scope of work);

Related services are required to be performed at the same time and not all related services are available within the MCE’s network, and the member’s provider determines that receiving the services separately will subject the member to unnecessary risk; 

The member’s primary healthcare provider disenrolls from the member’s current MCE and reenrolls with another MCE; or 

Other circumstances determined by the office or its designee to constitute poor quality of health care coverage.













Who makes the initial (and ongoing) Medicaid eligibility determinations?  

Quick answer – the state / FSSA ... never an MCE

Every 12 months, members (or their representative(s)) are required to complete the eligibility redetermination process. This includes financial and medical eligibility. If something changes with a member’s information, FSSA may send a request that requires a response to continue eligibility before the 12-month period ends. FSSA may ask again for members to verify their income and their assets.

All such determinations will be effective on the first of the following month (e.g. an April 17 eligibility determination will trigger coverage with an MCE starting May 1).  

Claims for services rendered between the determination date and the first of the following month will be submitted to the current fee-for-service claims payment portal. 



Note – some coordination of benefits (with other payers or programs – HCC, the Veterans Administration, Medicare, etc.) concerns are still being worked out by FSSA and the MCEs.    
















Available resources

General questions



Pathways for Aging website - https://www.in.gov/pathways/. 



LeadingAge Indiana website dedicated to the Pathways program - https://www.leadingageindiana.org/aws/LAIN/pt/sp/mmc. 



MCE contacts (provider relations and contracting) 



UnitedHealthcare: IN_providerservices@uhc.com

Humana: Denise Watson - DWatson31@humana.com; Terry King - TKing58@humana.com 

Anthem: INMLTSSProviderRelations@anthem.com, Emma Badgley - emma.badgley@anthem.com; Taylor Blake - taylor.blake@anthem.com
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Care and Service Coordinator 
Roles







Goals of this presentation


• Context of the PathWays program


• Overview of the Care and Service Coordinator role


• How to prepare as things move forward


• Questions and Answers







MLTSS Basics - Key terms


• MLTSS - Managed Long Term Services & Support


• MCE - Managed Care Entity (Insurance Company)


• Providers - Nursing Homes and other service providers


• Members - Residents within the plan


• NFLOC - Nursing Facility Level of Care (home or NH)







MLTSS Basics - Key terms


• HCBS - Home and Community Based Services


• NF - Nursing Facility


• ICT - Interdisciplinary Care Team


• ICP - Interdisciplinary Care Plan


• Care / Service Coordinator - focus of this presentation!







MLTSS Basics - Facts


• Managed Medicaid


• 25 states have plans 
already (first was 1989)


• “PathWays” is the Indiana 
based MLTSS program







PathWays Goals


• Ensure equitable access to services and support


• Reduce complexity of the system


• Break down silos between service providers


• Bring new benefits to members and families


• Increased home based services


• Increase quality of care







What does success for PathWays look 
like?


1. Strong collaboration between MCE and NH


2. Shared incentives for all providers


3. Smoother transitions for residents between settings


4. Most important - improved resident/member experience







What will make a successful transition?


• Minimal disruption for NH management/operations


• Minimal disruption to NH clinical staff


• Clear, coordinated conversations with residents/families


• Consistent approach among MCEs







The Coordinator Roles


• Navigates complex services offered to members


• Regular assessments with members in facility


• Facilitation of clinical support services


A critical component of the PathWays program







Service vs. Care Coordinators
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Care Coordinator & Service Coordinator Roles Overview


Care Coordinator Service Coordinator
Available to all Indiana PathWays members Available only to Indiana PathWays for Aging members who are 


determined NFLOC and are receiving LTSS


Members are able to opt-out Required for members who are determined NFLOC and are receiving 


HCBS


Primary responsibility for coordination of the 


member’s physical and behavioral health


Supplements, but does not supplant, the roles and responsibilities of the 


Care Coordinator.


Collaborates heavily with the Care Coordinator and focuses primarily on 


waiver-specific services available to the member.


Primary writer of the ICP Primary writer of the Service Plan, which must be incorporated into the ICP


For members in NFs, assesses at least annually the 


member’s potential for an interest in transition to the 


community.


Conducts the monthly loneliness assessment, quarterly needs 


assessment, annual informal caregiver assessment, and nursing facility 


assessments (if applicable).


MCEs ensure that the member’s Service Coordinator and ICT are provided with all CHAT and Care Coordination assessment 


results applicable to LTSS-specific Service Coordination to inform Service Planning and prevent the need for the administration 


of duplicative assessments (SoW Section 4.6)


The Care Coordinator and Service Coordinator work together to review and modify the Service Plan with the member, their 


caregivers, and the member’s ICT.


The Care Coordinator and Service Coordinator will meet together annually with the member to conduct the CHAT reassessment, 


submit results to the entit(ies) responsible for LOC reassessment, update the ICP, and complete any other assessments based on the 


member’s needs (SoW Section 4.7).


Stars throughout the presentation signal collaboration points between care coordinators and service coordinators
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Care Coordinator & Service Coordinator Roles Overview


Care Coordinator Service Coordinator
Available to all Indiana PathWays members Available only to Indiana PathWays for Aging members who are 


determined NFLOC and are receiving LTSS


Members are able to opt-out Required for members who are determined NFLOC and are receiving 


HCBS


Primary responsibility for coordination of the 


member’s physical and behavioral health


Supplements, but does not supplant, the roles and responsibilities of the 


Care Coordinator.


Collaborates heavily with the Care Coordinator and focuses primarily on 


waiver-specific services available to the member.


Primary writer of the ICP Primary writer of the Service Plan, which must be incorporated into the ICP


For members in NFs, assesses at least annually the 


member’s potential for an interest in transition to the 


community.


Conducts the monthly loneliness assessment, quarterly needs 


assessment, annual informal caregiver assessment, and nursing facility 


assessments (if applicable).


MCEs ensure that the member’s Service Coordinator and ICT are provided with all CHAT and Care Coordination assessment 


results applicable to LTSS-specific Service Coordination to inform Service Planning and prevent the need for the administration 


of duplicative assessments (SoW Section 4.6)


The Care Coordinator and Service Coordinator work together to review and modify the Service Plan with the member, their 


caregivers, and the member’s ICT.


The Care Coordinator and Service Coordinator will meet together annually with the member to conduct the CHAT reassessment, 


submit results to the entit(ies) responsible for LOC reassessment, update the ICP, and complete any other assessments based on the 


member’s needs (SoW Section 4.7).


Stars throughout the presentation signal collaboration points between care coordinators and service coordinators
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Care Coordinator & Service Coordinator Roles Overview


Care Coordinator Service Coordinator
Available to all Indiana PathWays members Available only to Indiana PathWays for Aging members who are 


determined NFLOC and are receiving LTSS


Members are able to opt-out Required for members who are determined NFLOC and are receiving 


HCBS


Primary responsibility for coordination of the 


member’s physical and behavioral health


Supplements, but does not supplant, the roles and responsibilities of the 


Care Coordinator.


Collaborates heavily with the Care Coordinator and focuses primarily on 


waiver-specific services available to the member.


Primary writer of the ICP Primary writer of the Service Plan, which must be incorporated into the ICP


For members in NFs, assesses at least annually the 


member’s potential for an interest in transition to the 


community.


Conducts the monthly loneliness assessment, quarterly needs 


assessment, annual informal caregiver assessment, and nursing facility 


assessments (if applicable).


MCEs ensure that the member’s Service Coordinator and ICT are provided with all CHAT and Care Coordination assessment 


results applicable to LTSS-specific Service Coordination to inform Service Planning and prevent the need for the administration 


of duplicative assessments (SoW Section 4.6)


The Care Coordinator and Service Coordinator work together to review and modify the Service Plan with the member, their 


caregivers, and the member’s ICT.


The Care Coordinator and Service Coordinator will meet together annually with the member to conduct the CHAT reassessment, 


submit results to the entit(ies) responsible for LOC reassessment, update the ICP, and complete any other assessments based on the 


member’s needs (SoW Section 4.7).


Stars throughout the presentation signal collaboration points between care coordinators and service coordinators







Care Coordinator Service Coordinator


All Pathways Members NFLOC Members (in NH or home)


Assists with health care related services
Connects to long term services and 


support


Maintains Individualized Care Plan Primary writer of Service Plan


Leads the Interdisciplinary Care Team 
(ICT)


Ensures that there is transitional 
support between settings


More focused on “clinical” services Support for social support services


How do the roles differ?







Nursing homes will have both roles







1. NH members will likely have both coordinators


2. BOTH roles could be combined in one person


What does this mean for NH members?







What is meant by “Clinical”?


• This person is NOT a clinical staff member


• Focus - coordination of clinical services


• Evaluation and Facilitation are main roles







The Individualized Care Plan


• Records all care services being provided


• Updated with member at least quarterly


• All communication with member recorded here


• Annual assessment of member interest to RTC


• Will not be documented in the Facility Care Plan







Return to community (RTC)


• Care Coordinator will assess annually


• CC will provide onsite visit within 10 days of transfer to 
update plan of care


• CC and SC must be part of the Transitions Team


• Focus will be on new residents











Contact frequency


• Member/family contact at least quarterly


• New admissions - within 10 days


• Annual assessments
• CHAT 
• Update ICP / Service Plan
• RTC Planning







Resident and Staff Interactions


Role Element Interaction with Resident Interaction with Facility


Frequency of contact Quarterly or as needed Will be in facility monthly


Initial Onboarding 
Initial assessments for resident to identify 
clinical needs and ability to transfer home


Questions regarding patient status


Ongoing support Regular assessments for needed support
Can assist with obtaining services for 


resident


For Residents Discharging 
Home


Will work to  ensure needs and services are 
in place before transfer


Collaborate with staff and family before 
discharge







Care Coordinator Requirements


Care Coordinators Shall be located in Indiana and licensed as applicable in Indiana. Care 


Coordinators must be 


1. Registered nurses in good standing OR


2. Have a Master’s degree in social work OR


3. Possess a bachelor’s degree in social work, psychology, special education, or counseling, and 


have at least a minimum of one (1) years of experience in providing case management services to 


individuals who are older adults and/or individuals with physical or developmental disabilities and/or 


individuals determined to have a serious mental illness (SMI), 


4. OR be a licensed practical nurse (LPN) with a minimum of three years of clinical experience with 


older adults. 


A portion of the Contractor’s Care Coordinators shall have experience in behavioral health so that they 


may appropriately assist members with behavioral health conditions.


23


(SoW Section 2.4.3)







Service Coordinator Requirements


Service Coordinators The Contractor shall employ service coordinators located in Indiana. Service 


coordinators may be 


● An individual continuously employed as a care manager by an AAA since June 30, 2018


● OR a registered nurse, a licensed practical nurse, or an associate’s degree in nursing with at least 


one (1) year of experience serving the program population


● OR a Bachelor's degree in Social Work, Psychology, Counseling, Gerontology, Nursing or Health & 


Human Services


● OR A Bachelor’s degree in any field with a minimum of two years full-time, direct service 


experience with older adults or persons with disabilities (this experience includes assessment, care 


plan development, and monitoring)


● OR A Master's degree in Social Work, Psychology, Counseling, Gerontology, Nursing or Health & 


Human Services


● OR An Associate’s degree in any field with a minimum of four year full-time, direct service 


experience with older adults or persons with disabilities (this experience includes assessment, care 


plan development, and monitoring).
24(SoW Section 2.4.3)







How could this role help NH residents, 
families, staff and leadership?


• Coordination of benefits for residents


• Help navigate PathWays program


• Identify quality issues for leadership


• Support QI efforts and provide resources


• Family interaction and support







How could Probari support successful 
rollout and implementation?


• Education and training for SC/CC roles


• Ongoing support for SC/CC


• Probari Care Transitions program


• Reviewing clinical quality of members


• Maintain facility profile to support communications







What education should coordinators 
have?


• Nursing home 101


• Palliative Care and Hospice


• Care Plans in Nursing Homes, Advance directives


• Family Caregiver Support


• Nursing home regulations and survey







Ongoing support


• Regular workshops with case studies


• Office hours with Care Coordinators


• Regular meetings with FSSA and MCEs


• Collaboratives with Nursing Homes







Preparing your facility for this role


• Continue to take care of residents per usual


• Proactive communication with staff


• Have materials available to answer questions 


• Talk with team about coordinator collaboration


• Evaluate systems for quality improvement







Discussion


• What are your primary concerns related to this role?


• What benefits can you envision?


• What regular communication would you like, from FSSA, 
from MCEs?


• How would you be best supported by Probari?
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Agenda For Meeting
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INTRODUCTIONS AND BACKGROUND





MCE PROVIDER OUTREACH





QUESTIONS





PROVIDER PORTAL OVERVIEW





MCE CONTRACT OVERVIEW







We’ll be making the slide deck and recording available
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MCE HCBS Provider Outreach and Contracting Contacts *

Anthem

April Walton

INmltssproviderrelations@anthem.com 

219-742-5323

Humana

Terry King

LTSSContracting@humana.com

866-274-5888

UnitedHealthcare

Dorian Trice

IN_providerservices@uhc.com 

763-361-1650

Indiana Family and Social Services Administration
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Overview of Key Documents for Provider Contracting

Indiana Family and Social Services Administration
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		Anthem		Humana		UHC

		All MCEs required a completed digital application				

		Required documents
W-9
Copy of Division of Aging certification
Copy of current Certificate of Insurance (COI)
		Required documents
W-9
Copy of Division of Aging certification 
License if applicable
		Required documents
W-9
Copy of Division of Aging certification 
Copy of IRS letter with EIN and Business Name




Contract Overview: 





Overview of Provider Portals

Both Anthem and Humana use Availity (www.availity.com)

UnitedHealthcare uses a proprietary system, UnitedHealthcare Provider Portal.

All have the following capabilities:

View Service authorizations

Claims submission

Remittance advice download

Provider profile management 

Indiana Family and Social Services Administration
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How to Register for Availity
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Both Anthem and Humana use Availity.

Providers who are new to Availity can initiate registration on Availity Essentials at Availity.com.  

All Providers start the registration process by navigating to Availity.com and Selecting “get started” from the top right corner of the Availity website screen.











Availity Essentials offers secure access to manage daily transactions with payers.

Availity Essentials does not require special software, and is accessible with high-speed internet, using Google Chrome/Microsoft Edge/Firefox browsers.

Availity Essentials features:

Electronic transactions provides a secure platform where providers can perform eligibility and benefit inquiries, check claim status, and track remittance.

Multi-payer portal ensures a consistent workflow for all participating health plans, allowing providers the same user experience.

Through this multi-payer portal, providers can access several Anthem's Care Central application, the one-stop shop for LTSS providers.



What’s needed to get started?

 - All organization types — Only the person who will be designated as the administrator needs to register. The following information is needed:

Physical and billing addresses

Tax ID (EIN or SSN)

NPI (if you have one)

Primary specialty/taxonomy
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Atypical Provider Organizations 
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Atypical providers should select the option “This organization does NOT have an NPI. This organization is an atypical provider and does not provide healthcare as defined in 45 Code of Federal Regulations (CFR) section 160.103.







How to Contract with Anthem 
Digital Provider Enrollment Tool (DPE)

LTSS providers, including atypical providers who do not have a National Provider Identifier (NPI), wishing to participate in the Indiana Pathways for Aging Program with Anthem Blue Cross Blue Shield can apply digitally by utilizing our automated Digital Provider Enrollment tool hosted on the Availity Portal.

The tool is available by selecting the “Provider Enrollment” square on the Anthem Payer Space page.



Indiana Family and Social Services Administration
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Anthem’s Payer Spaces
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Payer Spaces 

Providers can access Payer Spaces from the main Availity dashboard by selecting the payer spaces tab.

Selecting the Payer Spaces tab will populate all the payers available to the provider to select from.











Anthem’s Care Central Portal

Accessible through Availity Essential’s Payer Spaces, Care Central is a one-stop shop for LTSS/atypical providers, with tailored billing, referral and multiple dashboards to support member management, which:

Enables a simplified, seamless and tailored online experience reducing administrative burden.

Reduces errors, manual processes, and obsolete technology.

Empowers the provider with quick access to information necessary to initiate and maintain member care.

Provides clear line of site into critical data and reporting.





Indiana Family and Social Services Administration
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Anthem’s Digital Provider Enrollment tool dashboard 



Providers are taken to the Enrollment Dashboard page, where they can select Begin New Application to submit their enrollment.



Indiana Family and Social Services Administration
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Anthem’s Digital Provider Enrollment-Helpful Reminders



Providers will want to choose LTSS (Long-term Service Support) when selecting from the What type of provider are you? Field. 



Reminder to providers on the required documents needed to complete their application, including: 



 A copy of your Division of Aging Waiver and accreditation/certifications.



Required documents with your application include a current W-9, Copy of certification document through the Division of Aging and Indiana Medicaid, Copy of the Secretary of State letter, and Certificate of Insurance (COI).



The dashboard page also allows providers to check the status of their applications,  once submitted.





Indiana Family and Social Services Administration
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Anthem Provider Education/Training and Outreach
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Go-live support:

Dedicated Provider Relations representative: Long-term services and supports (LTSS) providers will be assigned a local and dedicated Provider Relations representative, equipped with the expertise to offer comprehensive support and resources. Leading up to implementation, the team is offering ongoing office hours to walk providers through the Digital Provider Enrollment tool and will offer in-person or virtual support to include individualized training, resources, and tools dependent on your needs and preferences. 



Monthly office hours: We will offer virtual monthly office hours where providers may connect with Anthem’s LTSS Provider Relations team to get answers to questions or seek technical assistance in preparation for implementation. 



LTSS provider webinars: We will host monthly webinars covering a variety of LTSS provider-focused topics designed to support you in the Pathways for Aging implementation.

Anthem provider essentials:

Anthem’s Indiana Pathways for Aging Quick Reference Guide

Anthem’s Indiana Pathways for Aging Provider Manual 

Registration for claims submission  

Enrollment in electronic funds transfer 

Anthem’s comprehensive Training Support, to include topics such as:

Claims and billing

Authorizations

Person-centered planning 

Accepting referrals 

HCBS settings rule

Workforce development 

Value-based programs 







Your Anthem LTSS Provider Relations Team 
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Provider Relationship representatives



						

	

Additional resources and contacts:







Northern Indiana

Latasha Cobb

317-503-0843

LaTasha.Cobb@anthem.com

Central Indiana

David Castaneda

317-503-0843

David.Castaneda@anthem.com

Southern Indiana

Haley Osborne

317-671-2141

Haley.Osborne@Anthem.com

 HCBS Contracting Network Specialist 

   April Walton

   April.Walton@Anthem.com

   219-742-5323

LTSS Provider Training Specialist

Ryan Fennessy

Ryan.Fennessy@anthem.com

317-671-3220

 Workforce Development Administrator   

Amanda Wills Amanda.Wills@anthem.com 

317-671-3220

LTSS Provider Relations email: 	INMLTSS@ProviderRelations@anthem.com

Website:  	Indiana Pathways for Aging | Anthem

Map:		Indiana PathWays for Aging Network Relations Map and Supports







How to Contract with Humana	

Indiana Family and Social Services Administration

15



Step 2: Initiate Request to Join Humana Network:

Note: Ability to initiate network participation request through Humana.com to be available Q1 2024 

Step 1: Enroll with Indiana Health Coverage Programs (IHCP) – Collect your Division of Aging Waiver Certification Letter to submit to Humana.

Step 3: Your dedicated HCBS provider contractor will outreach to you within the next business day and provide you an email link to submit your demographic assessment form and other required documents. A copy of your Humana Agreement will also be provided upon complete application.   

Step 4: Return your documents to Humana.  Humana provides the flexibility to return your documents electronically (through link provided by your contractor) including ability to sign your Agreement through a secure Adobe Sign electronic application, or if preferred Humana will accept documents returned via mail or email.   

Humana Mailing Address: PO Box 74007 Louisville, KY 40201





Humana Provider Education/Outreach

Humana Will Work to Reduce Administrative Burden and Enable Success

Indiana Family and Social Services Administration
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Provider Education & Training Overview: 

Dedicated HCBS Provider Relations Team 

Weekly/Monthly/Quarterly provider education and training

Customized training plan 

Provider Education office visits

Townhalls/Office Hours/Provider Forums 

Assist with technological challenges and/or accommodation support

Contact for any questions or concerns 

MCE collaboration 

Humana Healthy Horizons in Indiana Provider website: https://www.humana.com/provider/medical-resources/indiana-medicaid 
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Dedicated Provider Education/Outreach Representative 





Provider Engagement & Training 





Provider Website & Self-service Tools





Continued Provider Support and Education





Humana Provider Education Team Contact Information  



Denise Watson, Director of Provider Engagement

   : Phone 463-280-5327 | *: dwatson31@humana.com



Kevin Cox, Manager of Provider Engagement

   : Phone 812-572-0110 | *: kcox23@humana.com



Bria Steele, Provider Engagement

   : Phone 317-677-2693 | *: bsteele13@humana.com



Cindy Cobb, Provider Engagement

   : Phone 317-991-2896| *: ccob7@humana.com





Indiana Family and Social Services Administration
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 General Questions or Concerns

: Phone 866-274-5888| *: INMedicaidProviderRelations@humana.com





How to Contract with UHC	

The HCBS contracting portal will be live 1st quarter 2024. Detailed instructions can be found at:

 How to Join the UnitedHealthcare network | Indiana | UHCprovider.com

Indiana Family and Social Services Administration
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Training offered by UHC

Side by Side and Group Training

in_providerservices@uhc.com

Virtual or in person Q&A and training sessions



Instructor Lead Training

Instructor-Led Learning Events | UHCprovider.com

Claims Overview/Portal

Document Library



Self-Paced Training

Digital Solutions Training and Guides | UHCprovider.com

UnitedHealthcare Portal Tools

Portal Overview

Chat















Indiana Family and Social Services Administration
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One Healthcare ID

Indiana Family and Social Services Administration
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Provider portal registration | UHCprovider.com









Portal Dashboard-UHC

Every user has a dashboard

Indiana Family and Social Services Administration
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UnitedHealthcare Provider Contact Information  



Additional Resources and Contacts





Indiana Family and Social Services Administration
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		HCBS Provider Lead		Provider Services Director		Provider Services Manager

		Dorian Trice		Amanda Wilson		David Hoover

		IN_providerservices@uhc.com 		Amanda_Wilson@uhc.com		David_Hoover@uhc.com

		763-361-1650		317-352-6600		317-275-8269



		Website		www.uhcprovider.com/INcommunityplan

		Workforce Development Administrator		Joanna Peak
Joanna_peak@uhc.com

		Service Coordination General Mailbox		in_service_coordination@uhc.com







Indiana Family and Social Services Administration
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Q & A
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