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Administrative Policy Statements are derived from literature based on and supported by clinical guidelines, nationally recognized
utilization and technology assessment guidelines, other medical management industry standards, and published MCO clinical
policy guidelines. Medically necessary services include, but are not limited to, those health care services or supplies that are
proper and necessary for the diagnosis or treatment of disease, illness, or injury and without which the patient can be expected
to suffer prolonged, increased, or new morbidity, impairment of function, dysfunction of a body organ or part, or significant pain
and discomfort. These services meet the standards of good medical practice in the local area, are the lowest cost alternative,
and are not provided mainly for the convenience of the member or provider. Medically necessary services also include those
services defined in any Evidence of Coverage or Certificate of Coverage documents, Medical Policy Statements, Provider
Manuals, Member Handbooks, and/or other plan policies and procedures.

Administrative Policy Statements do not ensure an authorization or payment of services. Please refer to the plan contract (often
referred to as the Evidence of Coverage or Certificate of Coverage) for the service(s) referenced in the Administrative Policy
Statement. Except as otherwise required by law, if there is a conflict between the Administrative Policy Statement and the plan
contract, then the plan contract will be the controlling document used to make the determination.

According to the rules of Mental Health Parity Addiction Equity Act (MHPAEA), coverage for the diagnosis and treatment of a
behavioral health disorder will not be subject to any limitations that are less favorable than the limitations that apply to medical
conditions as covered under this policy.
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A. Subject
Continuity of Care

B. Background
Continuity of care (COC) comprises a series of separate health care services so that
treatment remains coherent, unified over time, and consistent with a member’s health
care needs and preferences. To ensure that care is not disrupted, COC becomes a
bridge of coverage, allowing members to transition to CareSource’s provider network.
Newly enrolled members can continue to receive services by an out-of-network provider
when an established relationship exists with that provider, and/or the member will be
receiving services for which a prior authorization was received from another payer.
Existing members may also utilize COC when a participating provider or acute care
hospital terminates an agreement with CareSource. These interventions provided to
transitioning members work to promote safety and efficacy.

CareSource will deliver quality care that enables members to stay healthy, improve
health, manage chronic illnesses and/or disabilities and maintain/improve quality of life.
Quality care includes continuity and coordination of care across all care and services
settings and for transitions in care. Care coordination provides continuity while honoring
member experience and choice. CareSource complies with the Centers for Medicare
and Medicaid Service (CMS), the Ohio Administrative and Revised Codes (OAC and
ORC, respectively), and with transition of care requirements specified by the Ohio
Department of Medicaid (ODM).

C. Definitions

o Care Coordination — A strategy to deliberately organize and support members by
addressing needs to achieve better health outcomes.

e Comprehensive Assessment — An evaluation of medical, behavioral health (BH),
long-term services and supports (LTSS), and social needs with results used to
develop the person-centered care plan.

e Course of Treatment — A prescribed order of treatment for a specific individual with
a specific condition outlined and decided upon ahead of time between the member
and provider and may, but is not required to, be part of a treatment plan.

¢ Home and Community-Based Services (HCBS) Waiver — Waiver under Section
1915(c) of the Social Security Act that allows the state to cover home and community
services and provide programs designed to meet the unique needs of members with
disabilities who qualify for the level of care (LOC) provided in an institution but who,
with special services, may remain in homes and communities.

e Long-Term Services and Supports (LTSS) — Nursing facility care and a range of
HCBS and supports designed to meet a member’s needs as an alternative to long-
term nursing facility care.

e Network Provider — Any provider, group of providers, or entity with a network
contract with CareSource receiving Medicaid funds directly or indirectly to order,
refer, or render covered services as a result of ODM's agreement with CareSource.

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
the ADMINISTRATIVE Policy Statement Policy and is approved.
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Person-Centered Care Plan (PCCP) — An integrated, individualized plan developed
by the member and a trans-disciplinary care team addressing clinical and non-clinical
needs from an assessment, including goals, interventions, and expected outcomes.
Plan of Care (POC) — A medical treatment plan established, approved and signed
by the treating physician, not the same as the PCCP or PCSP.

Primary Care Provider (PCP) — A physician (MD or DO), a physician group
practice, an advanced practice registered nurse (APRN) (ORC § 4723.01), an APRN
group practice within an acceptable specialty, or a physician assistant (PA) who
provides services (OAC rule 5160-58-03.1). Acceptable PCP specialty types include
family/general practice, internal medicine, pediatrics, and obstetrics/gynecology.
Significant Change — A variation in the health, care or needs of a member that
warrants further evaluation to determine if changes to the type, amount or scope of
services are needed (ie, differences in health or caregiver status, residence, location
of service, lack of waiver services for 30 days).

Trans-Disciplinary Care Team (TDC Team) — A team comprised of the member,
the managed care team, other professionals, and informal supports chosen by the
member.

D. Policy

COC requests from members, providers or others on behalf of members will be

reviewed on a case-by-case basis. Upon notification of the need to continue

services, CareSource will allow a new member to receive services from network and

out of network providers when the member could suffer detriment to health or be at

risk for hospitalization or institutionalization in the absence of continued services.

Members are allowed to maintain current providers and service levels at enroliment

as described in section D.II. below. During the transition period, changes from an

existing provider may only occur when

A. A member requests a change.

B. The provider chooses to discontinue services to a member as currently allowed
by Medicaid or Medicare.

C. CareSource, CMS, or ODM identify provider performance issues that affect a
member’s health and welfare.

Coverage Requirements at Enroliment

A. CareSource will follow the transition requirements below, including the use of
network and out-of-network providers, for members coming from Medicaid (MCD)
Fee for service (FFS) and/or a MCD managed care organization (MCO) at the
time of a member’s enrollment in CareSource to ensure continuity of care.

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
the ADMINISTRATIVE Policy Statement Policy and is approved.
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Transition HCBS Waiver Non-HCBS Nursing Facility Members not
Requirements Members Members with & Assisted Living Identified for
LTSS Needs (HH Members LTSS
& PDN use)
Physician 180 Days 180 Days 180 Days 180 Days
DME Honor PAs when Honor PAs when Honor PAs when Honor PAs when

item has not been
delivered; Review
ongoing PAs for

medical necessity

item has not been
delivered; Review
ongoing PAs for

medical necessity

item has not been
delivered; Review
ongoing PAs for

medical necessity

item has not been
delivered; Review
ongoing PAs for

medical necessity

Scheduled surgeries

Honor specified
provider

Honor specified
provider

Honor specified
provider

Honor specified
provider

Chemotherapy/
radiation

Treatment started
before enroliment
will be authorized
through the course
of treatment with

Treatment started
before enrollment
will be authorized
through the course
of treatment with

Treatment started
before enrollment
will be authorized
through the course
of treatment with

Treatment started
before enroliment
will be authorized
through the course
of treatment with

Hematopoietic Stem
Cell Transplant

specified provider

specified provider

specified provider

the specified the specified the specified the specified
provider provider provider provider
Organ/Bone Marrow | Will honor Will honor Will honor Will honor

specified provider

Dialysis
Treatment

180 days with
same provider &
level of service;
PCCP documents
successful
transition planning
for new provider

180 days with
same provider &
level of service;
PCCP documents
successful
transition planning
for new provider

180 days with
same provider &
level of service;
PCCP documents
successful
transition planning
for new provider

180 days with
same provider &
level of service;
PCCP documents
successful
transition planning
for new provider

Vision & dental

Honor PA when
item has not been
delivered

Honor PA when
item has not been
delivered

Honor PA when
item has not been
delivered

Honor PA when
item has not been
delivered

Medicaid HH & PDN

Maintain service at
current level with
current providers
at current MCD
reimbursement
rates. Changes
may not occur
unless a significant
change (OAC rule
5160-45-01), a
desire to self-direct

Sustain existing
service for 90
days, then review
for medical
necessity after an
in-person
assessment that
includes provider
observation

For AL: Sustain
existing service for
90 days, then
review for medical
necessity after an
in-person
assessment that
includes provider
observation

N/A

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
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services or after

180 days
Assisted Living N/A N/A Maintain provider | N/A
Waiver Service at current MCD

rate
Medicaid Nursing Maintain provider
Facility Services at current MCD
rate

Waiver Services - Maintain service at | N/A N/A N/A
Direct or Personal current level with
Care, Waiver current providers
Nursing Home Care | at current MCD
Attendant, Choice reimbursement
Home Care rates. Changes
Attendant, Out of may not occur
Home Respite, unless a significant
Enhanced change (OAC rule
Community Living, 5160-45-01), a
Adult Day Health desire to self-direct
Services, Social services or after
Work, Counseling, 180 days
Independent
Living Assistance
Waiver Services — Maintain service at | N/A N/A N/A

all other

current level for
180 days and
existing provider at
existing rate for 90
days. Changes in
provider can only
occur after an in
home assessment
& transition plan
for a new provider

Medicaid
Community
Behavioral Health
Organizations
(Provider types
84 & 95)

Maintain current
provider, level of
services in the

BH POC at the
time of enroliment
for 180 days. MCD
rate applies during
transition.

Maintain current
provider, level of
services in the

BH POC at the
time of enroliment
for 180 days. MCD
rate applies during
transition.

Maintain current
provider, level of
services in the

BH POC at the
time of enroliment
for 180 days. MCD
rate applies during
transition.

Maintain current
provider, level of
services in the

BH POC at the
time of enroliment
for 180 days. MCD
rate applies during
transition.

Pregnancy-Related
Services

Allow out of
network provider if

Allow out of
network provider if

Allow out of
network provider if

Allow out of
network provider if

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
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member is in 3rd
trimester and/or
has established
relationship with
an OB and/or
delivery hospital

member is in 3rd
trimester and/or
has established
relationship with
an OB and/or
delivery hospital

member is in 3rd
trimester and/or
has established
relationship with
an OB and/or
delivery hospital

member is in 3rd
trimester and/or
has established
relationship with
an OB and/or
delivery hospital

Specialized
Recovery Services
(SRS)

N/A

Maintain service at
current level with
current providers
at current MCD
rates for 180 days
after initial
enrollment

N/A

Maintain service at
current level with
current providers
at current MCD
rates for 180 days
after initial
enrollment

OhioRise

N/A

Maintain current
provider and level
of services
received at
enrollment for 45
days for network &
out of network
providers at
OhioRISE

rates

N/A

Maintain current
provider and level
of services
received at
enrollment for 45
days for network &
out of network
providers at
OhioRISE

rates

B. Prior Authorizations (PA)

If the member has a FFS or MCO PA approved prior to transition to CareSource:

1.

2.

C. Members with BH Needs

PAs will be honored through expiration, regardless of whether the

authorized or treating provider is in network or out of network.
A medical necessity review for previously authorized services will be
conducted if the member's needs change to warrant a change in service. A

decision will be rendered pursuant to OAC rule 5160-26-03.1.

The member will be assisted in accessing services through a network
provider when any of the following occur:
a. The condition stabilizes and no interruption to services can be ensured.
b. The member chooses to change to a network provider.
c. Quality concerns are identified with the previously authorized provider.
For new members previously on MCD FFS, if admitted prior to the effective
date of enroliment, remaining an inpatient on the effective date of enroliment,
the hospital/inpatient facility and treating providers will be notified of
CareSource’s responsibility for the professional charges effective on the date
of enroliment. CareSource will work to ensure that discharge planning
provides continuity of care.

When a member is linked to a BH care coordination entity or other BH agency or
specialist, CareSource will include the BH care coordination entity or other BH

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
the ADMINISTRATIVE Policy Statement Policy and is approved.
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agency/specialist in transition of care planning. For members with BH needs

transitioning from FFS, MCO, OhioRise or another MyCare Ohio Plan (MCOP),

CareSource will

1. Employ specific strategies to identify BH risk (ie, risk for emergency
department (ED) visits, BH crisis, inpatient admission) and share/coordinate
with the BH care coordination entities or other BH agencies/ specialists
where/when appropriate.

2. Identify members with unmet BH needs and risk of progressing BH needs in
transitions and as part of a larger population health strategy.

3. Provide evidence of effective strategies and outcomes related to BH ED
visits, inpatient admissions, and BH crisis crucial or high-risk periods,
particularly 24 hours post discharge.

D. Members Enrolled in Specialized Recovery Services (SRS)

In coordination with any entity providing authorized services related to SRS,

CareSource will manage transitions between FFS, MCOs, or other MCOPs to

prevent unplanned or unnecessary disruption of SRS services and

1. ldentify members through the monitoring of the 834 files with upcoming
eligibility changes which may warrant future transitions.

2. Identify members requesting change in an SRS agency.

3. Develop a method for collecting and sharing a minimum data set with the
SRS agency, including, but not limited to
a. the most recent ODM-approved SRS assessment
b. member notes associated with the activities and member contacts
c. current authorizations under the SRS
d. copy of the SRS service plan
e. access to incidents as applicable related to the SRS member

4. Upon confirmation that MyCare Ohio eligibility will be lost and the member
will transition to FFS, ensure that ODM receives the information in item 3 by
submitting information to CareManagement@medicaid.ohio.gov.

5. Pay for SRS at agreed upon transition conditions. After a transition period
concludes, SRS may be reviewed for medical necessity in accordance with
42 C.F.R. § 438.210.

E. Members Transitioning from the OhioRISE Plan

The Care Coordination Portal will be used to facilitate the exchange of member-

specific data. Caresource will contact the OhioRISE Plan and primary care

coordination staff to engage OhioRISE in pre-enroliment planning.

1. Care Coordination Assignment
Upon notification from ODM that an individual enrolled in OhioRISE will be
transitioning to enrollment with CareSource, Caresource will assign a care
coordinator to lead coordination of the transition of BH care.

a. Members disenrolling from OhioRISE will have an assigned care
coordinator for at least 90 calendar days.

b. CareSource will ensure that OhioRISE provides member information as
required by ODM.

2. Continuation of Services

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
the ADMINISTRATIVE Policy Statement Policy and is approved.
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Upon notification from OhioRISE, CareSource will develop a transition of care

plan for services the member was receiving that will be transitioning and will

a. Honor any PAs, as applicable based on covered services, approved prior
to the member's transition through the expiration of the PA, regardless of
whether the authorized or treating provider is in or out-of-network.

b. Conduct a medical necessity review for previously authorized services if
the member's needs change to warrant a change in service, and render
an authorization decision pursuant to OAC rule 5160-26-03.1.

c. Assist the member to access services through a network provider when
01. Member condition stabilizes. No interruption to services is ensured.
02. The member chooses to change to a network provider.

03. Quality concerns are identified with the previously authorized provider.

d. CareSource will honor any inpatient hospital PA approved by the
OhioRISE plan for dual benefit members when the primary diagnosis on
the PA request initially indicated the OhioRISE plan would be responsible
for the claim and changes in care delivery result in the All Patient Refined
Diagnosis Related Group becoming the responsibility of CareSource per
the OhioRISE Mixed Services protocol and may not require an additional
PA request from the provider, regardless of whether the authorized or
treating provider is in or out-of-network with CareSource.

e. The following services will be provided regardless of prior authorization/
pre-certification or the network status of the treating provider:

01. Upon notification from a member and/or provider of a need to
continue services, a new member can continue services when
detriment to health or risk for hospitalization or institutionalization in
the absence of continued services may result.

02. Members receiving BH services may continue services with out-of-
network providers, as applicable based on covered services, if the
provider is an ODM-enrolled provider, even if the services were prior
authorized by the OhioRISE plan according to the chart above.
CareSource will transition services to a network provider and
(1). work with any out of network provider to add the provider to the

network
(2). implement single case agreements with out of network providers
(3). assist members in finding and transitioning service delivery to
another provider without disruptions in services
F. Members Changing MCOP
Upon initial implementation of the Next Generation MyCare Ohio program, when
existing MyCare members are transitioned to CareSource, CareSource will
1) maintain existing services and providers, including any services authorized
and documented in the PCCP, including the waiver service plan, as applicable, in
the same scope and duration as authorized by the previous or legacy MCOP for
at least 90 days from initial enrollment; and 2) prior to modifying an existing
authorization, complete a comprehensive assessment and a medical necessity
review.

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
the ADMINISTRATIVE Policy Statement Policy and is approved.



4

4 Continuity of Care-MyCare Ohio FIDE-AD-1554
CareSource Effective Date: 01/01/2026
1. When ODM notifies CareSource of a member changing to a different MCOP,

CareSource will share, at a minimum, member information, the current
assessment, ODM-approved comprehensive risk assessment and care plan,
including the PCCP, within 5 business days of notification of the pending
change.

Upon notification from a member and/or provider of a need to continue
services, the member transitioning from another MCOP can continue to
receive services from network and out-of-network providers when detriment
to health or risk for hospitalization or institutionalization in the absence of
continued services is a risk.

The disenrolling MCOP’s PAs for new members will be honored (for network
and out of network providers as specified by ODM) until a comprehensive
assessment and medical necessity review is conducted by CareSource.
Upon notification from ODM that a member will be switching to CareSource,
the disenrolling MCOP must provide specific information related to the
member as specified by ODM. CareSource may prior authorize services or
assist the member to access services through a network provider when

a. The member’s condition stabilizes. No interruption to services is ensured.
b. The member chooses to change to a network provider.

c. The member’s needs change to warrant a change in service.

d. Quality concerns are identified with the provider.

G. Members Disenrolling to MCD FFS
When notified by ODM or another source (eg, waiver service coordinator,
member, provider) that a member will return to FFS, CareSource will

1.

2.

3.

4.

Assist the member and coordinate with the TDC team and providers to
arrange for services.

Ensure that the member’s PCP is aware of ending care coordination services
and assist with linkages for continuity of care.

Coordinate with ODM for continued authorization of HHS and/or PDN, as
applicable.

Supply requested documentation for disenrolled members to FFS providers
within 5 business days of the request.

H. Transitioning of Members Receiving HCBS Waiver Losing MyCare Ohio Eligibility
As soon as CareSource is notified by ODM or another source (eg, waiver service
coordinator, member, provider) that a member receiving HCBS Waiver may be
terminated due to loss of MyCare Ohio eligibility, CareSource will identify the
reason and timely assist the member, as appropriate, with maintenance of
eligibility.

1.

2.

Upon confirmation that eligibility will be terminated and during the last month
of active membership, the appropriate local AAA will be instructed to end the
HCBS Waiver span in alignment with enroliment termination, and facilitate, as
appropriate, referrals to programs (eg, other Medicaid HCBS waivers) and/or
community resources to assist with continuation of LTSS.

The member and all current providers will be notified of the termination from
MyCare Ohio, and as applicable, of any referral made to other MCD HCBS

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
the ADMINISTRATIVE Policy Statement Policy and is approved.
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waivers, which will be completed prior to the end of the month of termination
or as soon as possible thereafter.

If the member is found eligible for a MCD HCBS waiver program, CareSource
will provide the MyCare Ohio service plan and any identified service issues or
follow-up necessary to successfully transfer care to the Waiver case
management agency.

I.  Pending Members Prior to Membership Effective Dates
If a pending member (ie, eligible individual subsequent to CareSource selection
or assignment but prior to a membership effective date) contacts CareSource,
CareSource will provide any information regarding membership requested,
including how to access services and determining whether current services
require medical necessity review.

1.

2.

Care coordination (eg, primary care provider [PCP] selection, prescheduled
services, transition of care) information provided by the pending member will
be logged in CareSource’s system and forwarded to appropriate staff for
processing as required.

Any information provided on the Consumer Contact Record or data provided
by ODM will be confirmed by CareSource upon member contact. Such
communication does not constitute confirmation of membership. Upon receipt
of the Consumer Contact Record or the HIPAA 834, CareSource will contact
a pending member to confirm information, assist with care coordination and
transition of care and answer any membership questions.

lll. Provider Network Changes
When notified by ODM or otherwise of a current or planned loss of a provider
delivering ongoing services to members, any members served by that provider will
be immediately identified and ensured that all health, safety, and welfare needs will
be met, including selection of a new provider as expeditiously as possible and
ensuring that documentation in the clinical record reflects member choice of network
providers. CareSource will comply with all provider and member notification
requirements found in OAC 5160-26-05.

IV. Documentation
A. The provision of transition of services will be documented as follows:

1.

Confirmation from out of network provider(s) will be sought that the provider
agrees to provide the service and accepts the MCD FFS or a negotiated rate
as payment.

a. If the provider agrees, materials will be distributed as specified in any
agreements with ODM.

b. If the provider does not agree, the member will be notified and assisted
with locating another provider as expeditiously as the member's health
condition warrants.

If the service will be provided by a network provider, that provider and

member will be notified to confirm CareSource’s responsibility to cover the

service.

The ADMINISTRATIVE Policy Statement detailed above has received due consideration as defined in
the ADMINISTRATIVE Policy Statement Policy and is approved.
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3. ODM-specified model language will be used for the provider and member
notices and documentation of all member and/or provider contacts relating to
such services will be maintained.

B. Data Files

If applicable in order to assist members with transition and continuity of care,

CareSource will create data files to share with each receiving ODM designee.

Data will be provided in a consistent format specified by ODM and may include

information on the following:

1. care management

2. prior authorizations or medical necessity reviews

3. inpatient facility stays

4. PCP assignments

5. pregnant members.

The timeline for providing these files will be at the discretion of ODM. The

terminating MCOP will be responsible for all costs associated with data sharing

and for ensuring the accuracy and data quality of the files.

E. Conditions of Coverage
Historical claims data provided by the State of Ohio may be reviewed to identify
providers utilized by members.

F. Related Policies/Rules

NA

G. Review/Revision History
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