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KENTUCKY MEDICAID MANAGED CARE 

REVIEW OF COVENTRY CARES DCBS CHILDREN WITH  

INPATIENT BEHAVIORAL HEALTH DECERTIFICATION 

SUMMARY REPORT 

FINAL 7-23-15 

Introduction 

The Kentucky Department for Medicaid Services (DMS) identified a concern related to coordination of 

care for DCBS foster children enrolled in the Medicaid managed care organization (MCO), CoventryCares 

of Kentucky. DMS was concerned that CoventryCares does not adequately coordinate care and 

participate in discharge planning for children with inpatient behavioral health admissions. Additionally, 

there was concern related to “decertification” or concurrent denials for continued inpatient stay at 

behavioral health facilities. This is of particular concern for these foster children who have chronic 

behavioral health conditions and who may be difficult to place. DMS requested that IPRO conduct a 

review of selected cases of foster children enrolled in CoventryCares with an inpatient behavioral health 

admission.   

Purpose 

The purpose of this review was to identify if DMS’ concerns were warranted. IPRO clinical staff reviewed 

selected cases for appropriateness of MCO care management, coordination of care, continuity of care, 

and where a potential issue was identified, for utilization management (UM) and/or quality of care 

(QOC). Cases for review were randomly selected from the DCBS Log(s) of Utilization Management 

Activity for DCBS Foster Children receiving inpatient behavioral health services. The sample was chosen 

from the eligible population of members in the log(s).   

Methodology 

IPRO developed a case review worksheet and selected a sample of five (5) members for the case review. 

Documentation was requested from the MCO, including the care/case management record(s); DCBS 

communications and meeting logs (if applicable); and utilization management record(s). Documentation 

was also obtained from DCBS, including the DCBS “Decertification” log; DCBS case worker notes; and 

documentation related to any member-specific concerns.  
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An IPRO Clinical Nurse Reviewer reviewed the MCO and DCBS documentation for each of the five (5) 

cases for adequacy of MCO care management, coordination of care, continuity of care, and potential 

UM and/or quality of care (QOC) issues. If a potential issue UM and/or QOC issue was identified, the 

case would have been referred for physician review. The Managed Care Medical Officer would make the 

decision regarding the appropriate physician reviewer specialty for referral.  

 

A determination was made regarding whether the care management and coordination of care were 

adequate; the continuity of care was acceptable; the utilization management process and decisions 

were appropriate; and if the quality of care was satisfactory.  

 

A case summary report was prepared for each case, including a detailed analysis, the findings, and the 

rationale for the determinations. This document summarizes the case reviews, provides general 

findings, and offers recommendations. 

Case Summaries 

Case #1 
Member #1 was a teen with diagnoses of history of neglect and sexual abuse; sexual disorder/deviation; 

other episodic mood disorder; impulse control disorder; hyperkinesis with developmental delay; mental 

retardation/IQ 52-55; cerebral palsy; asthma; who was born premature and addicted to cocaine.  

Member #1 had 2 admissions during the period reviewed; one psychiatric residential treatment facility 

(PRTF) sexual offender treatment program (SOTP) admission for 152 days and one out-of-state (OOS) 

PRTF/inpatient mental health (IPMH) admission for 61 days.  

Member #1 was living with adoptive family and was followed by DCBS due to inadequate supervision 

and hoarding (by adoptive family). Member #1 had incidents of sexual offending against adoptive 

siblings who were then placed in temporary foster care. Member #1 was removed to PRTF #1, with an 

estimated length of stay (LOS) of 3-6 months. During PRTF #1 stay, member had inappropriate sexual 

behaviors, oppositional-defiant behaviors, aggressive and destructive behaviors. Continued stay was 

denied on the 56th day due to limited progress in therapy with only temporary improvement, with 2 days 

allowed for discharge planning. An expedited appeal upheld the decision.  A subsequent conference call 

with the MCO, facility #1, and DCBS resulted in the denial being overturned. There was no 

documentation in the MCO or DCBS records regarding the specifics of this call. The following day, 

Member #1 committed a sexual offense against a peer. Member #1 continued treatment at PRTF #1 due 

to lack of appropriate placement options, possible out of state placement, and the need for very close 

supervision. On the 111th day, continued stay was again denied and the MD reviewer recommended that 

the member needed a program for low IQ, specifically. An expedited appeal upheld the decision.  
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Member #1 remained at the facility pending possible placement at an OOS facility. On the 151st day, the 

admissions department at the OOS facility #2 was contacted. The member was transferred to the OOS 

facility #2 on the 154th day with an estimated LOS of 30 days and a plan to discharge to adoptive parent. 

There was some question whether the adoptive parent fully understood the risk of having member in 

the home and possessed the ability to adequately supervise the member. During this admission, there 

was a confirmed quality of care issue identified by the MCO. Facility #2 submitted a corrective action 

plan. On the 61st day, Member #1 was discharged to the adoptive parent with home services and 

outpatient behavioral health (BH) treatment, including individual and family therapy. Member #1’s 

siblings were living outside the adoptive home but there were suspected incidents of sexual offending 

against 1 sibling and a peer at school.  

DCBS notes demonstrated that the member was followed from prior to the first admission through 

discharge home with outpatient therapy until 12/2014. MCO notes were initiated at the time of the first 

admission through 2nd admission but were related solely to utilization review (UR) functions. There was 

one MCO note after the 2nd discharge, but it was an authorization for outpatient BH therapy only. The 

MCO documentation included assessments as communicated by the admitting facilities. There was no 

care plan. There was no evidence of coordination of care/continuity of care other than utilization 

management (UM) activities. There was no documentation by the MCO after the member’s discharge to 

the adoptive home, except the outpatient authorization. There was evidence of some participation in 

discharge planning. The UM decisions were timely and appropriately documented. As described, the 

MCO identified a quality of care issue at one of the facilities.  

Case #2 
Member #2 was a teen with diagnoses of sexual offender; unspecified psychosexual disorder; history of 

possible sexual abuse; impulse control disorder; asthma; and other ill-defined and unknown causes of 

morbidity and mortality. Member #2 had 3 admissions during the review period; one residential 

treatment center (RTC) SOTP for > 1 year (~ 16 months), one RTC SOTP for 44 days, and one residential 

children’s center (RCC) with SO treatment for ~ 71 days.  The first RTC SOTP admission began prior to 

enrollment with the MCO; but the member was enrolled in the MCO for 304 days through discharge 

from this facility. There were only DCBS notes for this portion of the review period.  

Member #2 was born to a teen mom, had never met father, raised by grandparents, and had 3 siblings. 

Member #2 lived with mother, her husband, younger half-sibling and maternal grandparents. During 

2012, Member #2 and sibling were placed in State custody due to domestic violence. Foster family 

raised concerns regarding sexual offending (SO). There was law enforcement/legal involvement. At 

some point, Member #2 lived with Aunt who denied any SO events. Admitted to facility #1 and failed 

treatment there with incident(s) of SO against peer(s). Member #2 was transferred from facility #1 to 

facility #2. Member #2 admitted to RTC SOTP #2 with estimated LOS 9 months and discharge plan of 
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DCBS placement, Aunt’s custody, or with family in Florida. Member made some progress at RTC SOTP 

#2, but showed disobedience/defiance, inappropriate behaviors, and hoarding. A quality of care issue 

was confirmed by the MCO at facility #2, with no response from the facility. Continued RTC SOTP #2 stay 

was denied on day #42 due to lack of medical necessity, not reasonably expected to improve under 

treatment plan and documentation does not support program protocol, with 2 days for discharge 

planning. MD reviewer recommended group home setting, outpatient treatment for SO, and family 

therapy. An expedited appeal was filed, supported by DCBS and DPP, with denial upheld. As a result of 

the continued stay denial, Member #2 was transferred to RCC with SO treatment on day # 55, with a 

discharge plan to return to parent or therapeutic foster home. On day #153 the discharge goal was 

changed to adoption.  DCBS notes ended as of 12/2014, with member progressing through the SO 

program and attending public school and with a discharge plan to either return to parent, foster care, or 

adoption.  

DCBS notes demonstrated that the member was followed from RTC SOTP #1 through end of review 

period. There were no MCO notes provided for the first admission, although the member was enrolled 

in the MCO for the majority of that admission. MCO notes were initiated at the time of transfer from 

RTC SOTP #1 to #2. The MCO documentation included assessments as communicated by the admitting 

facility. There was no care plan. MCO notes were related solely to UR functions. There were no MCO 

notes after transfer from RTC SOTP #2 to RCC. During the RCC admission, MCO documentation included 

only an authorization for outpatient BH therapy. There was no evidence of coordination of 

care/continuity of care other than UM and only for the period during RTC SOTP #2 stay. The member 

was followed by the MCO only during RTC SOTP #2 stay. Transfer to RCC was the result of denial of 

continued stay at RTC SOTP #2. The UM decisions were timely and appropriately documented. As 

described, the MCO identified a quality of care issue at one of the facilities.  

Case #3 
Member #3 was a teen with diagnoses of bipolar disorder; mild mental retardation/IQ 61; ADHD with 

hyperactivity; unspecified hyperkinetic syndrome; unspecified disturbance of conduct; anxiety; other 

specified episodic mood disorder; other unknown and unspecified cause of morbidity and mortality; 

seizure disorder; rule out medication side effects and akathisia; constipation; and seasonal allergies. 

Member #3 had 4 admissions with periods of elopement/away without leave (AWOL) in 2 facilities 

during the review period: one IPMH admission at facility #1 for 12 days; one admission at facility #2 at 

both IPMH and PTRF levels of care for 23 days, one admission at facility #2 at both PTRF and IPMH levels 

of care for 187 days (denied after day #170); and one admission at facility #2 at the PTRF level of care for 

54 days (denied in its entirety).  
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Member #3 was residing at a children’s home as a result of being removed from parents’ custody due to 

physical abuse and neglect and relinquishing parental rights in 2009. Siblings remained with one of the 

parents. Member #3 had been in foster care but family could not meet his/her mental health needs. 

Member #3 had a prior history of 2 IPMH admissions in 2012. Member #3 was said to be compliant with 

medications. Member #3 was admitted emergently to IPMH for severe aggression and self harm. MCO 

note at this time stated “Coordination of Care referral: No.” Upon admission, the children’s home gave 

notice that they would not accept the member back upon discharge. MCO note stated that PRTF 

placement should be considered on discharge and possible placement issues. During this stay, the 

member was noted to be physically aggressive to staff, peer(s), and self, had destructive behaviors and 

manic behavior and speech, and continuously described wanting a family. Member #3 transferred to 

PRTF at facility #2 with an estimated LOS of 6 months and discharge plan “per DCBS”. During the stay at 

facility #2, the member displayed verbal and physical aggression toward staff and peers, destructive 

behaviors, sexual acting out and was transferred from PRTF to IPMH level of care at facility #2 for 8 days 

due to suicidal ideation/gesture, homicidal ideation with no plan, multiple elopement incidents, criminal 

behavior with law enforcement involvement, with a plan to transfer back to PTRF level of care. During 

the IPMH period, the member had manic behavior and reported visual and auditory hallucinations. The 

MCO noted telephone outreach DCBS at this time. There was a gap in the MCO documentation for 3 

days during this IPMH admission and authorization information was not available. MCO notes resumed 

with the IPMH admission to facility #2. The notes indicated that the member was AWOL from PTRF and 

displayed physical aggression toward staff requiring injected medications. During this IPMH stay, 

Member #3 was verbally and physically aggressive requiring restraint and expressed anger due to DCBS 

not finding a new family. The plan was to transfer back to the PRTF.  An MCO email indicated the 

member needed a new placement situation, obtaining updated information from DCBS, and sending out 

referrals. There was a gap in the MCO documentation for 9 days during this period of the IPMH/PTRF 

stay and authorization information was not available. MCO notes resumed when the member was 

admitted to the PRTF. DCBS notes indicated that an adoptive family was being sought and the member 

would have outings with the DCBS worker when ready. DCBS described an issue with facility #2 

regarding ordering/administering seizure medications and that the seizure activity was atypical and 

might have been contributing to the members behavioral issues. Member #3 displayed aggression, self-

injuring behaviors, AWOL activity, sexual acting out, suicidal and homicidal ideation, and property 

destruction. There was no update available on the discharge plan. The MCO noted concerns about the 

limited number of individual therapy sessions occurring and the facility’s lack of attempts to contact 

DCBS. DCBS conducted pre-placement consultation for a prospective foster/adoptive family. Member #3 

continued to have periods of aggression and inappropriate behaviors but showed some improvement in 

mood, affect, insight, judgment with improved behavior and motivation due to attempts to find a family 

placement. Phone calls and visits by the prospective family continued. Facility #2 noted considerably 

better behavior after family visits, but has episodes of aggression and inappropriate behaviors at times. 
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Member #3 expressed concerns regarding foster/adoptive family’s plan to move out of state. Member 

#3 with continued behavioral issues/AWOL, and it was stated this might be due to missing the 

foster/adoptive family and their living out of state. Member #3 expressed the desire to be discharged to 

the adoptive family. There was an extended wait for the adoption approval due to the inter-state 

process. On day # 153 the MCO sent the case to UM MD review. Continued stay was denied due to the 

member did not meet medical necessity criteria, clarification regarding discharge plan/foster family 

placement was needed, and limited progress despite extended treatment time. Two days later, Member 

#3 was emergently admitted to IPMH LOC at facility #2 due to suicidal ideation with plan. The member 

was transferred back to the PRTF after 2 days. Another UM MD referral was completed. Continued stay 

was denied due to the member did not meet medical necessity criteria, behaviors were chronic, the 

member had not made progress, there was no reasonable expectation of benefit from continued 

treatment, it was unclear if the discharge plan to OOS foster family was being pursued, the member 

remained at IP LOC due to discharge disposition/custodial issues only, with 2 days allowed for discharge 

planning. The MD Reviewer recommended transition to community-based level of care with intensive 

services. An expedited appeal was filed and the decision was upheld. There was a 1 day gap in the MCO 

documentation during this admission and authorization information not available. MCO notes resumed 

with an emergent IPMH admission post AWOL from PRTF. Member #3 displayed physical aggression, 

property destruction, and self-injuring. PRTF facility #2 declined to accept the member back. During this 

time, Member #3 reported not wanting to go to PRTF, instead, wanted to go home to adoptive family. 

The MCO noted that a Coordination of Care referral was made; however, there was no related 

documentation. The discharge plan continued to be OOS foster/adoptive family, once approved. DCBS 

requested an expedited approval for the adoption as the member’s behaviors appeared to be related to 

delayed placement with the adoptive family. An MCO note indicated that since PRTF would not accept 

the member back, DCBS desired that the member to stay in IPMH LOC until the adoption approval 

process was completed and the member could be discharged to the adoptive family. There were 

notation(s) of MCO attempt(s) to contact DCBS regarding the discharge plan. On day #6, the case was 

sent for UM MD review.  Continued stay was denied as of day #7 due to the member was doing well at 

the IPMH LOC with no acute symptoms and did not meet medical necessity criteria and a recommended 

discharge plan of step-down to PTRF and placement OOS, with 2 days allowed for discharge planning.  

An expedited appeal was filed and the decision was upheld. The facility indicated that an appeal would 

be filed for all days denied after final discharge. After the IPMH continued stay denial, there was a gap in 

the MCO documentation for 16 days. MCO notes resumed with review of a pre-certification request for 

PRTF admission at facility #2 due to physical aggression, manic behavior, and anxiety regarding 

discharge placement. The MCO noted the prior PRTF denial due to baseline status/maintained for 

placement only. The case was sent for UM MD review. The PRTF admission was denied due to the prior 

PRTF stay of 153 days with subsequent emergent IPMH admission. The MCO noted that the member did 

not meet medical necessity criteria as the behaviors were baseline and the member had reached 
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maximum benefit from treatment. The MD recommended treatment in a community setting with 

supports for patients with mental retardation and behavior issues. There were no further MCO notes 

after this, although there was a DCBS notation of a subsequent PRTF stay approval ~ 1 week later. 

Subsequent DCBS notes through 12/2014 stated that the member was in PRTF, was communicating with 

the adoptive family, and the approval for the adoption was still pending. The member had a one week 

visit at family’s OOS home which was extended. The adoption was approved in 12/2014 and Member #3 

was officially discharged from the PRTF.  

DCBS notes included a note in 1/2014, prior to IPMH admission #1. There were no MCO notes prior to 
IPMH admission #1. MCO notes were initiated upon the first IPMH admission to facility #1. The MCO 

documentation included assessments from admitting facilities. There was no care plan. MCO notes were 
related solely to UR functions. There were 3 gaps in MCO documentation where authorization 

information was not available. There were no MCO notes after the pre-certification denial for the last 
PRTF admission. There was some evidence of coordination of care with DCBS. Regarding continuity of 

care, as described, there were gaps in documentation and no MCO notes after the final pre-certification 
denial for PRTF admission. There was some MCO participation in discharge planning; however, notably, 

MCO documentation was absent for the final PRTF admission through final discharge/permanent 
placement of the member with the adoptive family. The UM decisions were timely and appropriately 

documented. As described, the MCO (both RN reviewer and MD reviewer) identified a potential quality 
of care issue at one of the facilities and the MCO contacted the facility. The issue was not confirmed, so 

it appears it was corrected.  
 

A noteworthy observation is that both the MCO and the DCBS documentation (and the included facility 
notes) suggested that the member was angry due to having been abandoned by biological family and 

had difficulty coping with that and being confined to a facility. The member expressed anger through 
aggressive verbal and physical behaviors, self injuring, sexual acting out, stealing, hoarding, and running 

away. This appeared to be complicated by a seizure disorder, ADHD, and mild MR. The member was 
eventually able to communicate this and communicated the desire to live with a family in a home with a 

yard and a dog. Also, the member’s behavior was considerably better when there was positive news 
about placement with the adoptive family or when there were family visits and communications. 

 
Case #4 
Member #4 was a teen with diagnoses of ADHD; bipolar disorder; mild mental retardation/IQ 71; 

unspecified episodic mood disorder; other conduct disorder; other unknown and unspecified cause of 

morbidity and mortality; sexual offender; history of substance abuse; rule out post-traumatic stress 

disorder, and with a history of parental emotional abuse and sexual abuse by an adult (non-relative).  

Member #4 had ~ 10 admissions during the review period at 5 facilities; one elopement with a brief stay 

at an emergency shelter for children (facility #1) for 2 days; one RTF admission (facility #2) for 40 days, 

one IPMH admission (facility #3) for 2 days; one RTF admission (facility #2) for 19 days, one IPMH 
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admission (facility #4) for 22 days; one RTF admission (facility #5) for 148 days; one elopement with a 

brief stay at an emergency shelter for children (facility #1) for 6 days; one RTF admission (facility #5) for 

17 days; one elopement for 1 day; and one RTF admission (facility #5) for the remainder of 2014, 36 

days.  

Member #4 lived with a parent from birth until 13 years of age; with different relatives for 1 year; spent 

some time living with grandparent and ran away; was placed in a residential treatment setting for sexual 

offenders for 1 year; and was then transferred to another RTF after elopement. Member #4 had 

sibling(s) who lived with parent. DCBS was involved due to behaviors including verbal and physical 

aggression, inappropriate sexual behaviors, defiance, sneaking out of home, substance and alcohol 

abuse, truancy, and law enforcement involvement. Member #4 was a sexual offender on probation until 

age 18 with a history of charges for resisting arrest and contempt of court.   

MCO documentation prior to the first RTF elopement incident included only authorizations for 

outpatient BH treatment and targeted BH case management. Notes from the targeted BH case 

management were not included. DCBS notes indicated that Member #4 was in treatment through DCBS 

referral and working toward family reunification. Upon elopement, DCBS met with Member #4 at the 

emergency shelter and the member was admitted to RTF admission at facility #2. The only MCO notes 

continued to be service authorizations. The member had suicidal ideation and uncontrollable behaviors 

during RTF admission (facility #2) and was admitted to IPMH (facility #3) for 2 days. The only MCO note 

was for IPMH authorization. The member was discharged to RTF (facility #2) but continued defiant 

behavior, verbally and physically aggressive behaviors requiring physical management, sexually 

inappropriate behaviors, and AWOL attempts, but participated in therapy, had positive phone calls with 

parent, maintained good grades in school and was able to make some progress with substance abuse 

treatment. Member #4 continued to express not wanting to be in RTF and desire to go home to parent, 

not grandparent. Member #4 had a second IPMH admission (facility #4) due to suicidal ideation, self-

injuring, and unmanageable behaviors with estimated LOS of 18 days and plan to discharge back to RTF 

(facility #2). There was an MCO note regarding IPMH authorization and continued stay reviews and MCO 

notes regarding attempted contact with DCBS (2 times). The PRTF (facility #2) indicated that the 

member would not be accepted back. On day #3, there was an MCO referral for MD review. The MD 

reviewer completed a peer-to-peer discussion and continued stay was denied due to lack of medical 

necessity, with 2 days allowed for discharge planning and MD recommendation that needs could be met 

with OPMH treatment and appropriate placement. DCBS/MCO communications indicated that DCBS 

sought RTF placements statewide and all were rejected, except 1 with no response. Member #4 was 

being considered for RTF at facility #5, but there was a long waiting list. Conference call(s) to discuss 

placement were scheduled and call was held with DCBS, IPMH facility, and 2 other agencies (not MCO). 

Member continued stay at IPMH facility despite decertification/continued stay denial. The facility later 
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appealed the decision and the denial was upheld. On day #37, a DCBS note indicated that the member 

was accepted at RTF facility #5 but was on the wait list. Member #4 continued to express the desire to 

return to parent and had phone contact with parent. Parent was unable to visit. Member was reportedly 

fighting with peers and “cheeking” medications. The member was discharged to RTF facility #5. On day 

#4, an incident occurred where member stripped, physically attacked staff, made sexually inappropriate 

comments to staff, and indicated desire to AWOL to get high. The parent was invited to participate in 

therapy but did not respond and this indicated the viability of reunification was unknown. On day #20, 

the member was making progress with therapy and maintaining good grades with discharge goal of 

returning to parent. The member still had inappropriate sexual gestures, aggressive behavior, and 

struggles with drug cravings. During this RTF stay, Member #4 had ongoing issues with aggression, 

inappropriate sexual behavior, and self-harm, AWOL plots, drug cravings and required physical 

intervention, isolation, and seclusion but was making some progress in therapy with periods of 

improved behavior. As of day #146, the member was showing improvement, was off AWOL precautions, 

and parent was participating in some therapy, with a home visit being considered. On day #148, the 

member went AWOL for 6 days with a brief stay at the emergency shelter for children. Member #4 had 

confirmed drug use and sexual activity during this AWOL event. Member #4 was returned to RTF (facility 

#5). The member’s behaviors continued same as before and there was another incident of AWOL for 1 

day on day #17 with the member returned to the RTF (facility #5). There was noted confirmed 

promiscuity and a positive test for cocaine. During this continued RTF stay, Member #4 had ongoing 

issues with defiance, verbal and physical aggression requiring physical intervention, restraint, isolation, 

and seclusion, and drug cravings. A new substance abuse treatment program was initiated. Member #4 

inquired about plans for the future and was told that improved behavior was necessary in order to earn 

a home visit and transfer to an independent living (IL) cottage, though this would not occur soon. The 

discharge plan was a transfer to a step-down residential setting or foster care before being released 

home. The member had a court ordered commitment until age 18 due to unpredictable behavior and 

the parent’s instability. The member maintained contact with both parents, one regularly, the other 

sporadically; however, the parent was making limited efforts toward reunification. Member #4 was a 

high risk due to unpredictable behaviors, immaturity, use of body to get drugs and putting self in 

dangerous situations. As of the end of 2014, the member began making some progress in treatment, 

showed increased motivation, improved moods and behaviors, and had stronger performance in school. 

The member was in contact with parent and siblings via phone. There were some parent visits at the 

facility, but the parent continued to have minimal involvement in therapy. The discharge plan remained 

transfer to step-down program/pre-independent living followed by unification with family after court 

order commitment ended.  

DCBS notes demonstrated that the member was followed from prior to January 2014 through December 

2014, where the period of review ended. MCO notes for the beginning of review period were limited to 



  

 
 
Coventry-DCBS-BH-DeCert-Case_Review_Summary_Report_FINAL7 23 15 Page 10 of 14 

 
 

service authorizations.  More substantive MCO notes were seen after the second IPMH admission and 

return to RTF, where there were IPMH authorizations, continued stay reviews, and notes regarding 

contact attempt(s) with DCBS.  However, most of the MCO notes appeared to be related solely to UR 

functions. The MCO documentation included assessments as communicated by the admitting facilities. 

There was no care plan. There was no real evidence of coordination of care and services other than UM 

activities.  Continuity of care activity was limited, as was participation in discharge planning. It is 

particularly notable that there were no MCO notes after continued stay at the RTF was denied, except a 

few emails among DCBS, the MCO, and “Bluegrass” after the last covered RTF day and notation of the 

IPMH appeal.  This is despite the occurrence of a number of significant events during the subsequent 

timeframe. The UM decisions were timely and appropriately documented. No potential quality of care 

issue was identified.  

Case #5 
Member #5 was a teen with diagnoses of psychiatric disorder NOS; unspecified psychosis; other 

unknown and unspecified cause of morbidity and mortality. One of the member’s parents had a 

diagnosis of schizophrenia and the other had alcoholism.  

Member #5 had 1 IPMH admission for 29 days during the period reviewed.  

Member #5 was introduced to DCBS due a CPS incident related to risk of harm, neglect, physical 

assault/injury ~ 1 month prior to IPMH admission. DCBS met Member #5 at an adult friend’s home 

(specific relationship not stated), where the member had been staying for 5-6 days. Member #5 stated 

that he liked to stay at this friend’s home due to it was a quieter neighborhood and this adult never tries 

to harm member. The adult reported that the member did not eat much. Member #5 claimed he went 

to the hospital because his parent hit him in the stomach. This could not be confirmed by the adult 

friend. The adult reported that he took the member on an outing with parents’ permission and the 

member complained of a stomach ache. An interview with 1 parent revealed that the parent was 

worried about complaints of stomach ache, took member to ER, and the doctor gave them medication. 

This parent reported that they do not hit the member for discipline and they were worried about 

“nerves”. The other parent refused to be interviewed at that time. A later interview with parent #2 

confirmed the information provided by parent #1. Parent #2 also reported that Member #5 has trouble 

with “nerves” and was seen at clinic, got medication and is better. The clinic confirmed seeing the 

member. The clinic doctor stated that parents were asked to take Member #5 for therapy and was told 

by parent #2 that the member already saw a therapist. A second CPS incident, ~ 1 month after the first, 

related to medical neglect. The DCBS worker was called to Member #5’s home where there was an 

ambulance and police present. Member #5 had gone to the Housing Authority and called the police to 

report that parent #1 was poisoning him/her, made a storm attack him/her, and cursed him/her. Parent 

#2 was found yelling at the member. The police intervened. Member #5 was described as slumped over, 
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unbalanced, pale, emotionless and staring into space. Member #5 was taken by EMS and PD to the ER. 

In the ER, Member #5 was in a daze, would not speak and would not move. The member continued to 

report parent was poisoning him/her and threatened to kill him/her and that he/she was getting weaker 

and dumber and losing memory due to poisoning by parent. Member #5 was able to recall all the 

medications given by parent. Again, the DCBS worker was called by police to member’s home due to CPS 

incident related to medical neglect. The police reported that the member’s MH status was more severe. 

Member #5 appeared lethargic and meek and had written 2 letters about threats to safety and fears. 

The parents were reportedly not cognizant of the seriousness of the child’s condition. Member #5 was 

taken to the ER and an IPMH mobile assessment was performed.  Member #5 met the criteria for IPMH 

admission. The DCBS worker visited the parents to request consent for IPMH admission and was denied 

entry. Parent #2 refused and was told by the worker that the State would take custody if necessary.  The 

child was felt to be at risk of not having MH needs addressed despite meeting criteria for IPMH 

admission. An emergency custody order was requested and granted with a Temporary Removal Hearing 

scheduled for 4 days later. Parent #2 refused to allow the police to take the member, became 

aggressive, and was arrested. Member #5 was transported to the IPMH facility and admitted. The first 

MCO note occurs on this date. The MCO note consists of an initial authorization for IPMH admission due 

to suicidal ideation, command auditory hallucinations, visual hallucinations, the belief that parents are 

poisoning him/her and refusal to eat, preoccupation with religion and belief that he/she was hit by 

lightning. A visit by DCBS worker on day #1 revealed that the member was more alert, eating and talking 

but had not bathed or changed clothes and did not want to see parents. The Temporary Removal 

Hearing was held and the member remained in the custody of the State. An MCO review on day #4 

authorized continued stay. An MCO review day #5 noted a call that was made and message left for DCBS 

and there was an MCO MD recommendation for further treatment at a residential setting once 

stabilized. On day #7, continued stay was authorized. A DCBS visit on day #12 revealed that the member 

still refused to shower or use the toilet due to the belief that there were cameras in the bathroom. The 

treatment plan was to ensure that the member began to eat, drink, and take meds correctly prior to 

discharge. An MCO continued stay review on day #12 resulted in referral for MD review. Continued stay 

was denied due to limited progress, refusing medications with no plan for court intervention, and not 

posing harm to self or others, with 2 days allowed for discharge planning. An expedited appeal resulted 

in the decision being overturned due to acute continued psychosis and paranoia, not eating, need for 

acute stabilization at IPMH level of care and plan for facility MD to obtain outpatient commitment to 

take medications. The discharge plan was for therapeutic foster care with DCBS as guardian. A DCBS 

note on day #13 revealed that Member #5 was still not eating or drinking and medications were still 

being adjusted. MCO UR was done on day #13 with continued stay authorized. The MCO requested that 

facility consider “MH EPSDT”. MCO UR was done on day #14 and indicated that Member #5 was still 

paranoid, still refused to shower due to the belief of a camera in the bathroom, was not happy on the 

unit (low functioning), but was more compliant with meds and the discharge plan was “per DCBS”. This 
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was the final MCO note. DCBS notes for days #19 & #21 indicated that Member #5 began to eat, drink, 

sleep better, and shower and wanted to see his parents and family therapy would begin. On day #29, 

Member #5 was placed in a Private Child Care/Therapeutic Foster Care (PCC/TFC) home. DCBS notes 

indicated that Member #5 continued in this home for the remainder of 2014, continued receiving 

therapy, attended regular school and was passing all classes, participated in sports, had supervised 

visitation with parents, and was getting along well with everyone in the foster home.  

DCBS notes demonstrated that the member was followed from prior to the first admission through the 

end of 12/2014. MCO notes were initiated with the authorization for IPMH admission. Subsequent MCO 

notes were related solely to utilization review functions and there was a notation of communication 

with DCBS. The MCO documentation included assessments as communicated by the admitting facility. 

There was no care plan. There was no evidence of coordination of care/continuity of care other than UM 

activities. The final MCO note occurred prior to discharge, on day #14 of the IPMH admission. There was 

some evidence that the MCO followed discharge planning; however the MCO notes ended prior to final 

discharge arrangements being made. There was no documentation by the MCO after the member’s 

discharge to the foster home. The UM decisions were timely and appropriately documented. No 

potential quality of care issue was identified.  

Overall Findings 

Overall findings that can be generalized to most or all of the cases include the following: 

- UM processes were appropriately followed. 
- UM decisions were supported with appropriate rationale. 

- UM decisions and communication were timely. 
- Although the UM decisions were well-supported, the decisions appeared to have been made in 

a vacuum, without acknowledgement that there might not have been an alternative placement 
available for the member.  

- Facility quality of care issues were identified, confirmed, and addressed by the MCO.  
- There was lack of care management/care coordination, with no MCO assessments or care plans 

(or copies of the DCBS assessments and care plans) and members were not always followed or 
monitored on a routine/ongoing basis.  

- There was no evidence of linkages to internal MCO services or external resources by the MCO.  
- The MCO care management documentation was primarily related to UM activities.  

- Although DCBS had primary responsibility for care management, there was minimal evidence of 
attempts to coordinate with DCBS, obtain information on the members’ status and, in most 

cases, limited participation in discharge planning or none.  
- There was lack of continuity of care. Specifically, the MCO did not ensure post-discharge follow-

up care or continue to monitor the member/attempt to obtain updates on the member’s status 
after UM issues were resolved, the continued stay was denied, and/or the member was 

discharged.  
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Findings related to specific cases include the following: 

- A high-risk member was discharged to TFC and the MCO did not continue to monitor the 

member’s status in that setting. 
- A high-risk member was denied continued stay but remained at the IPMH facility. There was no 

evidence that the MCO continued to monitor the member’s status during the remainder of the 
IPMH stay and after the discharge to a RTF, despite several significant events during the 8-9 

month period.  
- MCO documentation for a high-risk member had multiple gaps of between 3-16 days and the 

MCO documentation ended after continued stay was denied, despite the fact that the member 
was waiting placement for an out-of-state adoption.  

- During the period of review, the MCO documented involvement for only 1 of 3 BH admissions 
for a high-risk member. For the 1st admission, the member was enrolled in the MCO as of the 6th 

month of this 16-month admission. For the 2nd and 3rd admissions, the member was enrolled in 
the MCO for the entire period. There was MCO documentation during the 2nd admission; 

however, the MCO documentation ended after a denial of continued stay. There was no 
evidence of coordination of care prior to or after discharge from admission #2, except an 

authorization for OPMH services.  
-  There was no evidence of MCO involvement post-discharge for a high-risk member, except 

authorization(s) for OPMH services.  

Recommendations 

Recommendations to DMS include: 

- Provide the review findings to the MCO. 

- Allow the MCO to respond to the overall findings as well as specific case findings.  

- Provide the case review findings summary report to DCBS for comments and suggestions.  

- If DMS concerns warrant, request Corrective Action Plan (CAP) from the MCO.  

- Review a small sample of cases of other MCOs’ DCBS members with BH admissions to identify if 

there are common issues and/or best practices.  

 

Recommendations to the MCO include:  

- Implement improvements to the process for case management for DCBS members with BH 

conditions and frequent admissions and those who are hard to place and maintain active 

involvement in these cases.  

- Upon notification of a BH admission, immediately begin coordinating care with the facility and 

DCBS.  

- Analyze claims data to identify DCBS members and other pediatric members with BH conditions 

and conduct outreach, assessments, and initiate care management activities where needed.  
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- Ensure continuity of care for DCBS members with BH admissions by actively participating in 

discharge planning, ensuring post-discharge follow-up care is provided, and continuing to 

monitor the member’s status post-discharge.  

- Despite a denial of continued stay, continue to coordinate with DCBS regarding the member’s 

status and needs.  
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11/16/15 
 
Via Mail 
 
Mr. David McAnally 
Department for Medicaid Services 
Cabinet for Health and Family Services 
275 E. Main St. 6C-C 
Frankfort, KY 40621 
 
Re: Request for Corrective Action Plan- CC2015FC-1 
 
Dear Mr. McAnally: 
 
Please accept this correspondence in response to your original notification dated November 2, 
2015 rejecting a Corrective Action Plan for the following cited deficiency: 
 

Identifying # Contract Section DEFICIENCY 

CC2015FC-1 Section 36.2 Failure to ensure access to care coordination 
for all DCBS clients. 

 
CoventryCares has updated its original response to include dates process implementation will 
occur or has indicated that the process is currently being utilized. CoventryCares has taken 
iPro’s recommendations into consideration and has either implemented new processes or 
further illustrated how we are currently meeting contract compliance. IPro’s recommendations 
are inexact therefore CoventryCares has referred back to the contract to ensure we are in 
compliance with the Kentucky Medicaid Managed Care Contract. Please see the updated 
response below. 
 
Case #1  
Member #1 was a teen with diagnoses of history of neglect and sexual abuse; sexual 
disorder/deviation; other episodic mood disorder; impulse control disorder; hyperkinesis with 
developmental delay; mental retardation/IQ 52-55; cerebral palsy; asthma; who was born 
premature and addicted to cocaine.  
Member #1 had 2 admissions during the period reviewed; one psychiatric residential treatment 
facility (PRTF) sexual offender treatment program (SOTP) admission for 152 days and one out-
of-state (OOS) PRTF/inpatient mental health (IPMH) admission for 61 days.  
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Member #1 was living with adoptive family and was followed by DCBS due to inadequate 
supervision and hoarding (by adoptive family). Member #1 had incidents of sexual offending 
against adoptive siblings who were then placed in temporary foster care. Member #1 was 
removed to PRTF #1, with an estimated length of stay (LOS) of 3-6 months. During PRTF #1 stay, 
member had inappropriate sexual behaviors, oppositional-defiant behaviors, aggressive and 
destructive behaviors. Continued stay was denied on the 56th day due to limited progress in 
therapy with only temporary improvement, with 2 days allowed for discharge planning. An 
expedited appeal upheld the decision. A subsequent conference call with the MCO, facility #1, 
and DCBS resulted in the denial being overturned. There was no documentation in the MCO or 
DCBS records regarding the specifics of this call. The following day, Member #1 committed a 
sexual offense against a peer. Member #1 continued treatment at PRTF #1 due to lack of 
appropriate placement options, possible out of state placement, and the need for very close 
supervision. On the 111th day, continued stay was again denied and the MD reviewer 
recommended that the member needed a program for low IQ, specifically. An expedited appeal 
upheld the decision. 
Member #1 remained at the facility pending possible placement at an OOS facility. On the 151st 
day, the admissions department at the OOS facility #2 was contacted. The member was 
transferred to the OOS facility #2 on the 154th day with an estimated LOS of 30 days and a plan 
to discharge to adoptive parent. There was some question whether the adoptive parent fully 
understood the risk of having member in the home and possessed the ability to adequately 
supervise the member. During this admission, there was a confirmed quality of care issue 
identified by the MCO. Facility #2 submitted a corrective action plan. On the 61st day, Member 
#1 was discharged to the adoptive parent with home services and outpatient behavioral health 
(BH) treatment, including individual and family therapy. Member #1’s siblings were living 
outside the adoptive home but there were suspected incidents of sexual offending against 1 
sibling and a peer at school.  
DCBS notes demonstrated that the member was followed from prior to the first admission 
through discharge home with outpatient therapy until 12/2014. MCO notes were initiated at 
the time of the first admission through second admission but were related solely to utilization 
review (UR) functions. There was one MCO note after the second discharge, but it was an 
authorization for outpatient BH therapy only. The MCO documentation included assessments 
as communicated by the admitting facilities. There was no care plan. There was no evidence of 
coordination of care/continuity of care other than utilization management (UM) activities. 
There was no documentation by the MCO after the member’s discharge to the adoptive home, 
except the outpatient authorization. There was evidence of some participation in discharge 
planning. The UM decisions were timely and appropriately documented. As described, the MCO 
identified a quality of care issue at one of the facilities.  
 
Member #1 remained at the facility pending possible placement at an OOS facility. On the 151st 
day, the admissions department at the OOS facility #2 was contacted. The member was 
transferred to the OOS facility #2 on the 154th day with an estimated LOS of 30 days and a plan 
to discharge to adoptive parent. There was some question whether the adoptive parent fully 
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understood the risk of having member in the home and possessed the ability to adequately 
supervise the member. During this admission, there was a confirmed quality of care issue 
identified by the MCO. Facility #2 submitted a corrective action plan. On the 61st day, Member 
#1 was discharged to the adoptive parent with home services and outpatient behavioral health 
(BH) treatment, including individual and family therapy. Member #1’s siblings were living 
outside the adoptive home but there were suspected incidents of sexual offending against 1 
sibling and a peer at school.  
DCBS notes demonstrated that the member was followed from prior to the first admission 
through discharge home with outpatient therapy until 12/2014. MCO notes were initiated at 
the time of the first admission through second admission but were related solely to utilization 
review (UR) functions. There was one MCO note after the second discharge, but it was an 
authorization for outpatient BH therapy only. The MCO documentation included assessments 
as communicated by the admitting facilities. There was no care plan. There was no evidence of 
coordination of care/continuity of care other than utilization management (UM) activities. 
There was no documentation by the MCO after the member’s discharge to the adoptive home, 
except the outpatient authorization. There was evidence of some participation in discharge 
planning. The UM decisions were timely and appropriately documented. As described, the MCO 
identified a quality of care issue at one of the facilities.  
 
Case 1:   iPro recommendation: 
Implement improvements to the process for case management for DCBS members with BH 
conditions and frequent admissions and those who are hard to place and maintain active 
involvement in these cases.  
 
MCO response: 
Both admissions were long term residential treatment, which does not qualify for HEDIS follow 
up measure so there, is not an automatic trigger for CM outreach.  CoventryCares of Kentucky 
will enhance their current policy and processes by January 1, 2016.  CoventryCares is in the 
process of creating a robust integrated care management program.  Training is ongoing and a 
gap analysis is ongoing to improve the coordination of care and communications with the 
facilities and DCBS. CoventryCares of KY has a policy CM-011, “Case Management for Members 
in Foster Care and Members who are receiving Adoption Services” and upon review, it is the 
belief of the MCO that the enhancements will strengthen the integrated care management 
program while offering more coordination of care to the DCBS population. 
 
Case #2  
Member #2 was a teen with diagnoses of sexual offender; unspecified psychosexual disorder; 
history of possible sexual abuse; impulse control disorder; asthma; and other ill-defined and 
unknown causes of morbidity and mortality. Member #2 had 3 admissions during the review 
period; one residential treatment center (RTC) SOTP for > 1 year (~ 16 months), one RTC SOTP 
for 44 days, and one residential children’s center (RCC) with SO treatment for ~ 71 days. The 
first RTC SOTP admission began prior to enrollment with the MCO; but the member was 
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enrolled in the MCO for 304 days through discharge from this facility. There were only DCBS 
notes for this portion of the review period.  
Member #2 was born to a teen mom, had never met father, raised by grandparents, and had 
three siblings. Member #2 lived with mother, her husband, younger half-sibling and maternal 
grandparents. During 2012, Member #2 and sibling were placed in State custody due to 
domestic violence. Foster family raised concerns regarding sexual offending (SO). There was law 
enforcement/legal involvement. At some point, Member #2 lived with Aunt who denied any SO 
events. Admitted to facility #1 and failed treatment there with incident(s) of SO against peer(s). 
Member #2 was transferred from facility #1 to facility #2. Member #2 admitted to RTC SOTP #2 
with estimated LOS 9 months and discharge plan of Coventry-DCBS-BH-DeCert-
Case_Review_Summary_Report_FINAL7 23 15 Page 4 of 14  
 
DCBS placement, Aunt’s custody, or with family in Florida. Member made some progress at RTC 
SOTP #2, but showed disobedience/defiance, inappropriate behaviors, and hoarding. A quality 
of care issue was confirmed by the MCO at facility #2, with no response from the facility. 
Continued RTC SOTP #2 stay was denied on day #42 due to lack of medical necessity, not 
reasonably expected to improve under treatment plan and documentation does not support 
program protocol, with 2 days for discharge planning. MD reviewer recommended group home 
setting, outpatient treatment for SO, and family therapy. An expedited appeal was filed, 
supported by DCBS and DPP, with denial upheld. As a result of the continued stay denial, 
Member #2 was transferred to RCC with SO treatment on day # 55, with a discharge plan to 
return to parent or therapeutic foster home. On day #153, the discharge goal was changed to 
adoption. DCBS notes ended as of 12/2014, with member progressing through the SO program 
and attending public school and with a discharge plan to either return to parent, foster care, or 
adoption. 
 
DCBS notes demonstrated that the member was followed from RTC SOTP #1 through end of 
review period. There were no MCO notes provided for the first admission, although the 
member was enrolled in the MCO for the majority of that admission. MCO notes were initiated 
at the time of transfer from RTC SOTP #1 to #2. The MCO documentation included assessments 
as communicated by the admitting facility. There was no care plan. MCO notes were related 
solely to UR functions. There were no MCO notes after transfer from RTC SOTP #2 to RCC. 
During the RCC admission, MCO documentation included only an authorization for outpatient 
BH therapy. There was no evidence of coordination of care/continuity of care other than UM 
and only for the period during RTC SOTP #2 stay. The member was followed by the MCO only 
during RTC SOTP #2 stay. Transfer to RCC was the result of denial of continued stay at RTC SOTP 
#2. The UM decisions were timely and appropriately documented. As described, the MCO 
identified a quality of care issue at one of the facilities. 
 
Case 2:   iPro recommendation: 
Upon notification of a BH admission, immediately begin coordinating care with the facility and 
DCBS. 
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MCO response: 
The admission was for residential treatment, which does not qualify for a HEDIS follow up 
measure, so it does not automatically trigger CM outreach.  CoventryCares of Kentucky has 
developed a daily census report that includes a specific tab for the foster care population.  This 
allows immediate outreach to the facility as well as an agenda item at the DCBS meetings. The 
utilization of this tool is currently a part of the case management referral process.  The 
integration of BH into the physical health CM department is a new process. 
 
Case #3 
Member #3 was a teen with diagnoses of bipolar disorder; mild mental retardation/IQ 61; 
ADHD with hyperactivity; unspecified hyperkinetic syndrome; unspecified disturbance of 
conduct; anxiety; other specified episodic mood disorder; other unknown and unspecified 
cause of morbidity and mortality; seizure disorder; rule out medication side effects and 
akathisia; constipation; and seasonal allergies.  
Member #3 had 4 admissions with periods of elopement/away without leave (AWOL) in 2 
facilities during the review period: one IPMH admission at facility #1 for 12 days; one admission 
at facility #2 at both IPMH and PTRF levels of care for 23 days, one admission at facility #2 at 
both PTRF and IPMH levels of care for 187 days (denied after day #170); and one admission at 
facility #2 at the PTRF level of care for 54 days (denied in its entirety). Coventry-DCBS-BH-
DeCert-Case_Review_Summary_Report_FINAL7 23 15 Page 5 of 14  
 
Member #3 was residing at a children’s home as a result of being removed from parents’ 
custody due to physical abuse and neglect and relinquishing parental rights in 2009. Siblings 
remained with one of the parents. Member #3 had been in foster care but family could not 
meet his/her mental health needs. Member #3 had a prior history of 2 IPMH admissions in 
2012. Member #3 was said to be compliant with medications. Member #3 was admitted 
emergently to IPMH for severe aggression and self harm. MCO note at this time stated 
“Coordination of Care referral: No.” Upon admission, the children’s home gave notice that they 
would not accept the member back upon discharge. MCO note stated that PRTF placement 
should be considered on discharge and possible placement issues. During this stay, the member 
was noted to be physically aggressive to staff, peer(s), and self, had destructive behaviors and 
manic behavior and speech, and continuously described wanting a family. Member #3 
transferred to PRTF at facility #2 with an estimated LOS of 6 months and discharge plan “per 
DCBS”. During the stay at facility #2, the member displayed verbal and physical aggression 
toward staff and peers, destructive behaviors, sexual acting out and was transferred from PRTF 
to IPMH level of care at facility #2 for 8 days due to suicidal ideation/gesture, homicidal 
ideation with no plan, multiple elopement incidents, criminal behavior with law enforcement 
involvement, with a plan to transfer back to PTRF level of care. During the IPMH period, the 
member had manic behavior and reported visual and auditory hallucinations. The MCO noted 
telephone outreach DCBS at this time. There was a gap in the MCO documentation for 3 days 
during this IPMH admission and authorization information was not available. MCO notes 
resumed with the IPMH admission to facility #2. The notes indicated that the member was 
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AWOL from PTRF and displayed physical aggression toward staff requiring injected medications. 
During this IPMH stay, Member #3 was verbally and physically aggressive requiring restraint 
and expressed anger due to DCBS not finding a new family. The plan was to transfer back to the 
PRTF. An MCO email indicated the member needed a new placement situation, obtaining 
updated information from DCBS, and sending out referrals. There was a gap in the MCO 
documentation for 9 days during this period of the IPMH/PTRF stay and authorization 
information was not available. MCO notes resumed when the member was admitted to the 
PRTF. DCBS notes indicated that an adoptive family was being sought and the member would 
have outings with the DCBS worker when ready. DCBS described an issue with facility #2 
regarding ordering/administering seizure medications and that the seizure activity was atypical 
and might have been contributing to the members behavioral issues. Member #3 displayed 
aggression, self-injuring behaviors, AWOL activity, sexual acting out, suicidal and homicidal 
ideation, and property destruction. There was no update available on the discharge plan. The 
MCO noted concerns about the limited number of individual therapy sessions occurring and the 
facility’s lack of attempts to contact DCBS. DCBS conducted pre-placement consultation for a 
prospective foster/adoptive family. Member #3 continued to have periods of aggression and 
inappropriate behaviors but showed some improvement in mood, affect, insight, judgment 
with improved behavior and motivation due to attempts to find a family placement. Phone calls 
and visits by the prospective family continued. Facility #2 noted considerably better behavior 
after family visits, but has episodes of aggression and inappropriate behaviors at times. 
 
Member #3 expressed concerns regarding foster/adoptive family’s plan to move out of state. 
Member #3 with continued behavioral issues/AWOL, and it was stated this might be due to 
missing the foster/adoptive family and their living out of state. Member #3 expressed the 
desire to be discharged to the adoptive family. There was an extended wait for the adoption 
approval due to the inter-state process. On day # 153 the MCO sent the case to UM MD review. 
Continued stay was denied due to the member did not meet medical necessity criteria, 
clarification regarding discharge plan/foster family placement was needed, and limited progress 
despite extended treatment time. Two days later, Member #3 was emergently admitted to 
IPMH LOC at facility #2 due to suicidal ideation with plan. The member was transferred back to 
the PRTF after 2 days. Another UM MD referral was completed. Continued stay was denied due 
to the member did not meet medical necessity criteria, behaviors were chronic, the member 
had not made progress, there was no reasonable expectation of benefit from continued 
treatment, it was unclear if the discharge plan to OOS foster family was being pursued, the 
member remained at IP LOC due to discharge disposition/custodial issues only, with 2 days 
allowed for discharge planning. The MD Reviewer recommended transition to community-
based level of care with intensive services. An expedited appeal was filed and the decision was 
upheld. There was a 1 day gap in the MCO documentation during this admission and 
authorization information not available. MCO notes resumed with an emergent IPMH 
admission post AWOL from PRTF. Member #3 displayed physical aggression, property 
destruction, and self-injuring. PRTF facility #2 declined to accept the member back. During this 
time, Member #3 reported not wanting to go to PRTF, instead, wanted to go home to adoptive 
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family. The MCO noted that a Coordination of Care referral was made; however, there was no 
related documentation. The discharge plan continued to be OOS foster/adoptive family, once 
approved. DCBS requested an expedited approval for the adoption as the member’s behaviors 
appeared to be related to delayed placement with the adoptive family. An MCO note indicated 
that since PRTF would not accept the member back, DCBS desired that the member to stay in 
IPMH LOC until the adoption approval process was completed and the member could be 
discharged to the adoptive family. There were notation(s) of MCO attempt(s) to contact DCBS 
regarding the discharge plan. On day #6, the case was sent for UM MD review. Continued stay 
was denied as of day #7 due to the member was doing well at the IPMH LOC with no acute 
symptoms and did not meet medical necessity criteria and a recommended discharge plan of 
step-down to PTRF and placement OOS, with 2 days allowed for discharge planning. An 
expedited appeal was filed and the decision was upheld. The facility indicated that an appeal 
would be filed for all days denied after final discharge. After the IPMH continued stay denial, 
there was a gap in the MCO documentation for 16 days. MCO notes resumed with review of a 
pre-certification request for PRTF admission at facility #2 due to physical aggression, manic 
behavior, and anxiety regarding discharge placement. The MCO noted the prior PRTF denial due 
to baseline status/maintained for placement only. The case was sent for UM MD review. The 
PRTF admission was denied due to the prior PRTF stay of 153 days with subsequent emergent 
IPMH admission. The MCO noted that the member did not meet medical necessity criteria as 
the behaviors were baseline and the member had reached maximum benefit from treatment. 
The MD recommended treatment in a community setting with supports for patients with 
mental retardation and behavior issues. There were no further MCO notes after this, although 
there was a DCBS notation of a subsequent PRTF stay approval ~ 1 week later. Subsequent 
DCBS notes through 12/2014 stated that the member was in PRTF, was communicating with the 
adoptive family, and the approval for the adoption was still pending. The member had a one 
week visit at family’s OOS home which was extended. The adoption was approved in 12/2014 
and Member #3 was officially discharged from the PRTF.  
DCBS notes included a note in 1/2014, prior to IPMH admission #1. There were no MCO notes 
prior to IPMH admission #1. MCO notes were initiated upon the first IPMH admission to facility 
#1. The MCO documentation included assessments from admitting facilities. There was no care 
plan. MCO notes were related solely to UR functions. There were 3 gaps in MCO documentation 
where authorization information was not available. There were no MCO notes after the pre-
certification denial for the last PRTF admission. There was some evidence of coordination of 
care with DCBS. Regarding continuity of care, as described, there were gaps in documentation 
and no MCO notes after the final pre-certification denial for PRTF admission. There was some 
MCO participation in discharge planning; however, notably, MCO documentation was absent 
for the final PRTF admission through final discharge/permanent placement of the member with 
the adoptive family. The UM decisions were timely and appropriately documented. As 
described, the MCO (both RN reviewer and MD reviewer) identified a potential quality of care 
issue at one of the facilities and the MCO contacted the facility. The issue was not confirmed, so 
it appears it was corrected.  
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A noteworthy observation is that both the MCO and the DCBS documentation (and the included 
facility notes) suggested that the member was angry due to having been abandoned by 
biological family and had difficulty coping with that and being confined to a facility. The 
member expressed anger through aggressive verbal and physical behaviors, self injuring, sexual 
acting out, stealing, hoarding, and running away. This appeared to be complicated by a seizure 
disorder, ADHD, and mild MR. The member was eventually able to communicate this and 
communicated the desire to live with a family in a home with a yard and a dog. Also, the 
member’s behavior was considerably better when there was positive news about placement 
with the adoptive family or when there were family visits and communications.  
 
Case 3:   iPro recommendation: 
Analyze claims data to identify DCBS members and other pediatric members with BH conditions 
and conduct outreach, assessments, and initiate care management activities where needed.  
 
MCO response: 
Multiple inpatient admits to extended care and then to residential treatment and back to 
inpatient care and each was HEDIS exclusion upon discharge. However, multiple documents 
related to Susan’s communication with DCBS were submitted. CoventryCares of Kentucky 
currently incorporates data analysis into the identification process of our members who may be 
candidates for case management. Claims information related to all Foster Care members is 
currently shared with DCBS in monthly meetings at the state.  Policy CM-017, “Case 
Management of Persons with Special Needs” states identification includes claim data.  BH prior 
authorization process and their subsequent referrals are part of the integration of BH and PH in 
the CM department.   
 
Case #4  
Member #4 was a teen with diagnoses of ADHD; bipolar disorder; mild mental retardation/IQ 
71; unspecified episodic mood disorder; other conduct disorder; other unknown and 
unspecified cause of morbidity and mortality; sexual offender; history of substance abuse; rule 
out post-traumatic stress disorder, and with a history of parental emotional abuse and sexual 
abuse by an adult (non-relative).  
Member #4 had ~ 10 admissions during the review period at 5 facilities; one elopement with a 
brief stay at an emergency shelter for children (facility #1) for 2 days; one RTF admission 
(facility #2) for 40 days, one IPMH admission (facility #3) for 2 days; one RTF admission (facility 
#2) for 19 days, one IPMH  admission (facility #4) for 22 days; one RTF admission (facility #5) for 
148 days; one elopement with a brief stay at an emergency shelter for children (facility #1) for 6 
days; one RTF admission (facility #5) for 17 days; one elopement for 1 day; and one RTF 
admission (facility #5) for the remainder of 2014, 36 days.  
 
Member #4 lived with a parent from birth until 13 years of age; with different relatives for 1 
year; spent some time living with grandparent and ran away; was placed in a residential 
treatment setting for sexual offenders for 1 year; and was then transferred to another RTF after 
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elopement. Member #4 had sibling(s) who lived with parent. DCBS was involved due to 
behaviors including verbal and physical aggression, inappropriate sexual behaviors, defiance, 
sneaking out of home, substance and alcohol abuse, truancy, and law enforcement 
involvement. Member #4 was a sexual offender on probation until age 18 with a history of 
charges for resisting arrest and contempt of court.  
 
MCO documentation prior to the first RTF elopement incident included only authorizations for 
outpatient BH treatment and targeted BH case management. Notes from the targeted BH case 
management were not included. DCBS notes indicated that Member #4 was in treatment 
through DCBS referral and working toward family reunification. Upon elopement, DCBS met 
with Member #4 at the emergency shelter and the member was admitted to RTF admission at 
facility #2. The only MCO notes continued to be service authorizations. The member had 
suicidal ideation and uncontrollable behaviors during RTF admission (facility #2) and was 
admitted to IPMH (facility #3) for 2 days. The only MCO note was for IPMH authorization. The 
member was discharged to RTF (facility #2) but continued defiant behavior, verbally and 
physically aggressive behaviors requiring physical management, sexually inappropriate 
behaviors, and AWOL attempts, but participated in therapy, had positive phone calls with 
parent, maintained good grades in school and was able to make some progress with substance 
abuse treatment. Member #4 continued to express not wanting to be in RTF and desire to go 
home to parent, not grandparent. Member #4 had a second IPMH admission (facility #4) due to 
suicidal ideation, self-injuring, and unmanageable behaviors with estimated LOS of 18 days and 
plan to discharge back to RTF (facility #2). There was an MCO note regarding IPMH 
authorization and continued stay reviews and MCO notes regarding attempted contact with 
DCBS (2 times). The PRTF (facility #2) indicated that the member would not be accepted back. 
On day #3, there was an MCO referral for MD review. The MD reviewer completed a peer-to-
peer discussion and continued stay was denied due to lack of medical necessity, with 2 days 
allowed for discharge planning and MD recommendation that needs could be met with OPMH 
treatment and appropriate placement. DCBS/MCO communications indicated that DCBS sought 
RTF placements statewide and all were rejected, except 1 with no response. Member #4 was 
being considered for RTF at facility #5, but there was a long waiting list. Conference call(s) to 
discuss placement were scheduled and call was held with DCBS, IPMH facility, and 2 other 
agencies (not MCO). Member continued stay at IPMH facility despite decertification/continued 
stay denial. The facility later appealed the decision and the denial was upheld. On day #37, a 
DCBS note indicated that the member was accepted at RTF facility #5 but was on the wait list. 
Member #4 continued to express the desire to return to parent and had phone contact with 
parent. Parent was unable to visit. Member was reportedly fighting with peers and “cheeking” 
medications. The member was discharged to RTF facility #5. On day #4, an incident occurred 
where member stripped, physically attacked staff, made sexually inappropriate comments to 
staff, and indicated desire to AWOL to get high. The parent was invited to participate in therapy 
but did not respond and this indicated the viability of reunification was unknown. On day #20, 
the member was making progress with therapy and maintaining good grades with discharge 
goal of returning to parent. The member still had inappropriate sexual gestures, aggressive 
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behavior, and struggles with drug cravings. During this RTF stay, Member #4 had ongoing issues 
with aggression, inappropriate sexual behavior, and self-harm, AWOL plots, drug cravings and 
required physical intervention, isolation, and seclusion but was making some progress in 
therapy with periods of improved behavior. As of day #146, the member was showing 
improvement, was off AWOL precautions, and parent was participating in some therapy, with a 
home visit being considered. On day #148, the member went AWOL for 6 days with a brief stay 
at the emergency shelter for children. Member #4 had confirmed drug use and sexual activity 
during this AWOL event. Member #4 was returned to RTF (facility #5). The member’s behaviors 
continued same as before and there was another incident of AWOL for 1 day on day #17 with 
the member returned to the RTF (facility #5). There was noted confirmed promiscuity and a 
positive test for cocaine. During this continued RTF stay, Member #4 had ongoing issues with 
defiance, verbal and physical aggression requiring physical intervention, restraint, isolation, and 
seclusion, and drug cravings. A new substance abuse treatment program was initiated. Member 
#4 inquired about plans for the future and was told that improved behavior was necessary in 
order to earn a home visit and transfer to an independent living (IL) cottage, though this would 
not occur soon. The discharge plan was a transfer to a step-down residential setting or foster 
care before being released home. The member had a court ordered commitment until age 18 
due to unpredictable behavior and the parent’s instability. The member maintained contact 
with both parents, one regularly, the other sporadically; however, the parent was making 
limited efforts toward reunification. Member #4 was a high risk due to unpredictable behaviors, 
immaturity, use of body to get drugs and putting self in dangerous situations. As of the end of 
2014, the member began making some progress in treatment, showed increased motivation, 
improved moods and behaviors, and had stronger performance in school. The member was in 
contact with parent and siblings via phone. There were some parent visits at the facility, but the 
parent continued to have minimal involvement in therapy. The discharge plan remained 
transfer to step-down program/pre-independent living followed by unification with family after 
court order commitment ended. DCBS notes demonstrated that the member was followed 
from prior to January 2014 through December 2014, where the period of review ended. MCO 
notes for the beginning of review period were limited to service authorizations. More 
substantive MCO notes were seen after the second IPMH admission and return to RTF, where 
there were IPMH authorizations, continued stay reviews, and notes regarding contact 
attempt(s) with DCBS. However, most of the MCO notes appeared to be related solely to UR 
functions. The MCO documentation included assessments as communicated by the admitting 
facilities. There was no care plan. There was no real evidence of coordination of care and 
services other than UM activities. Continuity of care activity was limited, as was participation in 
discharge planning. It is particularly notable that there were no MCO notes after continued stay 
at the RTF was denied, except a few emails among DCBS, the MCO, and “Bluegrass” after the 
last covered RTF day and notation of the IPMH appeal. This is despite the occurrence of a 
number of significant events during the subsequent timeframe. The UM decisions were timely 
and appropriately documented. No potential quality of care issue was identified.  
 
Case 4:   iPro recommendation: 
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Ensure continuity of care for DCBS members with BH admissions by actively participating in 
discharge planning, ensuring post-discharge follow-up care is provided, and continuing to 
monitor the member’s status post-discharge.  
 
MCO response: 
Only two of the ten documented admissions were eligible for Medicaid MCO reimbursement, 
the other placements were via DCBS and each admission was HEDIS exclusion upon discharge, 
which did not trigger an automatic CM outreach.  Case management currently participates in 
weekly meetings with all four (4) of the inpatient psychiatric facilities to discuss members who 
are or will be discharging in an effort to ensure post-discharge follow-up care is provided, and 
continuing to monitor the member’s status post-discharge.  Communication is ongoing until 
discharge or placement and then transition of care to the MCO is facilitated.  BH discharge 
meetings were recently transitioned to the physical health case management team as part of 
the integration process.    
 
Case #5  
Member #5 was a teen with diagnoses of psychiatric disorder NOS; unspecified psychosis; other 
unknown and unspecified cause of morbidity and mortality. One of the member’s parents had a 
diagnosis of schizophrenia and the other had alcoholism.  
Member #5 had 1 IPMH admission for 29 days during the period reviewed.  
Member #5 had 1 IPMH admission for 29 days during the period reviewed.  
Member #5 was introduced to DCBS due a CPS incident related to risk of harm, neglect, physical 
assault/injury ~ 1 month prior to IPMH admission. DCBS met Member #5 at an adult friend’s 
home (specific relationship not stated), where the member had been staying for 5-6 days. 
Member #5 stated that he liked to stay at this friend’s home due to it was a quieter 
neighborhood and this adult never tries to harm member. The adult reported that the member 
did not eat much. Member #5 claimed he went to the hospital because his parent hit him in the 
stomach. This could not be confirmed by the adult friend. The adult reported that he took the 
member on an outing with parents’ permission and the member complained of a stomach 
ache. An interview with 1 parent revealed that the parent was worried about complaints of 
stomach ache, took member to ER, and the doctor gave them medication. This parent reported 
that they do not hit the member for discipline and they were worried about “nerves”. The other 
parent refused to be interviewed at that time. A later interview with parent #2 confirmed the 
information provided by parent #1. Parent #2 also reported that Member #5 has trouble with 
“nerves” and was seen at clinic, got medication and is better. The clinic confirmed seeing the 
member. The clinic doctor stated that parents were asked to take Member #5 for therapy and 
was told by parent #2 that the member already saw a therapist. A second CPS incident, ~ 1 
month after the first, related to medical neglect. The DCBS worker was called to Member #5’s 
home where there was an ambulance and police present. Member #5 had gone to the Housing 
Authority and called the police to report that parent #1 was poisoning him/her, made a storm 
attack him/her, and cursed him/her. Parent #2 was found yelling at the member. The police 
intervened. Member #5 was described as slumped over,  
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unbalanced, pale, emotionless and staring into space. Member #5 was taken by EMS and PD to 
the ER. In the ER, Member #5 was in a daze, would not speak and would not move. The 
member continued to report parent was poisoning him/her and threatened to kill him/her and 
that he/she was getting weaker and dumber and losing memory due to poisoning by parent. 
Member #5 was able to recall all the medications given by parent. Again, the DCBS worker was 
called by police to member’s home due to CPS incident related to medical neglect. The police 
reported that the member’s MH status was more severe. Member #5 appeared lethargic and 
meek and had written 2 letters about threats to safety and fears. The parents were reportedly 
not cognizant of the seriousness of the child’s condition. Member #5 was taken to the ER and 
an IPMH mobile assessment was performed. Member #5 met the criteria for IPMH admission. 
The DCBS worker visited the parents to request consent for IPMH admission and was denied 
entry. Parent #2 refused and was told by the worker that the State would take custody if 
necessary. The child was felt to be at risk of not having MH needs addressed despite meeting 
criteria for IPMH admission. An emergency custody order was requested and granted with a 
Temporary Removal Hearing scheduled for 4 days later. Parent #2 refused to allow the police to 
take the member, became aggressive, and was arrested. Member #5 was transported to the 
IPMH facility and admitted. The first MCO note occurs on this date. The MCO note consists of 
an initial authorization for IPMH admission due to suicidal ideation, command auditory 
hallucinations, visual hallucinations, the belief that parents are poisoning him/her and refusal 
to eat, preoccupation with religion and belief that he/she was hit by lightning. A visit by DCBS 
worker on day #1 revealed that the member was more alert, eating and talking but had not 
bathed or changed clothes and did not want to see parents. The Temporary Removal Hearing 
was held and the member remained in the custody of the State. An MCO review on day #4 
authorized continued stay. An MCO review day #5 noted a call that was made and message left 
for DCBS and there was an MCO MD recommendation for further treatment at a residential 
setting once stabilized. On day #7, continued stay was authorized. A DCBS visit on day #12 
revealed that the member still refused to shower or use the toilet due to the belief that there 
were cameras in the bathroom. The treatment plan was to ensure that the member began to 
eat, drink, and take meds correctly prior to discharge. An MCO continued stay review on day 
#12 resulted in referral for MD review. Continued stay was denied due to limited progress, 
refusing medications with no plan for court intervention, and not posing harm to self or others, 
with 2 days allowed for discharge planning. An expedited appeal resulted in the decision being 
overturned due to acute continued psychosis and paranoia, not eating, need for acute 
stabilization at IPMH level of care and plan for facility MD to obtain outpatient commitment to 
take medications. The discharge plan was for therapeutic foster care with DCBS as guardian. A 
DCBS note on day #13 revealed that Member #5 was still not eating or drinking and 
medications were still being adjusted. MCO UR was done on day #13 with continued stay 
authorized. The MCO requested that facility consider “MH EPSDT”. MCO UR was done on day 
#14 and indicated that Member #5 was still paranoid, still refused to shower due to the belief 
of a camera in the bathroom, was not happy on the unit (low functioning), but was more 
compliant with meds and the discharge plan was “per DCBS”. This was the final MCO note. 
DCBS notes for days #19 & #21 indicated that Member #5 began to eat, drink, sleep better, and 
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shower and wanted to see his parents and family therapy would begin. On day #29, Member #5 
was placed in a Private Child Care/Therapeutic Foster Care (PCC/TFC) home. DCBS notes 
indicated that Member #5 continued in this home for the remainder of 2014, continued 
receiving therapy, attended regular school and was passing all classes, participated in sports, 
had supervised visitation with parents, and was getting along well with everyone in the foster 
home.  
DCBS notes demonstrated that the member was followed from prior to the first admission 
through the end of 12/2014. MCO notes were initiated with the authorization for IPMH 
admission. Subsequent MCO notes were related solely to utilization review functions and there 
was a notation of communication with DCBS. The MCO documentation included assessments as 
communicated by the admitting facility. There was no care plan. There was no evidence of 
coordination of care/continuity of care other than UM activities. The final MCO note occurred 
prior to discharge, on day #14 of the IPMH admission. There was some evidence that the MCO 
followed discharge planning; however the MCO notes ended prior to final discharge 
arrangements being made. There was no documentation by the MCO after the member’s 
discharge to the foster home. The UM decisions were timely and appropriately documented. 
No potential quality of care issue was identified. 
 
Case 5:   IPRO recommendation: 
Despite a denial of continued stay, continue to coordinate with DCBS regarding the member’s 
status and needs. 
 
MCO response: 
The admissions were for Inpatient and step down to extended care, therefore the IP admission 
was HEDIS exclusion and it did not trigger an automatic follow up by CM.  CoventryCares of 
Kentucky agrees that this is a best practice to ensure positive member outcomes.  Currently, 
and as part of the new integration of BH and PH the concurrent review team for BH is referring 
those members who have been decertified  to the integrated care management team for 
outreach and coordination of care. 
 
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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11/18/15 
 
Via Mail 
 
Department for Medicaid Services 
Cabinet for Health and Family Services 
275 E. Main St. 6C-C 
Frankfort, KY 40621 
 
Re: Request for Corrective Action Plan- CC2016TPL-1 
 
Dear Ms. David McAnally: 
 
Please accept this correspondence in response to your notification dated November 10, 2015 
with regard to a request for a revised Corrective Action Plan for the following cited deficiency: 
 

Identifying # Contract Section DEFICIENCY 

CC2016TPL-1 21.2 Monitoring 
Requirements  

The Contractor shall fully cooperate with the 
Department, its agent and/or Contractor in 
the contract monitoring, which includes but is 
not limited to: tracking and/or 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. 

 14.2 Third Party Liability To meet the requirements of 42 CFR 433.138 
through 433.139, the MCO shall be 
responsible for: 
A. Maintaining an MIS that includes: 
1. Third Party Liability Resource File 

 
Per the Department, Coventry Cares of Kentucky (CoventryCares) has had issues submitting the 
Third Party Liability (TPL) Resource file. The Department indicated that the TPL Resource file 
was not submitted timely on Monday, October the 5th.  
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CoventryCares in fact uploaded the TPL Resource file on October 5th, however it was incorrectly 
labeled. Due to human error in naming the file the file was inadvertently delayed from being 
received by DMS. CoventryCares received an email communication from DMS notifying us that 
the file was not found. CoventryCares immediately researched, renamed the file correctly, and 
notified DMS of the error. In an effort to ensure this will not occur in the future, staff has been 
reeducated and the file is now being posted several days prior to the due date to ensure that 
there are no further issues. CoventryCares started the process of validating that DMS has 
retrieved the file by checking MoveIT after it is submitted. 
 
CoventryCares 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 

























































9900 Corporate Campus Drive • Suite 1000 • Louisville, KY 40223 
502-719-8600 • 888-470-0550 • www.coventrycaresky.com 

CoventryCares of Kentucky is a Medicaid product of Coventry Health and Life Insurance Company 

 

 

 

 
 
1/26/16 
 
 
Via Mail 
 
David McAnally 
Department for Medicaid Services 
Cabinet for Health and Family Services 
275 E. Main St. 6C-C 
Frankfort, KY 40621 
 
Re: Request for Corrective Action Plan- CC2016AV-1 
 
Dear Mr. McAnally 
 
Please accept this correspondence in response to your notification dated January 8, 2016 with 
regard to a request for a Corrective Action Plan for the following cited deficiency: 
 

Identifying # Contract Section DEFICIENCY 

CC2016AV-1 33.1 EPSDT The Contractor shall provide all members 
under the age of twenty-one (21) years EPSDT 
services in compliance with the terms of this 
Contract  and policy statements issued during 
the term of this Contract by the Department 
or CMS. 

 
As a background, the Avēsis’ State Dental Director, Dr. Jerry Caudill and the Avēsis Provider 
Relations Team identified that many dental offices were not aware that nitrous oxide (D9230) is 
a covered benefit for CoventryCares of Kentucky Medicaid children.  In an attempt to educate 
the oral health community, Avēsis released the attached September 10, 2015 nitrous oxide 
bulletin after receiving approval from the health plan on August 10, 2015.  In summary, the 
bulletin states the following: 
 

 Kentucky Medicaid members age 9 and younger will automatically be approved for one 
(1) unit of D9230 and/or D9248 per appointment under EPSDT – a pre-authorization is 
not required. 

 For Members ages 10 to 14, a pre-authorization request for D9230 and/or D9248 must 
be submitted along with a narrative that describes the health issues. It will be approved 
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under EPSDT if there are at least three (3) services provided on the same date of service 
from any of the following categories: space maintainers, restorative, endodontics or oral 
surgery. Only one (1) service per tooth is applied to the requirement; multiple services 
on a tooth count as a single service. 

 For Members ages 15 to 20, substantially more justification will be required for 
approval. Adult Members do not qualify for EPSDT. 

 
Avēsis understands that DMS interprets the Avēsis policy related to administration of nitrous 
oxide and oral sedation for Medicaid Children less than 20 years of age as a barrier to dental 
services covered under EPSDT.   
In light of this perceived barrier, CoventryCares of Kentucky and Avēsis have made 
modifications to the policy as outlined below: 
 
Avēsis has evaluated the approval process for the administration of Nitrous Oxide and Non-
Intravenous (Conscious) Sedation, and have decided to apply the usual EPSDT requirements to 
substantiate medical necessity for these codes. In addition, all members up to age 20 with a 
documented intellectual disability will automatically qualify for approval of these procedures.  
Coverage of these procedures will also be approved when a licensed or certified health care 
professional indicates that the service is medically necessary for Members under the age of 21 
even if the service is not otherwise covered by the Kentucky Medicaid Program. 
 
Detail of Planned Actions for Resolution: 

1. Provider Notification: 
a. Rescind Avēsis Bulletin dated September 10, 2015 about change in pre-

authorization requirement for Nitrous Oxide (D9230) and Non-Intravenous 
Moderate (Conscious) Sedation (D9248). 

b. CoventryCares of Kentucky shall approve the attached new provider notification. 
c. Avēsis shall mail the approved notice to the provider network. 
d. The above actions shall be completed within 15 business days. 

 
2. Utilization Management: 

a. Revise pre-service criteria to reflect approved changes regarding D9230 and 
D9248. 

b. Avēsis will train the Utilization Management Team and Kentucky Dental 
Consultants to apply the revised criteria. 

c. The above actions shall be completed with 15 business days. 
 

3. CoventryCares of Kentucky Monitoring: 
a. Avēsis will provide a quarterly summary of the total number of pre-authorization 

requests for Nitrous Oxide (D9230) and Non-Intravenous Moderate (Conscious) 
Sedation (D9248) and a summary of the determinations (approved/denied). 
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CoventryCares 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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12/31/15 
 
 
Via Mail 
 
David McAnally 
Department for Medicaid Services 
Cabinet for Health and Family Services 
275 E. Main St. 6C-C 
Frankfort, KY 40621 
 
Re: Request for Corrective Action Plan- CC2016ENC-1 
 
Dear Mr. McAnally 
 
Please accept this correspondence in response to your notification dated December 17, 2015 
with regard to a request for a Corrective Action Plan for the following cited deficiency: 
 

Identifying # Contract Section DEFICIENCY 

CC2016ENC-1 16.1 Encounter Data 
Submission 

The Contractor shall ensure the Encounter 
data is consistent with the terms of this 
Contract and all applicable state and federal 
laws. 

 
Per your letter, CoventryCares of Kentucky failed to have a computer and data processing 
system sufficient to accurately produce data, reports and encounter files set in formats and 
timelines prescribed by the Department as defined in the contract.  The Department reviewed 
FQHC and RHC resubmissions and found that CoventryCares of Kentucky has 126,768 days over 
thirty from the date of rejection. 
 
The attached spreadsheet outlines how CoventryCares plans to address the encounter 
rejections. 
 
CoventryCares 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. 
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Best Regards, 
 

 
 
Sabrina Moore 
Plan Compliance Officer 
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12/31/15 
 
 
Via Mail 
 
David McAnally 
Department for Medicaid Services 
Cabinet for Health and Family Services 
275 E. Main St. 6C-C 
Frankfort, KY 40621 
 
Re: Request for Corrective Action Plan- CC2016PN-2 
 
Dear Mr. McAnally 
 
Please accept this correspondence in response to your notification dated December 17, 2015 
with regard to a request for a Corrective Action Plan for the following cited deficiency: 
 

Identifying # Contract Section DEFICIENCY 

CC2016PN-2 Appendix D. MIS 
Requirement, Provider 
Subsystem B. Processing 
Requirements 

The Provider Data Maintenance function must 
have the capabilities to: 1. Transmit  a 
provider enrollment file to the Dept. in a 
specific format.   

 
Per your letter, CoventryCares did not meet its contractual requirement by sending a file that 
caused HP to have an ABEND due to errors submitted. This was a result of an error received 
from our subcontractor Avesis. 
 
Avēsis’ Data Integrity Team identified solutions to resolve the ‘missing county code’ error and 
the ‘license error’ for Dr. Hurt’s provider record.  The error’s occurred as a result of a misload of 
provider file information.  Avēsis implemented an additional audit procedure to assure that 
future provider directories do not include inaccurate information.  Please note, Avēsis released 
a new provider file on December 23, 2015.  
 
Avēsis added an additional audit step prior to releasing the bi-weekly CoventryCares of 
Kentucky provider manual.  In summary, three to four business days prior to the due date of 
the provider directory Avēsis’ Business Team will produce a ‘Preproduction’ CoventryCares of 
Kentucky Provider Directory.  Avēsis’ Account Management Team will audit the directory to 



9900 Corporate Campus Drive • Suite 1000 • Louisville, KY 40223 
502-719-8600 • 888-470-0550 • www.coventrycaresky.com 

CoventryCares of Kentucky is a Medicaid product of Coventry Health and Life Insurance Company 

 

 

confirm the data is correct in the provider directory.  If a provider’s file has to be updated, 
Account Management will forward a request for the revisions to Avēsis’ Data Integrity 
Department.  The revisions will be made within one (1) business day.  After the revisions are 
made, Avēsis’ Business Team will produce and release the ‘CoventryCares of Kentucky’ Provider 
Directory.  Avēsis will continue to meet the delivery due dates for the directory.  
 
CoventryCares 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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12/28/15 
 
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 – CC2016ENC-2 
 
Dear David McAnally: 
 
This letter is in response to your Letter of Concern dated December 21, 2015 and a follow up 
letter that was dated December 18, 2015 because CoventryCares of Kentucky had 4,983 
threshold errors.  Based on a review of the report attached, it showed a total of 4,983 threshold 
errors; however, when the “3B-ENC-650-M” report for November 2015 was reviewed, it 
showed 8,654 threshold errors. 
 
Below please find a summary of the preventive measures and timeframes that will be taken to 
assure future compliance: 
 

 When certain provider related edits are received, the records are put through a 
mapping process to assure that the provider data is consistent with that on the KY 
Provider File.   

 
This on-going process that applies to more than 80% of the rejected encounters.  When the 
migration to the Aetna platform occurs in February 2016, the post-edit mapping will occur 
before the encounter file is submitted to DMS. 
 

 Coventry is waiting for further direction from DMS on several edits (i.e. Edits 1955, 
2502, 3601, 2602) and an estimated time of completion is not available. 

 Certain rejected encounters cannot be corrected and therefore, the claim payment 
must be reversed.  The recovery process takes 90+ days to resolve and once the 
payment is recovered, the rejected encounter remains on the inventory report since 
rejected encounters cannot be voided.  Coventry is waiting for further direction from 
DMS on how to resolve the rejected encounter when recovery is pursued. 

 



9900 Corporate Campus Drive • Suite 1000 • Louisville, KY 40223 
502-719-8600 • 888-470-0550 • www.coventrycaresky.com 

CoventryCares of Kentucky is a Medicaid product of Coventry Health and Life Insurance Company 

 

 

Attached to this letter is an Excel file that details for each of the MMIS Threshold Edit codes 
received in November the approach that will be taken to prevent each different edit and the 
timeframe.  Many of these activities are on-going and a few require additional feedback from 
DMS and/or a fix by a vendor to be applied before corrections can be performed. 
 
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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1/26/16 
 
 
Via Mail 
 
David McAnally 
Department for Medicaid Services 
Cabinet for Health and Family Services 
275 E. Main St. 6C-C 
Frankfort, KY 40621 
 
Re: Request for Corrective Action Plan- CC2016ENC-2 
 
Dear Mr. McAnally 
 
Please accept this correspondence in response to your notification dated January 14, 2016 with 
regard to a request for a Corrective Action Plan for the following cited deficiency: 
 

Identifying # Contract Section DEFICIENCY 

CC2016ENC-2 16.1 Encounter Data 
Submission 

The Contractor shall ensure the Encounter 
data is consistent with the terms of this 
Contract and all applicable state and federal 
laws. 

 
CoventryCares of Kentucky is in the final stages of migrating to the Aetna model and systems. 
The “current state” processes used to generate encounters and make corrections will remain in 
place until January 31, 2016.  Between today and the end of January, corrections will continue 
to be made to rejected encounters using a custom process designed to improve our acceptance 
rate.  The final claims will be processed on the legacy IDX platform on January 25, 2016.  Those 
claims will then be sent as encounters on February 1, 2016.  A special process will be run on 
February 4, 2016 to assure that any void transactions sent on February 1, 2016 are then 
completed from the legacy IDX platform.   
 
Additional work is also taking place on 2,000+ encounters that pertain to Medicare 
coordination of benefits (277 Status Edit 198/MMIS Threshold Edit 2205).  A small test file was 
prepared on January 19, 2016 and sent to the “test region” of the DMS/HP encounter 
processing system.  We appreciate the efforts that DMS and HP have taken to help resolve 
these erroneous rejects and we will be poised to submit corrections after testing is completed. 
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Starting on February 1, 2016, the “future state”, claims will be processed from the TriZetto 
QNXT platform.  Additional front end claim edits have been developed which should reduce the 
number of encounters that need to be scrubbed or mapped.  Claims will be extracted into 
encounter files using the TriZetto Encounter Data Management (EDM) software.  Once the 
encounter files are created, they will then go through a series of scrubbing and mapping efforts 
to correct as many records before they are sent to DMS.  Claims processed the week of 
February 1, 2016 will be sent to DMS on February 8, 2016.   
 
When CoventryCares of Kentucky migrates to the Aetna claim and encounter platforms in 
February, we anticipate a reduction in the number of threshold errors that occur on a weekly 
basis.  Work efforts will continue to resolve encounters that were rejected from the IDX 
platform.   
 
CoventryCares 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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