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1/19/16 
 
Via Certified Mail 
 
David McAnally 
Department for Medicaid Services 
Cabinet for Health and Family Services 
275 E. Main St. 6C-C 
Frankfort, KY 40621 
 
Re: LOC – CC2016UL-1 
 
Dear David McAnally: 
 
We have received your notice dated January 8, 2016 regarding the CPT codes 99217 – 99219 
and POS 21 vs POS 22. We have reviewed internally and will be able to correct this issue for 
University of Louisville as you have indicated by allowing the codes with POS 22. We anticipate 
this will be completed on or before 2/1/16 and we will have our Provider Relations staff 
outreach to University of Louisville to update them accordingly. 
 
CoventryCares of Kentucky is committed to meeting our obligations. We believe this letter 
answers your concerns. Should you have any questions or concerns, please feel free to contact 
me. 
 
Best Regards, 

 
Sabrina Moore 
Plan Compliance Officer 
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Aetna is the brand name used for products and services provided by one or more of the Aetna group of subsidiary companies, including 
Aetna Life Insurance Company and its affiliates (Aetna). 
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2/18/16 
 
Via Certified Mail 
 
DAVID MCANALLY 
DEPARTMENT FOR MEDICAID SERVICES 
CABINET FOR HEALTH AND FAMILY SERVICES 
275 E. MAIN ST. 6C-C 
FRANKFORT, KY 40621 
 
Re:     Conditional Acceptance CC2016UL-1 
 
Dear Mr. McAnally 
 
Please accept this correspondence in response to your notification dated February 2, 2015 with 
regard conditional acceptance of CC2016UL-1. 
 
In response to the issue regarding 99217-99219 and Place of Service 21 & 22, Aetna Better Health of 
Kentucky has pulled a claims report for University of Louisville to identify the claims that need to be 
adjusted. We are currently in the process of confirming with the provider that the report 
encompasses the full universe of claims to be adjusted. We expect this to be completed by 2/24/16.  
 
As the root cause of this error was due to the University of Louisville’s original contract load, we are 
confident this will not occurred again as the contract has been updated and corrected.  In the future 
all contracts that require changes are reviewed and approved by management. This will ensure all 
and any changes are captured in the future. 
 
Aetna Better Health of Kentucky is committed to meeting our obligations. We believe this letter 
answers your concerns. Should you have any follow up questions or concerns, please feel free to 
contact me at (502) 719-8809. 
 
 
Best Regards, 
 

 
 
Sabrina Moore 
Plan Compliance Officer 

 

http://www.aetnabetterhealth.com/kentucky
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2/18/16 
 
Via Certified Mail 
 
DAVID MCANALLY 
DEPARTMENT FOR MEDICAID SERVICES 
CABINET FOR HEALTH AND FAMILY SERVICES 
275 E. MAIN ST. 6C-C 
FRANKFORT, KY 40621 
 
Re:     Conditional Acceptance CC2016UL-1 
 
Dear Mr. McAnally 
 
Please accept this correspondence in response to your notification dated February 2, 2015 with 
regard conditional acceptance of CC2016UL-1. 
 
In response to the issue regarding 99217-99219 and Place of Service 21 & 22, Aetna Better Health of 
Kentucky has pulled a claims report for University of Louisville to identify the claims that need to be 
adjusted. We are currently in the process of confirming with the provider that the report 
encompasses the full universe of claims to be adjusted. We expect this to be completed by 2/24/16.  
 
As the root cause of this error was due to the University of Louisville’s original contract load, we are 
confident this will not occurred again as the contract has been updated and corrected.  In the future 
all contracts that require changes are reviewed and approved by management. This will ensure all 
and any changes are captured in the future. 
 
Aetna Better Health of Kentucky is committed to meeting our obligations. We believe this letter 
answers your concerns. Should you have any follow up questions or concerns, please feel free to 
contact me at (502) 719-8809. 
 
 
Best Regards, 
 

 
 
Sabrina Moore 
Plan Compliance Officer 
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HU2015PL-1 Provider License CAP 

             
 

Corrective Action Plan 
 

 
Date:    August 7, 2015              
         
Topic:    Provider License    
 
Unique Identifier:  HU2015PL-1 
 
 
Compliance Regulation/Requirement:   
 

APPENDIX L of the Managed Care Contract (“Contract”) between the Commonwealth of Kentucky and Humana-CareSource titled 
“MCO Provider Network File Layout” states: Provider License Character 10 – Must be submitted for physicians and leave blank if 
physician is licensed in a state other than Kentucky.  
 
Background and Root Cause Analysis:   
 
On July 16, 2015, five records submitted by Humana-CareSource via a file from Beacon, a subcontractor, were rejected for failure to 
leave provider license blank if a physician is licensed in a state other than Kentucky. The license numbers were entered into the report 
with all the numbers and characters listed on the license per verification.  Beacon had a new employee assisting with the file load who 
failed to leave the provider license blank.   
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HU2015PL-1 Provider License CAP 

Summary of actions taken/to be undertaken and completion dates: 
 

Deficiency Corrective Action Due Date 

Failure to leave provider 
license blank if a physician is 
licensed in a state other than 
Kentucky.   
 
 
 

1. Beacon is aware that the limit of licensure numbers is 10 
characters and will truncate numbers in order to fit the size 
limitation per the reporting specifications and requirements 
under the Contract.  Senior staff will review the file load 
and assist any new employees to ensure compliance with 
this provision.  
 

2. Beacon will provide training and oversight of staff who are 
conducting the file load.  

 
 

Implemented 
 
 
 
 
 
 
Implemented  
 
 
 

  
 
Certification:  
 
The undersigned have read this Corrective Action Plan and agree to its terms and requirements. 
 
 
 

Business Owner Signature:      Date:         8/7/2015                     
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HU2016NA-1 Network Adequacy CAP 

            
 

Corrective Action Plan 
 

 
Date:    November 4, 2015            
           
Topic:    Network Adequacy    
 
Unique Identifier:  HU2016NA-1 
 
 
Compliance Regulation/Requirement:   
 
Section 29.7 (“Provider Program Capacity Demonstration”) of the Managed Care Contract (“Contract”) between the 
Commonwealth of Kentucky and Humana-CareSource states that “the Contractor shall assure that all covered services 
are as accessible to Members (in terms of timeliness, amount, duration, and scope) as the same services are available to 
commercial insurance members in the Medicaid Region; and that no incentive is provided, monetary or otherwise, to 
providers for the withholding from Members of medically-necessary services. The Contractor shall make available and 
accessible facilities, service locations, and personnel sufficient to provide covered services consistent with the 
requirements specified in this section.”  
 
Background:   
 
On September 18th, 2015, the Commonwealth of Kentucky, Department for Medicaid Services (“Department”) issued an 
external CAP based on the July 2015 Network Adequacy Report showed that Humana-CareSource had less than the 
25% requirement in the following provider specialties: BHSO without residential services, BHSO including residential 
services to all members, optician, endodontist, professional art therapist, licensed professional analyst, osteopathy, 
teleradiologist, licensed professional art therapist, licensed professional clinical counselor, licensed professional clinical 
group, and psychologist group.  
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Summary of actions taken/to be undertaken and completion dates: 
 
 

Deficiency Corrective Action Due Date 
The July 2015 Network 
Adequacy Report showed that 
Humana-CareSource had less 
than the 25% requirement in 
the following provider 
specialties: BHSO without 
residential services, BHSO 
including residential services to 
all members, optician, 
endodontist, professional art 
therapist, licensed professional 
analyst, osteopathy, 
teleradiologist, licensed 
professional art therapist, 
licensed professional clinical 
counselor, licensed 
professional clinical group, and 
psychologist group.  
 
 
 

1. Humana-CareSource will continue its ongoing efforts in 
contracting with new providers to meet network adequacy 
standards.   
 

2. Humana-CareSource will continue to closely monitor 
network adequacy issues and report out at the monthly 
operations meeting with the Department.   
 

3. Humana-CareSource will continue to work in conjunction 
with the Department to clarify its entity type, provider type, 
and specialty coding within the network file sent to the 
Department to better capture network adequacy.  
 

a. Based on the providers listed in the MPL, Humana-
CareSource shows adequacy in several of the 
specialties identified as inadequate. Therefore, 
Humana-CareSource would like to request a 
meeting and further guidance from the Department 
regarding Report 12 specifications and the 
Department’s network file used to determine 
network adequacy in order to ensure our process is 
in sync with the contractual requirements.  

  

On-going 
 
 
 
On-going 
 
 
 
On-going 
 
 
 
 
In process  
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Certification:  
 
The undersigned have read this Corrective Action Plan and agree to its terms and requirements. 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Business Owner Signature:                   
              Date:         11/4/2015                     
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Corrective Action Plan 
 
 
Date:                          November 10, 2015   
 
Topic:                        Third Party Liability (TPL) Resource File Submission   
 
Unique Identifier:     HU2016TPL-1 
 
Summary of Incident:  Notification was received from the Department for Medicaid Services (“Department”) on October 
9, 2015 that the October 2015 TPL Resource file was not received timely on October 8, 2015, the due date for the 
submission.  
 
On July 24, 2015, the Department sent an email requesting member outreach for a member who was informed by the 
Humana – CareSource (“HCS”) Call Center to contact the Department to update their TPL information. HCS responded 
on October 12, 2015.  
 
Compliance Regulation/Requirement: Section 21.2 of the Contract states: The Contractor shall cooperate with the 
Department, its agent and/or Contractor in auditing activity, which may require the Contractor to report progress and 
problems, provide documents, allow random inspections of its facilities, participate in scheduled meetings and monitoring, 
respond to requests for corrective action plans and provide reports as requested by the Department.  
 
See also, Appendix C. Third Party Payments/Coordination of Benefits Section 1. 
 
Root Cause Analysis:  The root cause resulting in the October 2015 TPL Resource file not being submitted on October 
8, 2015, was due to a human error when the automated file was not updated to reflect the new due date. The automated 
process generates the TPL Resource file on the 15th of every month and the process was not updated to generate the file 
on the 8th, pursuant to instruction from the Department.  
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For Email Response: The October 12, 2015 email from HCS was a follow up to responses that were provided in July 
regarding the TPL issue of HCS’s call center giving incorrect information to a member. On Friday, July 24, 2015, Alisha 
Clark, of the Department, sent HCS an email requesting member outreach for a member who was incorrectly informed to 
contact the Department to update TPL information. On July 24, 2015, Teresa Shields, of the Department, sent an 
additional email to HCS asking to ensure that the HCS call center does not direct members to contact the Department to 
update their insurance.  
 
That same day, July 24, 2015, Paige Greenwell of HCS responded to Teresa Shields letting her know that the HCS call 
center had been notified of this policy. On the next business day─Monday, July 27, 2015─Paula Cissell of HCS sent a 
response to Alisha Clark’s email confirming that the member’s insurance was updated and outreach had occurred with the 
member. On July 30, 2015, Patricia Biggs sent a TPL Guidance letter to all MCOs. The member email and TPL Guidance 
letter was sent to a HCS Compliance Liaison for further investigation. The HCS call center confirmed that the member 
was provided incorrect information and the representative is no longer with HCS. HCS provided Teresa Shields and 
Alisha Clark with this update on October 12, 2015. Please see Attachment A for email correspondence, which has been 
edited due to member PHI in original emails.  
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Summary of actions taken/to be undertaken and completion dates: 
 

Deficiency Corrective Action Due Date 
Cooperate with the Department, its agent, 
or Contractor in auditing activity, which 
may require HCS to report progress and 
problems, provide documents, allow 
random inspections of its facilities, 
participate in scheduled meetings and 
monitoring, respond to requests for 
corrective action plans and provide reports 
as requested by the Department. 

Utilize and update HCS Internal SharePoint site to 
update requests and review by dates. This will 
generate reminder emails to be sent to the 
compliance team member that has been assigned 
the request. This will help to ensure that timely 
responses and deliverables are submitted to the 
Department.  

Implemented  
11/5/15 

Meet the requirements of 42 CFR 433.138 
through 433.139 in which the MCO shall 
be responsible for maintaining an MIS that 
includes Third Party Liability Resource 
File. 

Update the automated process that created and 
submitted the TPL file on the 15th of the month to 
the 8th of every month.  
 
November TPL File was submitted successfully on 
November 8, 2015, please see Attachment B. 
 
 

Completed  
10/12/15 
 
 
 Completed  
11/8/15 

  
 
Certification: The undersigned have read this Corrective Action Plan and agree to its terms and requirements. 
 
 

 
 
 
Business Owner Signature:                
Date:  November 10, 2015  
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Corrective Action Plan 
 
Date:                          December 7, 2015   
 
Topic:                        Network Access and Availability IPRO Survey   
 
Unique Identifier:     HU2016IPRO-2 
 
Summary of Incident:  Notification was received from the Department for Medicaid Services (“Department”) on 
November 9, 2015, that the 2015 IPRO Access and Availability Survey released on September 2, 2015, revealed that 
Humana – CareSource (HCS):  

1. Failed to meet the 80% benchmark, as set by IPRO, for members to make a routine appointment with PCPs, 
pediatricians, and OB/GYNs within 30 days; 

2. Failed to meet the 80% benchmark, as set by IPRO, for members with non-urgent appointments with PCPs, 
pediatricians, and OB/GYNs within 48 hours; 

3. Had providers responding that they were not accepting new Medicaid members.  
 
Compliance Regulation/Requirement: Contract Section 29.1 Network Providers to Be Enrolled: Failure to maintain a 
network of providers who state that they are accepting new Medicaid patients and Contract Section 29.7 Provider 
Program Capacity Demonstration: Failure to provide covered services to members in a timely manner. 
 
Root Cause Analysis:  HCS is committed to our ongoing efforts to ensure that our members receive timely and available 
care. For those providers who responded that they did not have appointments available within 30 days or 48 hours of the 
request, HCS is investigating these responses to identify reasons why the providers did not have those appointments and 
send out letters to those providers accordingly.  For those providers who responded that they would not accept new 
Medicaid patients, HCS’ records indicate that these providers all had open panels and additional outreach will be provided 
to those providers reminding them of the necessary notification to HCS if they are no longer accepting HCS members.   
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Summary of actions taken/to be undertaken and completion dates: 
 
  

Deficiency Corrective Action Due Date 
During the IPRO survey, 
HCS providers stated they 
were not accepting new 
Medicaid patients, and did 
not have appointment times 
available within the 
contractual timeframes for 
routine or urgent visits.  

On September 8, 2015, IPRO requested that provider outreach 
occur. HCS Provider Engagement contacted the providers that 
IPRO identified. HCS Provider Engagement completed the 
IPRO spreadsheet and submitted with comments.  

Completed- sent 
spreadsheet to IPRO 
September 29, 2015 

Research and identify potential causal factors that providers did 
not have appointments available within 30 days for routine visits 
and 48 hours for urgent visits.   

In process- February 2016 

In response to an HCS conducted survey, the 2014 HCS 
Provider Access Appointment Availability and After-Hours 
Audits, HCS sent letters to providers in order determine why 
contractual requirements were not being met.  (KY-P-437) 

Completed- Letters sent to 
identified providers on 

November 2015 
 

HCS will modify letter KY-P-437 to be sent to the providers 
IPRO identified as not having appointments available. 

In process- February 2016  

HCS will send a network notification(s) to all providers, including 
PCP, pediatricians, and OB/GYNs, that will include  

• Education for providers about the contractual timeframes 
for setting up routine and urgent appointments.  

• Education for providers about how to notify HCS when 
the provider is no longer accepting new Medicaid 
patients and how to properly notify HCS that their panel 
is full and needs to be closed.  

In process- January 2016 
 

HCS has an access standards slide on our provider orientation 
PowerPoint on slide 16. The current PowerPoint can be 
found https://www.caresource.com/documents/humana-
caresource-provider-orientation/. 

Completed- March 2015 
 

https://www.caresource.com/documents/humana-caresource-provider-orientation/
https://www.caresource.com/documents/humana-caresource-provider-orientation/
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HCS will update the current Provider On-Site Visit Form to 
include access standards including the 30 day routine 
appointment requirement during Provider Engagement On-Site 
Visits. 

In process- February 2016  

 
 
 
Certification: The undersigned have read this Corrective Action Plan and agree to its terms and requirements. 
 
 

 
 
 
Business Owner Signature:                
Date:  December 7, 2015  









                                                                                    

10200 Forest Green Boulevard                      Louisville, KY 40223                                             (502)213-4700 

Suite 400 

November 25, 2015 
 
Via Email 
 
Mr. David McAnally  
Branch Manager Managed Care Oversight – Contract Management  
Cabinet for Health and Family Services Department for Medicaid Services 
275 East Main Street, 6 C-C 
Frankfort, KY 40601 
 
Re: HU2016DC-1 
  
Dear Mr. McAnally, 
  
This letter is in response to the Letter of Concern (LOC), received via email on November 23, 
2015, regarding Bright Smiles Dental Care (“Bright Smiles”) claims payment.  The LOC requested 
Humana – CareSource (HCS) to submit a plan including an explanation of why these incorrect 
payments are occurring, assurance that this issue will not continue, and a description of 
preventative measures that will be taken to ensure future compliance.  
 
There were two root causes that caused the issues identified in this LOC:  
1. Dental provider network load discrepancies resulting in claims being pended or denied; and 
2. Communication breakdowns internal to HCS that resulted in untimely follow-up and 

communication with Bright Smiles and DMS. 
 

HCS is developing two internal corrective action plans to address these root causes, and will be 
glad to share them with DMS and provide regular updates as to their effectiveness.  At this 
point, we would like to share what we know about these specific root causes and steps taken to 
remediate them. 
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Suite 400 

On October 28, 2015, HCS had a call with Bright Smiles during which it was determined that 
certain individual providers submitting claims from Bright Smiles were not appropriately loaded 
in our dental provider network system.  As a result, these providers appeared as non-
participating providers, and their claims were pended or denied.  HCS agreed to review these 
individual dentists to ensure they were loaded into HCS’s system so that their claims would be 
appropriately adjudicated.  This analysis showed that seven Bright Smiles providers were not 
appearing as approved, credentialed providers in the dental provider system.  Those names 
were provided to DMS in our communication on October 28, 2015.  Of those seven providers:  

• Three providers were present in the system, but data was not complete/accurate, so 
their claims were being denied as claims from a non-participating provider;  

• Two providers did not appear in the system and needed to be loaded;  
• One provider did not appear in the system, but had already left Bright Smiles, and 

therefore needed to be loaded with a term date of 2/12/15; and 
• One provider, Dr. Sana Aburob, was not complete/accurate in the dental system so 

claims were being denied as claims from a non-participating provider.  However, 
claims for this provider should be pended due to an ongoing provider integrity 
investigation effective June 24, 2014 per a March 13, 2015 communication from DMS.  
Claims from this provider will continue to pend until DMS provides the outcome of 
their investigation. 

Identified system discrepancies were resolved by a provider load update, and all identified 
claims were adjudicated from these providers on that date.  
 
On November 23, 2015, HCS contacted Bright Smiles to follow-up and check on remaining 
claims payment issues and were told that the provider was still seeing payment issues involving 
one of their two locations.  HCS conducted a claims review for that location and identified a 
provider load issue involving one specific provider, Dr. Sara Jean Paige, who was not loaded into 
the HCS system.  Bright Smiles confirmed that Dr. Paige had been with the practice but left the 
practice on November 30, 2015.  The dental network system will be updated as soon as 
possible to reflect Dr. Paige’s status; we will be able to provide a definitive date next week.  
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Suite 400 

A November 24, 2015 claims report for Bright Smiles, which has been shared with the provider, 
shows 392 “zero paid” claims, 82 of which are appropriately pended claims for Dr. Aburob 
(totaling $19,001.70). The remaining 310 “zero paid” claims have been sent to an HCS team of 
PRR and Claims staff for immediate review to determine if these claims were inappropriately 
denied due to provider load issues.  If so, these claims will be paid with interest as soon as 
possible.  HCS has scheduled a call with our dental network subcontractor for December 2, 
2015 to get a more accurate timeline of this claims payment work, and will provide an update in 
writing next week with a more specific completion date.     

 
We anticipate that, at the latest, Bright Smiles provider load issues will be resolved by a 
network file update in production by early to mid-December.  We will have a more specific date 
in our next update.  Additionally, a work team of HCS and dental subcontractor associates will 
be created to investigate root causes of dental provider network misalignments and identify 
more effective oversight controls.  In addition, HCS has provided Bright Smiles with the contact 
number of a dedicated Provider Relations staffer who is aware of these issues and can escalate 
to senior leadership as needed. 
  
To address the internal HCS communication breakdown, our corrective action plan will include 
a revision to our formal communications policy and procedure to improve governance of 
requests from DMS so that meaningful updates are provided in a timely manner.  Forwarded 
emails will now require positive affirmations of receipt, resolution timeframes, and will be 
standing agenda items on weekly operational calls until resolved.  HCS associates involved in 
this issue will be retrained on the new process and procedure. 
  
Should you have any questions, please do not hesitate to contact me at jlayman@humana.com 
  
Kindest regards, 
 
 
Jeff Layman 
Executive Director, Kentucky Medicaid 
 

mailto:jlayman@humana.com








Page 1 of 4 
HU2016NA-2 

             
 

Corrective Action Plan 
 

 
Date:      December 16, 2015  
         
Topic:                        Disenrollment Network Adequacy    
 
Unique Identifier:     HU2016NA-2 
 
Summary of Incident:  
 
Notification was received from the Department for Medicaid Services (“Department”) on November 23, 2015 that Humana – CareSource (HCS) was 
not in compliance with section 29.7 of the Contract after review of a response to a member’s request for disenrollment. The member requested to 
be disenrolled from HCS because they could not find a dental provider in Region 8 to remove impacted wisdom teeth. The Department sent HCS 
the request for disenrollment on October 23, 2015, and HCS provided a response on October 27, 2015. On October 28, 2015, the Department 
requested a follow up and a response was provided by HCS on October 29, 2015. A timeline of attempted outreach for the disenrollment of this 
member is listed below.  
 
Timeline:  
 
On Friday, October 23, 2015, the Department sent HCS a request for disenrollment from a member in Floyd County that was in need of a dental 
provider for impacted wisdom teeth. Once the request was received, a Call Center Supervisor researched this issue. The Call Center Supervisor 
attempted to find providers in the member’s area. The Supervisor called seven dentists, all of which refer to oral surgeons for wisdom teeth. The 
Call Center Supervisor performed the following outreach to providers:   
 
Heather Whitt  
Big Sandy Public Health Dentistry 
7629 KY Route 979 
Grethel, KY 41631 
FLOYD COUNTY    
(606) 587-2800 
Provider states they do x-ray to determine if extractions are needed and then will refer to oral surgeon. 
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Brent G. Clark 
11105 US Highway 23 S 
Betsy Layne, KY 41605 
FLOYD COUNTY    
(606) 478-9290 
No answer 
 
Quentin T. Robinette 
153 Hibbard St 
Pikeville, KY 41501 
PIKE COUNTY    
(606) 437-9942 
Spoke with MaryAnne who states they will not take any more HCS  members until they get their claims paid.* 
*HCS is investigating why this provider stated it was not taking HCS members and will provide outreach if necessary.  
 
Sandra D. Crum-Stevens 
6363 KY Route 1428 
Allen, KY 41601 
FLOYD COUNTY    
(606) 949-6971 
Provider says they are not taking HCS members anymore because they are not getting paid. Provider stated they have notified their provider rep.* 
*HCS is investigating why this provider stated it was not taking HCS members and will provide outreach if necessary. 
 
Ben Whitfield  
The Dentist Office, PSC 
1144 S Mayo Trl Ste 101 
Pikeville, KY 41501 
PIKE COUNTY    
(606) 433-0033 
This provider does not do wisdom tooth extraction.  
 
Joshua R. Raleigh 
126 Trivette Dr Ste 201 
Pikeville, KY 41501 
(606) 432-2773 
This provider refers patients to oral surgeon, Chad Street. Dr. Street is non-participating.. 
 
Healthy Smiles Family & Cosmetic Dentistry 
83 Oak Ridge Ct 
Prestonsburg, KY 41653 
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FLOYD COUNTY    
(606) 886-0300 
Provider states they do not extract impacted teeth. They refer to Dr. Chad Street.  
 
Chad Street – Non-participating Oral surgeon 
129 Loraine St    
Pikeville KY 41501  
(606) 432-9639  
Receptionist is speaking with Dr. Street to see if he would be willing to submit a prior authorization since they are non-participating. Receptionist 
said she would call back if doctor is willing to submit. Dr. Street's office called back and stated they are not willing to see Humana – Caresource 
members.  
 
Because the Call Center Supervisor could not locate a participating oral surgeon, the Call Center Supervisor did not contact the member’s guardian. 
On October 27, 2015, HCS provided a response to the Department that stated the dental providers in the area refer to a non-participating oral 
surgeon, Dr. Chad Street. The Call Center Supervisor did contact Dr. Street’s office and confirmed he was not participating and also asked if the 
provider would be willing to submit a prior authorization since the provider is non-participating. The receptionist stated that she would call back if the 
provider was willing to submit. On October 28, 2015, the Department requested if any communication had occurred with Dr. Street’s office since the 
last response was submitted on October 27, 2015. On October 29, 2015, HCS informed the Department that Dr. Street’s office had not contacted 
the HCS Call Center.  
 
Compliance Regulation/Requirement: 
 
Contract Section 29.7 Provider Program Capacity Demonstration  
 
The Contractor shall assure that all covered services are as accessible to Members (in terms of timeliness, amount, duration, and scope) as the 
same services are available to commercial insurance members in the Medicaid Region; and that no incentive is provided, monetary or otherwise, to 
providers for the withholding from Members of medically-necessary services. The Contractor shall make available and accessible facilities, service 
locations, and personnel sufficient to provide covered services consistent with the requirements specified in this section. 

F. Access for general dental services shall not exceed sixty (60) miles or sixty (60) minutes.   Any exceptions shall be justified and documented 
by the Contractor.  Appointment and waiting times shall not exceed three (3) weeks for regular appointments and forty eight (48) hours for 
urgent care. 

 
 
Root Cause Analysis:  
HCS is dedicated to our member’s dental health and will continue to work towards making improvements in the dental network. A participating oral 
surgeon could not be located in the member’s area to include in the HCS disenrollment response. On October 27, 2015, the Department agreed to 
allow for four business days to respond to a disenrollment unless there is a dire need situation. This extra time will allow for additional research to 
occur. HCS is currently working on updating its disenrollment process, as noted in more detail below.  
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Summary of actions taken/to be undertaken and completion dates: 
 

Deficiency Corrective Action Due Date 
An oral surgeon could not be 
located in Region 8 for a member 
to been seen within the 
contractual timeframe.   

HCS has updated its disenrollment process. Previously, 
disenrollment requests were researched by one department. Now, in 
the event that the HCS Call Center cannot find a participating 
provider for a member, the issue will be escalated to Provider 
Relations and Medical Management to find a non-participating 
provider that would be willing to enter into a single case agreement.  

11/12/15 
Completed 

Effective 1/1/2016 HCS will be partnering with Avesis Third Party 
Administrators, Inc. (Avesis) for our dental management of Kentucky 
Medicaid members. The Avesis dental provider network allows us to 
double our current dental provider network available to members to 
access as opposed to the previous delegation relationship. This 
increased dental network will allow members a much broader dental 
provider selection which will allow access to services closer to home 
and in a timely manner.  
 

Effective 1/1/2016 

  
 
Certification: The undersigned have read this Corrective Action Plan and agree to its terms and requirements. 
 
 

 
 
 
Business Owner Signature:                
Date:  December 16, 2015  
 
 
 









                                                                                    

10200 Forest Green Boulevard                      Louisville, KY 40223                                             (502)213-4700 

Suite 400 

December 22, 2015 
 
Via Email 
 
Mr. David McAnally  
Branch Manager Managed Care Oversight – Contract Management  
Cabinet for Health and Family Services Department for Medicaid Services 
275 East Main Street, 6 C-C 
Frankfort, KY 40601 
 
Re: HU2016PN-1 
  
Dear Mr. McAnally, 
  
This letter is in response to the Letter of Concern (LOC), received via email on December 18, 
2015, regarding the provider network file layout not following Appendix D’s layout 
requirements.  The LOC requested Humana – CareSource (HCS) to submit a plan including how 
this will be prevented in the future.  
 
Earlier this year, HCS created a system fix that excluded providers who had more than ten digits 
in their Kentucky License Number. The providers with over ten digits were to be placed on an 
exception report, an internal report for errors. For the December Report submission, there was 
a minor production issue with the system fix as it had gone through environment testing, but 
was not yet in production.  
 
HCS will ensure that this issue does not occur in the future by confirming the above referenced 
system fix is in production. HCS is targeting 12/29/15 for the system fix to go into production, 
which is before the next provider network file is due. Once the system fix is in place, future files 
will only contain providers with ten digit KY License Numbers. 
  
Should you have any questions, please do not hesitate to contact me at jlayman@humana.com 

mailto:jlayman@humana.com


                                                                                    

10200 Forest Green Boulevard                      Louisville, KY 40223                                             (502)213-4700 

Suite 400 

  
Kindest regards, 
 

 
Jeff Layman 
Executive Director, Kentucky Medicaid 
 









                                                                                    

December 23, 2015 
 
Via Email 
 
Mr. David McAnally  
Branch Manager Managed Care Oversight – Contract Management  
Cabinet for Health and Family Services Department for Medicaid Services 
275 East Main Street, 6 C-C 
Frankfort, KY 40601 
 
Re: HU2016ENC-1 
  
Dear Mr. McAnally, 
  
This letter is in response to the Letter of Concern (LOC), received via email on December 21, 
2015, regarding the November Encounter threshold errors.  The LOC requested Humana – 
CareSource (HCS) to submit a plan including preventive measures to ensure future compliance.  
 
For November, HCS submitted 616,991 encounters to the Department.  Of those November 
encounters submitted, 4567 rejected for threshold errors. Please see the enhancements below 
to mitigate rejections from occurring in the future.  The bullet points direct you to which 
specific threshold error this enhancement will benefit:  
 
 In process of reviewing our systematically and manually adjusted correct claims process. Based 

on the feedback from the October 15, 2015, MCO Encounter Technical Workgroup, HCS will 
enhance our encounters logic to ensure we are following the Department’s expectations with 
regards to the submission of adjustments, voids and resubmissions.  Target implementation is 
1st quarter of 2016. 

• ADJ-ERR Claim has been adjusted 
 

 In process of implementing the use of ‘K3’ and ‘NTE’ to reflect full and partially denied claims 
from a HCS perspective. This will include representation for claims in which we have 



                                                                                    

coordinated benefits with another payer and HCS portion reflects  a paid amount of $0.00 – 
since these claims are represented as ‘originals’ vs. ‘denials’. Target implementation is 1st 
quarter of 2016. 

• MCO paid amount missing or not greater than zero 
 
 

 In process of automating NDC code validation against First Data Bank.  Target implementation is 
1st quarter of 2016. 

• NDC not on file 
• NDC is obsolete – Pharmacy 
• NDC missing 
• NDC is required for this procedure code 
• NDC is terminated 
• NDC is obsolete 

 

 In process of enhancing our current logic which validates against the claim type/provider type 
crosswalk as well as the group/member crosswalk. Target implementation is 1st quarter of 2016. 

• Billing provider not eligible to bill this claim type 
• Rendering provider type/claim type invalid 
• Type of bill invalid for claim type 
• Type of bill invalid 

 

 In process of enhancing our database to accommodate decimal units. Target implementation is 
1st quarter of 2016. 

• Detail units of service must be greater than zero 
 

 In process of enhancing our current logic to check provider information against the Master 
Provider List (MPL) both on the date in which we receive the claim as well as the date in which 
we make payment on the claim. Target implementation is 2nd quarter of 2016. 

• Detail rendering taxonomy invalid for provider 
• Header rendering taxonomy invalid for provider 
• Billing provider not eligible at service location for program billed 



                                                                                    

• Billing provider taxonomy not valid for provider 
• Billing provider NPI not eligible for claim DOS 
• NPI only submitted on claim – not on file 
• Cannot determine Medicaid NBR for billing provider 

 
 

 In process of working internally to ensure member data is loaded accurately and in a timely 
manner to ensure claims are not paid incorrectly for members who are ineligible for benefits for 
a specific date of service. Target implementation is 2nd quarter of 2016. 

• Member ID number not on file recycle 
• Member is dis-enrolled due to address mismatch 
• Member eligibility suspended due to incarceration 

 

 In process of working internally to ensure coordination of benefits pertaining to Medicare are 
entered accurately and in a timely manner. Target implementation is 2nd quarter of 2016. 

• Member covered by Medicare B 
 

 Due to recent enhancements to our data validation, some information is not matching the 
original information submitted in the encounter files which was represented incorrectly. We are 
in the process of enhancing our logic to ensure data submitted with a claim frequency code of 
‘7’ or ‘8’ reflect the same member/provider information represented on the original encounter. 
Target implementation is 2nd quarter of 2016. 

• ADJ-ERR Provider taxonomy/zip not matching original 
• ADJ-ERR Unable to find original ICN 
• ADJ-ERR Matching claim not found 
• ADJ-ERR Current claim type not matching original 

 

 In process of researching claims which are accepted via our automated processing which have 
invalid or missing data.  After the root cause is determined, HCS will work towards implementing 
a solution to correct this issue. 

• Rendering provider taxonomy is missing 
• Billing provider taxonomy is missing 



                                                                                    

• Quantity dispensed is missing 
 

In addition, to the above enhancements, some rejections cannot be corrected based on other 
contractual requirements or the Department’s Encounter Rules, please see instances below:  

 Per the Department’s requirement: When we have made payment in error, we must provide a 
30 day recoupment notice. This limits the possibility to correct and resubmit in a timely manner. 
 

 Due to the Department not allowing voids or adjustments for previously rejected encounters, as 
well as, not allowing denied claims to be sent as resubmissions, it is very difficult to correct our 
errors if they are due to provider, member or claim type rejections. 
 

 Due to the Department’s encounter system not purging until 45 days aged, it is difficult to 
resend voids and adjustments in a timely manner. 

 
HCS is dedicated to improving our systems to ensure that Encounters are accepting and will 
continue to work with the Department to achieve encounter acceptance. Should you have any 
questions, please do not hesitate to contact me at jlayman@humana.com 
  
Kindest regards, 

 
 
Jeff Layman 
Executive Director, Kentucky Medicaid 
 

mailto:jlayman@humana.com






                                                                                    

January 25, 2016 
 
Via Email 
 
Mr. David McAnally  
Branch Manager Managed Care Oversight – Contract Management  
Cabinet for Health and Family Services Department for Medicaid Services 
275 East Main Street, 6 C-C 
Frankfort, KY 40601 
 
Re: HU2016CS-1 
  
Dear Mr. McAnally, 
  
This letter is in response to the Letter of Concern (LOC), received via email on January 21, 2016, 
regarding a provider whose claims for diabetic supplies for dual eligible members were 
denied.  The LOC requested Humana – CareSource (HCS) to submit a plan to ensure future 
compliance with a reasonable timeframe.  
 
HCS was initially made aware of this issue related to payment of diabetic supplies on December 
22, 2015 by a DMS request to reach out to Rosemary Smith at Jackson Apothecary/Jordan Drug 
regarding the following codes: 

1.  J7620 (Iprat-Albuterol) 
2. Q0513 (dispensing fee) 
3. A4253 (test strips) 
4. A4259 (lancets) 

 
After multiple calls and communications with the provider and DMS (see Timeline Attachment 
A), HCS identified the root cause for DME claims to deny for dual eligible members was the HCS 
claims processing system was configured to pay these claims under the pharmacy benefit as 
opposed to a DME benefit.      
 



                                                                                    

On January 13, 2016, a conference call occurred between the provider, HCS and DMS. During 
the call, Jan Thornton confirmed that all codes for dual eligible members are found on the DME 
fee schedule. The codes are referenced in a policy issued by DMS in 2010 to clarify that dual 
eligible claims should process through DME and not through pharmacy. Ms. Smith confirmed 
she would fax the policy to the HCS Claims Department. The HCS Claims Representative 
provided her fax and email to Ms. Smith. The HCS Claims Representative confirmed that she 
would work with HCS Configuration to allow claims to be submitted through DME. This process 
did not have an ETA, but it was to be a priority. The claims are to be reprocessed back to go live 
date of January 1, 2013.  
 
In order to properly comply with the requirements for the DME supplies for Dual Eligible 
members, the HCS Configuration Department is in process of updating the claims system with 
the appropriate and corrected coding.  The target completion date for updating the claims 
processing system is February 15, 2016.  HCS will configure and perform all appropriate tests 
before final deployment to the claims processing system. Once the changes are implemented, 
HCS will identify the impacted claims and make necessary adjustments. At this time, HCS does 
not have the number of claims that have been impacted by this coding update.  HCS will follow 
up with DMS during the week of February 1, 2016 with the estimated count of impacted 
claims.    
 
Should you have any questions, please do not hesitate to contact me at jlayman@humana.com 
  
Kindest regards, 
 

 
 
Jeff Layman 
Executive Director, Kentucky Medicaid 
  

mailto:jlayman@humana.com


                                                                                    

Attachment A 
 
On December 22, 2015, HCS received a request to outreach to Jackson Apothecary/Jordan Drug 
to set up a conference call with the provider and Jan Thornton of DMS. The provider was 
requesting a conference call to discuss outstanding dual eligible member/ diabetic supply 
services claims. Please see the below procedure codes that were being denied for our dual-
eligible patients: 
 
Ms. Thornton requested a response, the next day, December 23, 2015. On December 23, 2015, 
Paige Greenwell sent Ms. Thornton two emails for this request. The first email was to inform 
Ms. Thornton that HCS Provider Relations emailed the provider to find what time would be best 
for the provider to have a phone call. Additionally, HCS Provider Relations requested additional 
information from the provider to ensure HCS could research the provider’s issues.  
 
The second email confirmed that contact was made with the provider via email and phone. 
During the outreach, the point of contact for the provider, Rosemary Smith, was out of the 
office and had left for the day. The HCS Provider Relations Representative spoke with Barb 
Brandenburg and requested the phone call be the second week of January. Ms. Brandenburg 
stated that the second week of January would be fine, but she was unable to choose a specific 
time or date because Ms. Smith was not available. Ms. Brandenburg stated she would have Ms. 
Smith contact HCS to discuss a specific time and date.  
 
On December 28, 2015, Ms. Thornton asked HCS to keep her included in this request. On 
January 6, 2016, a HCS Provider Relations Representative reached out to Ms. Smith, but she 
was not in the office. On January 8, 2016, Ms. Smith confirmed with HCS that Wednesday 
January 13, 2016 at 10:00 would work for the provider’s office. The meeting was scheduled and 
the provider’s office and Ms. Thornton were included on the invite.  
 
On January 13, 2016, the conference call occurred. During the call, Ms. Thornton confirmed 
that all codes for dual eligible members are found on the DME fee schedule. The codes are 
referenced in a policy issued by DMS in 2010 to clarify that dual eligible claims should process 
through DME and not through pharmacy. Ms. Smith confirmed she would fax the policy to the 



                                                                                    

HCS Claims Department. The HCS Claims Representative provided her fax and email to Ms. 
Smith. The HCS Claims Representative confirmed that she would work with HCS Configuration 
to allow claims to be submitted through DME. This process did not have an ETA, but it was to be 
a priority. The claims are to be reprocessed back to go live date of January 1, 2013. 
 
Ms. Thornton stated that a meeting between DMS policy and this provider was scheduled for 
Thursday January 14, 2016 and would communicate any changes that may occur as a result of 
that meeting. Ms. Thornton confirmed that she would look into HP’s process to find out how 
they process these claims and submit them to the MCO. For codes A5500 and A5512 on claims 
will not show up as denied in the system as HCS was paying them at 65% of the fee schedule 
until recently. HCS Claims requested Ms. Smith provides an example of one of these claims for 
research. HCS Claims will work with Provider Relations in order to communicate to the provider 
when the system has been configured.  
 





                                                                                    

February 29, 2016 
 
Via Email 
 
Mr. David McAnally  
Branch Manager Managed Care Oversight – Contract Management  
Cabinet for Health and Family Services Department for Medicaid Services 
275 East Main Street, 6 C-C 
Frankfort, KY 40601 
 
Re: HU2016CS-1 Conditional Acceptance Response  
  
Dear Mr. McAnally, 
  
This letter is in response to the Conditional Acceptance Letter, received via email on February 3, 2016, 
regarding a provider whose claims for diabetic supplies for dual eligible members were denied.  The 
letter requested Humana – CareSource (HCS) to provide the following additional information.  
 
Total number of claims impacted and Total dollar amount of claims: 
  
The total number of claims impacted is 1,218 and the number of impacted providers is 246. The total 
dollar amount of the impacted claims is $27,169.79. 

Plan of how the system configuration will be implemented and outcomes of claims that will have to 
be reprocessed from back to 2013:  

On February 3, 2016, the configuration changes were made and an impact report was sent to the HCS 
Claims department for reprocessing. The configuration plan included identifying the codes that needed 
to be updated in our system. Those codes are identified below to change into our system as payable on 
the medical side:  

• A4206, A4210, A4250, A4252, A4253, A4256, A4258, A4259, E0607, E2100, J7620, 
Q0513, A5500, A5501, A5503, A5504, A5505, A5506, A5507, A5508, A5510, A5512 as 
payable.   

 



                                                                                    

HCS Configuration updated the HCS system and the following are the ways the HCS has been updated. 
DME agreements in the HCS system to add the codes identified above to the DME Fee Schedule in the 
HCS system. Qualifier groups were updated to identify diabetic codes, which including pricing the above 
codes to ensure the CPT code groupings were included in the HCS system to ensure payment. The above 
codes were changed to pay under the pharmacy benefit to pay under DME for dual eligible members.   

The above configuration updates have been put into place, a Mass Claims Adjustment report was ran on 
February 23, 2016. The claims that did not process for various reasons have been manually reprocessed.  

 
Should you have any questions, please do not hesitate to contact me at jlayman@humana.com 
  
Kindest regards, 

 
 
Jeff Layman 
Executive Director, Kentucky Medicaid 

mailto:jlayman@humana.com
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LOUISVILLE, K'( 40229 

502-585-7900 / 800-578-0603 

WWW.PASSPORTHEALTHPLAN.COM  

October 30, 2015 

David McAnally, MBA, CPPO, CPPB 

Branch Manager 

Managed Care Oversight -Contract Management 

Cabinet for Health and Family Services 

Department for Medicaid Services 

275 E. Main Street, 6C-C 

Frankfort, Kentucky 40621 

RE: PP2016PAS-1 

Dear Mr. McAnally: 

This is Passport Health Plan's (Passport) response to the Department for Medicaid Services' 

(Department) letter dated October 22, 2015. The Department notified Passport that it was not in 

substantial compliance with certain material provisions of the Managed Care Contract between the 

Commonwealth of Kentucky and Passport. Specifically, a deficiency in section 15.1 Contractor 

Management Information System of the contract was cited for Passport's failure to provide adequate 

support for all aspects of a managed care operation and subsystems recognizing prior approvals in 

claims. 

In August of 2015, we performed an internal review and determined the root cause of the therapy 

denials was the method in which we were authorizing therapy claims. Actions were taken in August to 

change the authorization process going forward and monitor denials for several months. Since it is not 

unusual for therapy authorizations to cover several patient visits over a period of multiple weeks or 

months, we assessed that the denials might continue for a few months but at a significantly lower rate. 

Therefore, we provided our claims adjusters with written instructions on how to review therapy claims 

to reduce the likelihood of claims being denied incorrectly. Also, we established a process to monitor 

therapy authorization denials and immediately correct them before the claim in finalized. 

Passport respectfully proposes the following Corrective Action Plan (CAP) including actions taken to date 

and future actions: 

CORRECTIVE ACTION MEASUREMENT OF 
COMPLETION  

DATE OF COMPLETION 

Therapy authorizations are Notification sent to all Utilization Effective August 20, 2015, 

generated in units (15 minute Management staff to issue Utilization Management staff are 

increments) instead of one per therapy authorizations on a per authorizing therapy visits as 4 

day. unit basis rather than one per units per hour. 

day.  
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Passport has completed an audit This audit was sent to Passport's The first phase of this project 

of all therapy claims denied for Third Party Administrator for will be completed by November 

no authorization and is automated reprocessing. Any 20, 2015. 

reprocessing these claims for claims that cannot reprocess 
payment.* through the automated method 

will be manually reprocessed.  

Passport will run a bi-weekly Once we see that at least 95% of We expect it to take no longer 

report to identify authorization therapy claims are processing than six months (i.e., April 30, 

denials for therapy claims to correctly, we will discontinue the 2016) to hit the 95% threshold 

ensure the new process is process of generating and for correct processing of therapy 

working as planned and reviewing reports on a bi-weekly claims, 

reprocess claims inappropriately schedule. 

denied. I 
* Passport has completed an audit of all therapy claims with dates of service from 10/1/2014 through 

9/30/2015 for no authorization and is reprocessing these claims for payment. 

Based on this proposal and actions that we have taken to date, Passport's new process of authorizing 

therapy visits reduces the likelihood of incorrect denials and should completely eliminate the issue 

within six months. During this transition phase, we will continue to monitor denials and reprocess 
claims that may be based on previous method for authorizing therapy claims. The implementation of 

this new authorization process creates a more efficient and effective system of claims processing. 

Given the above, Passport submits that the deficiency has been corrected and respectfully requests the 

Department to accept our corrective action plan and close PP2016PAS-1. 

Respectfully, 

David Henl&CEP, CHIE, FLMI 

Vice President and Chief Compliance Officer 

cc: Lisa Lee, Commissioner, Department for Medicaid Services 

Cindy Arflack, Assistant Director Managed Care Oversight, Department for Medicaid Services 

Debbie Salleng, Policy Analyst, Managed Care Oversight 
Mark Carter, Chief Executive Officer, Passport Health Plan 







5100 COMMERCE CROSSINGS DRIVE 

LOUISVILLE, KY 40229 

502-585-7900 / 800-578-0603 

WWW.PASSPORTHEALTHPLAN.COM  

December 16, 2015 

Mr. David McAnally 

Branch Manager 

Managed Care Oversight -Contract Management 

Cabinet for Health and Family Services 

Department for Medicaid Services 

275 E. Main Street, 6C-C 

Frankfort, Kentucky 40621 

RE: PP2016PAS-1 

Dear Mr. McAnally: 

This is Passport Health Plan's (Passport) response to the Department for Medicaid Services' 

(Department) letter dated November 23, 2015. The Corrective Action Plan submitted by Passport on 

October 30, 2015 was deemed to be incomplete by the Department. Additional actions have been 

added to this Plan in an effort to comply with the components requested by the Department. Passport 

was initially cited for a deficiency in section 15.1 Contractor Management Information System of the 

contract for failure to provide adequate support for all aspects of a managed care operation and 

subsystems recognizing prior approvals in claims. 

In August of 2015, we performed an internal review and determined the root cause of therapy denials 

was the method in which we were authorizing therapy claims. Actions were taken in August to change 

the authorization process going forward and monitor denials for several months. Since it is not unusual 

for therapy authorizations to cover several patient visits over a period of multiple weeks or months, we 

assessed that the denials might continue for a few months but at a significantly lower rate. Our claims 

adjusters have written instructions on how to review therapy claims to reduce the likelihood of incorrect 

denials. 

Passport respectfully proposes the following Corrective Action Plan (CAP) including actions taken to date 

and future actions: 

CORRECTIVE ACTION MEASUREMENT OF 
COMPLETION  

DATE OF COMPLETION STATUS 

Therapy authorizations Notification sent to all Effective August 20, Complete 

generated in units (15 Utilization Management 2015, Utilization 

minute increments) staff to issue therapy Management staff are 

rather than one per day authorizations on a per authorizing therapy visits 

unit basis rather than one as 4 units per hour 

per day  

Passport communication Written communication November 10, 2015 Complete 

to all therapy providers sent to all therapy 

informing them of the providers. Passport has 

changes made in the done telephone outreach 



authorization process to the largest therapy 
providers and has 

responded to all inquiries.  

Passport has completed This audit was sent to The first phase of this Complete 
an audit of all therapy Passport's Third Party project will be 
claims denied for no Administrator for completed by November 
authorization and is automated reprocessing. 20, 2015. 
reprocessing these claims Any claims that cannot 
for payment. This audit reprocess through the 
included claims with automated method will 
dates of service from be manually reprocessed. 
10/1/14 through 

9/30/15.  

Passport will run a bi- When at least 95% of We expect it to take no Ongoing 
weekly report to identify therapy claims are longer than three 
authorization denials for processing correctly, we months (i.e., January 31, Therapy claims 
therapy claims to ensure will discontinue the 2016) to hit the 95% adjudicated in the 
the new process is process of generating and threshold for correct first two weeks of 
working as planned and reviewing reports on a bi- processing of therapy December 2015 
reprocess claims weekly schedule. To claims. We have already show only 6% of 
inappropriately denied. achieve the additional 5% achieved a 94% claim lines denied 

accuracy rate would be a acceptance rate during for no 
hardship on providers and the month of December. authorization. 
Passport as it would 

require the reissuance of 

all outstanding 

authorizations initially 

issued prior to August 20, 

2015.  

Identification of systemic Passport has incorporated Denial trend report Complete 
issues utilizing denial monitoring of denials into incorporated into Claims 
trend reports. Systemic existing processes for workflow by December 
therapy authorization Provider Claims 16, 2015 

errors will be reported to Specialists including 

DMS Division Director of outreach to providers and 

Program Quality & notification to the 

Outcomes, Branch Supervisor of Provider 

Manager of Managed Claims. Communication 

Care Oversight, and of systemic issues will be 

Liaison. made to DMS through 

Passport Compliance 
Department.  

Based on this proposal and actions that we have taken to date, Passport's new process of authorizing 

therapy visits reduces the likelihood of incorrect denials and should completely eliminate the issue 

within three months. During this transition phase, we will continue to monitor denials and reprocess 

claims that may be based on previous method for authorizing therapy claims. The implementation of 

this new authorization process creates a more efficient and effective system of claims processing. 



Passport will provide by-weekly updates of the progression of the resolution of the one outstanding 
ongoing item. 

Given the above, Passport submits that the deficiency has been corrected and respectfully requests the 
Department to accept our corrective action plan. 

Respectfully, 

David Henley, JOItCEP, CHlE, FLMI 

Vice President and Chief Compliance Officer 

cc: Lisa Lee, Commissioner, Department for Medicaid Services 

Cindy Arflack, Director, Division of Program Quality & Outcomes 
Debbie Salleng, Policy Analyst, Managed Care Oversight 

Mark Carter, Chief Executive Officer, Passport Health Plan 
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February 19, 2016 

David McAnally 

Branch Manager 

Managed Care Oversight -Contract Management 

Department for Medicaid Services 
275 East Main Street, 6C-C 
Frankfort, KY 40621 

RE: PP201SPAS —1 Contractor Management Information System 

Dear Mr. McAnally: 

This is Passport Health Plan's ("Passport") update to the Department for Medicaid Services ("Department") 

regarding the above referenced Corrective Action Plan. Since our initial response to the Department, 
Passport has been performing audits on the therapy claims which denied for no authorization. 

Based upon our review, we have seen a decrease in the number of therapy claims that are denying due to 

no authorization. To reduce the likelihood that we have missed a therapy claim that was previously denied 

for no authorization or that therapy claims authorized prior to August 20, 2015 are submitted for 
processing, we will continue to audit the claims for approximately another two months. 

Sincerely, 

/ 
'David Henley, ib, CCEP, CHIE, FLMl 

Vice President and Chief Compliance Officer 

cc: Veronica L. Judy-Cecil, Acting Commissioner, Department for Medicaid Services 
Catherine York, Office of Legal Services, Central Office Attorney 

Cindy Arflack, Director, Division of Program Quality and Outcomes 
Mark Carter, CEO, Passport Health Plan 
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LOUISVILLE, KY 40229 

502-585-7900 I 800-578-0603 

WWW.PASSPORTHEALTHPLAN.COM  

5100 COMMERCE CROSSINGS DRIVE 

March 8, 2016 

Mr. David McAnally 
Branch Manager 

Managed Care Oversight - Contract Management 
Division of Program Quality & Outcomes 

Department for Medicaid Services 
275 East Main Street, 6C-C 

Frankfort, KY 40621 

RE: PP2016PAS-1 Response to February 22, 2016 email 

Dear Mr. McAnally: 

This is Passport Health Plan's (Passport) response to the Department for Medicaid Services' 

(Department) email of February 22, 2016 regarding the above referenced matter. In this email, the 
Department requested the below information: 

Please send us information on the error rate on the audits from the time of the 

Corrective Action Plan to current. Ms. Hayes mentioned the acceptance rate 

percentage rate after the Encounters Meetings. We also want to know if the 
error rate are clean claims with a prior authorization that have a systematic issue 

or they have other errors that result in payment (i.e. properly identify the 

percentage). Thank you. 

On August 20, 2015, Passport changed therapy authorizations from one unit per day to 15-minute 
units. Since this change, we have continued to monitor therapy claims and reprocess denials that may 

be based on the previous method for authorizing therapy. 

Therapy denials related to authorizations have continued to trend downward and represent 5% of 

outpatient therapy claim lines adjudicated between 1/1/16 and 2/24/16. Passport will continue to 
monitor claims denied for no authorization, reprocess claims on a bi-weekly basis when appropriate, 

and reach out to providers who may have questions concerning our requirements. 



David McAnally 

March 8, 2016 

Page 2 

Passport respectfully request that this clarifies the above referenced matter and seek to close 

PP2016PAS-1 if the Department is in agreement. Passport requests a letter of closure for the above or 

further communication regarding revisions in the event the actions taken to date does not satisfy the 

Department's requirements. 

Sincerely, 

David Henley, JD, CCEP, C E, FLMI 

Vice President and Chief Compliance Officer 

cc: Stephen P. Miller, Commissioner, Department for Medicaid Services 

Catherine York, Office of Legal Services, Central Office Attorney 
Cindy Arflack, Director, Division of Program Quality & Outcomes 

Mark Carter, CEO, Passport Health Plan 
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