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PCCM Summary for article:
Washington has had statutes and administrative rules governing Primary Care Case Management (PCCM)
since 2001. " A PCCM contract with HCA enables a Tribal clinic to actively coordinate patient care and act as
a medical home for a per member per month payment, while continuing to bill Medicaid at the published all-
inclusive outpatient encounter rate.

2026 PCCM PMPM rate: Washington State Health Care Authority (HCA) utilizes specialized, tiered
PMPM rates for intensive care coordination depending on the specific program
PCCM Entities (PCCMe): Programs administered by Tribal and Indian health care
providers utilize the standard $6.00 PMPM to actively arrange and manage care for each

enrolled client on their case management roster.

PCCM Establishment and Documentation

All [HCP PCCM arrangements rest on a shared federal foundation under 42 CFR Part 438. Steps needed to
establish an IHCP as a PCCM:

e PCCM contract with the state — an executed agreement specifying case management obligations.

e Proof of IHS/Tribal/Urban Indian Organization status — documentation establishing the entity as an
IHS facility, Tribal 638 contractor, or Urban Indian Health Program (UIHP).

e Medicaid provider enrollment in the state Medicaid system with an active provider number.

e Al/AN member eligibility verification — confirmation that enrolled members are American
Indian/Alaska Native as defined under 25 U.S.C. §1603(13), §1603(28), or §1679(a).

e Care coordination records showing location, coordination, and monitoring of primary health care
services per the PCCM definition.

e 24/7 access to care documentation — evidence that emergency care guidance is available around
the clock.

How the PMPM Payment Works in Washington

HCA pays PCCM providers a monthly case management fee according to contracted terms and conditions, and
also pays PCCM providers for health care services under the fee-for-service health care delivery system. This
means the PMPM is paid on top of the IHS encounter rate — but the two cannot be double-billed for the same
activity. The following is an IHCP billing workflow example based on 200 PCCM enrollees:

End of Month

6. Calculate PMPM billing (full vs. prorated
4. Log all care coordination: referrals, care members)

1. Pull ProviderOne roster > confirm 200
. plans, outreach . X o .
members active i 7. Submit to ProviderOne within HCA's timely
id- n : filing window
2 e anycriril::lenn:ct))l[lr;hei?srollments or Population Health platform?, CM database?, . X -
Spreadsheet? 8. Reconcile remittance advice; log any
3. Verify Al/AN attestation on file for any new recoupments

enrollees 5. Maintain 24/7 access-to-care coverage . :
documentation 9. File completed mon'Fhly record for audit
eltention

Month Start: During the Month:

1 Source: PCCM is primarily anchored in the Revised Code of Washington (RCW 41.05) and the Washington Administrative Code (WAC 182-538). These
regulations integrate government-to-government commitments between the state and Washington's 29 federally recognized tribes. In 2001 Washington officially
codified the technical definitions and program rules for PCCM into the Washington State Register (WSR 01-20-113). This text established the criteria for providers
to contract directly with the state to arrange, coordinate, and receive monthly fees for managing patient care.
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PRIMARY CARE CASE MANAGEMENT
FOR INDIAN HEALTH CARE PROVIDERS

Overview of the PCCM Model

Primary Care Case Management (PCCM) is a Medicaid-based managed care delivery system where
a designated primary care provider (PCP) is responsible for coordinating and approving the care of
enrolled Medicaid beneficiaries. In Washington, Indian Health Care Providers are eligible to establish
and bill for PCCM services to eligible Medicaid enrollees. States typically contract directly with
PCPs, who receive a small monthly per-member per month (PMPM) case management fee in addition
to fee-for-service reimbursement for clinical services rendered. Unlike commercial Health Maintenance
Organizations (HMOs), PCCM does not involve capitated managed care plans or require PCPs to
assume financial risk for the care they authorize.

Background: Congress created the enabling authority for PCCM in 1981 under the Omnibus Budget
Reconciliation Act, and states began implementing programs in the mid-1980s. The model grew
steadily through the 1990s as states sought to improve beneficiary access to primary care, promote
the use of a “Medical Home” and reduce costly, avoidable emergency department utilization. Today,
PCCM and its enhanced variant—the PCCM Entity (PCCMe)—remain active delivery system options
across the country, particularly in rural and frontier areas where commercial managed care plans are
not viable.

Under PCCM, the PCP's core responsibilities include:

1. Providing or coordinating primary care services,
2. approving referrals to specialty and hospital-based care, and
3. serving as the beneficiary's medical home.

States retain flexibility in how they structure their programs, including network management, quality
improvement, data analytics, disease management, and performance incentives (value-added care).
Some states, such as Washington, administer all PCCM program functions for Indian Health Care
Providers in-house; others contract with third-party entities for specific functions.

PCCM Entities (PCCMe)

A PCCM Entity is an enhanced model in which a non-risk-bearing organization—rather than an
individual provider—takes on 1) network management, 2) care coordination, and 3) quality
improvement functions on behalf of enrolled beneficiaries.

Network * HEI Health Exchange?
WCLUEU  « Native Hub?

* Maternal/Infant
Health

* Chronic Disease

* Referrals

* Care Plans

Care

Coordination

*HEDIS, UDS,
GPRA, DM Audit
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PCCMes contract with the state Medicaid agency and subcontract with primary care providers in their
network. They may offer technical assistance, data reporting, care management staffing, and social
services coordination to participating practices. Federal regulations explicitly consider the creation
and operation of Tribe-, IHS-, or Urban Indian Organization-controlled PCCMes. These entities allow
Tribal and Indian health programs to operate as Indian Managed Care Entities (IMCEs) while
remaining outside the financial risk structures of full managed care.

Washington State: PCCMe for Indian Health Care Providers

Washington State has taken steps to create a dedicated PCCM Entity pathway for IHCPs as part of
its Apple Health (Medicaid) program. The Washington State Health Care Authority (HCA) developed
State Plan Amendment (SPA) 21-0037 specifically to provide IHCPs the option to participate in and
administer a PCCMe program—giving IHCPs a direct role in managing care coordination for enrolled
Apple Health members.

State Plan Amendment 21-0037

The HCA conducted Tribal consultation on SPA 21-0037. The amendment establishes the authority for
IHCPs—including IHS facilities, Tribal health programs, and Urban Indian Organizations—to elect to
participate as PCCM Entities rather than solely as fee-for-service providers within the managed care
environment. This structure allows IHCPs to take on care coordination and case management functions
while retaining the protections and flexibilities afforded to Indian-controlled entities under 42 C.F.R. §
438.14.

Care Coordination and the
PCCMe Model in
Washington

Under the PCCMe model, an
IHCP-controlled entity can
employ care managers, provide
health education, coordinate

Washington PCCM: WA Health Care Authority
Tribal Health Billing Guide
Primary Care Case Management (PCCM). PCCM is a case
management program, not an insurance plan. If a client has chosen
services with a PCCM, this information will be displayed on the benefit
inquiry screen in ProviderOne. These clients must obtain or be referred
for services via one of the health care professionals in the client's PCCM

referrals, support chronic
disease management, and
integrate social services
coordination—functions that are
especially valuable in
Washington's rural and
reservation communities where
IHCPs often serve as the primary
or sole health care resource.

2026 PCCM PMPM rate:
Woashington State Health
Care Authority (HCA)
utilizes specialized,
tiered PMPM rates for
intensive care

coordination depending
on the specific
program: [1, 2]

clinic. The PCCM provider is responsible for coordination of care, just as
the Primary Care Provider (PCP) would be in a managed care plan.
Clients do not need a referral from a PCCM to be able to receive
emergency or women's health care services.

The PCCM contract was developed as an alternate resource for
federally recognized Tribal members who are eligible for Medicaid
Managed Care and for care at Direct IHS Clinics, Tribal 638 Clinics, or
Tribal FQHCs. This contract is available to Tribes interested in providing
case management services to federally-recognized Tribal members
eligible for managed care. The contract allows one clinic to bill the
encounter rate for treatment services to a Medicaid-eligible client and
be paid for case management services for that same client.

Tribes may participate in PCCM or Medicaid Administrative Claiming
(MAC). To avoid duplication of services and payment, tribes must participate
in only one of these two programs.

Note: You may not receive payment if the client is enrolled with a
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e PCCM Entities (PCCMe): Programs administered by Tribal and Indian health care
providers utilize the standard $6.00 PMPM to actively arrange and manage care.
o Concurrent Billing: Participating Direct IHS clinics, Tribal 638 clinics, or Tribal
FQHCs are permitted to bill their full encounter rate for standard medical
treatment services, while simultaneously receiving the $6.00 PMPM capitated
management fee for each enrolled client on their case management roster.
As a comparison, the following HCA programs also use the PMPM payment model:
e Community Hub Case Management: Often calculated around $2.68 PMPM for
regional care coordination hubs.
e Health Home Program: Uses higher, service-tier specific PMPM rates ~$172.61 per
participant per month for intensive care coordination).

PCCM Establishment and Documentation
All IHCP PCCM arrangements rest on a shared federal foundation under 42 CFR Part 438:

e PCCM contract with the state — an executed agreement specifying case management
obligations.

e Proof of IHS/Tribal/Urban Indian Organization status — documentation establishing the
entity as an IHS facility, Tribal 638 contractor, or Urban Indian Health Program (UIHP).

e Medicaid provider enrollment in the state Medicaid system with an active provider number.

e Al/AN member eligibility verification — confirmation that enrolled members are American
Indian/Alaska Native as defined under 25 U.S.C. §1603(13), §1603(28), or §1679(a).

e Care coordination records showing location, coordination, and monitoring of primary health
care services per the PCCM definition.

e 24/7 access to care documentation — evidence that emergency care guidance is available
around the clock.

Per-member documentation examples:

Activity H Required Record H Practical Example
. . "03/14/25 — Referred Mary Swiftwind to
Referr.al . Referrol log W.”h date, receiving Dr. Kim (cardiology) at Providence; confirmed
coordination provider, service type appt 03/22/25"
Active care plan in the medical Annual care plan updated for each enrolled
Care plan
record member

24/7 access to On-call provider log showing coverage for all

Policy + after-hours call log

care 200 members
Member Contact notes for "04/02/25 — Left voicemail for #112
outreach unreachable /high-risk members  ||(Thomas Begay) re: missed diabetes f/u"

Emergency care |Documentation that member was

. Health education note in patient record
guidance counseled on ED vs. urgent care
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How the PMPM Payment Works in Washington

HCA pays PCCM providers a monthly case management fee according to contracted terms and
conditions, and also pays PCCM providers for health care services under the fee-for-service health
care delivery system. This means the PMPM is paid on top of the IHS encounter rate — but the two
cannot be double-billed for the same activity. The following is an IHCP billing workflow example
based on 200 PCCM enrollees:

End of Month

Month Start:

1. Pull ProviderOne roster > confirm 200
members active

During the Month:
6. Calculate PMPM billing (full vs. prorated

4. Log all care coordination: referrals, care plans, members)

outreach
7. Submit to ProviderOne within HCA's timely

In EHR? filing window
Population Health platform?, CM database?,
Spreadsheet?

2. Flag any mid-month enrollments or
disenrollments 8. Reconcile remittance advice; log any

recoupments

3. Verify AlI/AN attestation on file for any new
enrollees

5. Maintain 24/7 access-to-care coverage

documentation 9. File completed monthly record for audit

retention

Significance and Outlook

Washington's IHCP PCCMe pathway reflects a broader national trend toward Tribal self-
determination in health care delivery. The model aligns with CMS guidance encouraging states to
support Indian Managed Care Entity (IMCE) development and is consistent with the federal trust
responsibility to provide comprehensive, accessible health services to Al/AN communities.

Sources: 42 C.F.R. § 438.14; Washington HCA SPA 21-0037 Tribal Consultation; CMS All-Tribes Call (Oct. 2016);
NASHP PCCM Analysis (2025); CCF Medicaid Managed Care Report (2025).
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PCCMe Overviews from Other States

North Carolina and Oregon are the only two states with formal IMCE/PCCMe state plan
amendments, while Arizona has a distinct but closely related PCCM model (AIMH) for IHCPs.

North Carolina — EBCI Tribal Option

In 2021, the Eastern Band of Cherokee Indians (EBCl) became the first Native nation in the country to
launch its own Medicaid managed care entity, through North Carolina's primary care case
management program: the EBCI Tribal Option. It is housed in and operated by the Cherokee Indian
Hospital Authority (CIHA), the EBCl's health system, which the Tribe has run since taking over
governance from the federal government in 2002 under the Indian Self-Determination and Education
Assistance Act. ches

As a PCCMe, EBCI Tribal Option is paid a risk-adjusted per member per month rate from the state to
provide care management to its members; it does not take on financial risk or manage claims. Any
Medicaid member in North Carolina who is eligible for care through IHS can enroll — not just EBCI
members. Eligible people are auto-enrolled with the option to opt out, rather than having to
affirmatively choose in.

The care management services outlined in the state plan amendment include case management
activities such as telephonic and face-to-face case management, development of member-driven care
plans, and coordination with specialists, as well as quality improvement activities including review of
provider claims and support for practice improvement. Value-added service for members include
enrollment in Cherokee language classes, breast pumps or gift card incentives for prenatal
appointments, nutrition and cooking classes, tfransportation support, and shoes for youth to participate
in sports. As part of the North Carolina Medicaid Transformation 1115 waiver, North participation in
EBCI allows members to be eligible for Medicaid resources to address health-related social needs
such as food insecurity. As of early 2026, EBCI Tribal Option has enrolled 78 percent (5,100 of
6,500) of eligible people. Primary care practices participating in EBCI Tribal Option must be:

1. certified as an Advanced Medical Home

2. provide 24 /7 telephonic nurse triage,

3. must meet performance targets on HEDIS metrics including Childhood Immunizations
(Combination 10), Glycemic Status Assessment for Patients with Diabetes, and Controlling High
Blood Pressure.

Oklahoma

In Oklahoma, IHCPs function as PCPs within the PCCM /managed care framework rather than as
PCCMe operators themselves. The state has not pursued a standalone tribal-controlled PCCMe
contract structure. Oklahoma used its long-established SoonerCare PCCM infrastructure to integrate
IHCPs as primary care providers, and then shifted toward a broader managed care model
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(SoonerSelect) in 2024 that preserves IHCP access protections but stops short of tribal-controlled
PCCMe administration.

Oklahoma did not implement a discrete tribal-controlled PCCMe under 42 C.F.R. § 438.14. Instead,
in April 2024, Oklahoma launched SoonerSelect, a new managed care program. Eligible Al/AN
members have the option to opt into enrollment — they are not required to do so. If an Al/AN
member chooses not to opt in to SoonerSelect, they will remain on SoonerCare and will not lose Indian
Health SoonerCare coverage. Al/AN members on a SoonerSelect health plan can still see Indian
Health Care Providers even if their provider is not in the plan's provider directory. SoonerSelect plans
also offer extra benefits for Al/AN members, including cover the cost of traditional healing or
ceremonial practices.

Oregon

Oregon built a formal IMCE/PCCMe program from the ground up in 2022 — giving both Tribes and
Urban Indian Organizations a direct contractual role as PCCM operators with per member per month
(PMPM) funding. In early 2022, the Oregon Health Authority filed a temporary administrative order
specifically to govern operation of the Indian Managed Care Entity (IMCE) program, stating that
these rules were needed to fulfill a request from tribal partners to establish and operate the first
Indian Managed Care Entity program in the United States. Oregon Health Authority

Oregon's rules define an IMCE as a managed care entity controlled by IHS, a Tribe, Tribal
Organization, Urban Indian Organization, or a consortium thereof. The IMCE provides PCCM services
including

intensive telephonic or face-to-face case management,

development of enrollee care plans,

enrollee outreach and education,

operation of a customer service call center,

quality improvement activities, and

coordination with behavioral health and long-term services and supports systems.

cuhwbd-

An IMCE receives a per member per month (PMPM) payment calculated by the Oregon Health
Authority in accordance with the contract, prorated for members enrolled less than a full month.
Oregon Health Authority

Oregon also created distinct enrollment pathways for Tribal vs. Urban Indian IMCEs. A Tribal IMCE
may enroll eligible AI/AN members who reside within the Tribe's purchased and referred care service
delivery area (PRCDA), are enrolled in OHP, and are not currently enrolled with another IMCE or
Coordinated Care Organization (CCO). The Tribal IMCE has discretion to decide which eligible
individuals to enroll and how many to enroll. Urban Indian IMCEs periodically provide OHA with a list
of eligible individuals to within the service area.

Oregon has CMS approval and has established processes to cover traditional health care practices

provided by IHS facilities, Tribal facilities, and Urban Indian Organizations through its Medicaid
program.

PCCMe Overview, pg.7


https://www.oregon.gov/oha/HSD/OHP/Policies/146-5000-030122.pdf
https://www.oregon.gov/oha/HSD/OHP/Policies/146-5000-030122.pdf

Primary Care Case Management for Indian Health Care Providers — AIHC newsletter

Arizona - American Indian Medical Home (AIMH)

The American Indian Medical Home (AIMH) program was developed as a partnership between
AHCCCS and Tribal leaders. Implemented through a 2017 state plan amendment, the AIMH program
serves Al/AN members enrolled in AHCCCS's American Indian Health Program (AIHP), Arizona's fee-
for-service Medicaid program for Al/AN people. The AIMH program was implemented under
federal Medicaid managed care authority as a PCCM program, with IHCPs that choose to
participate supported and incentivized to deliver additional case management and care coordination
services.

The AIMH also uses a tiered structure. Tiers three and four in the AIMH program include incentives
that require bidirectional participation in the state's Health Information Exchange, with higher-tier
facilities receiving a 2.5 percent increase over the standard Medicaid reimbursement rate.

The levels of case management described in PCCM contract language are:

1. American Indian Medical Home: This first level of AIMH would provide primary care case
management services as well as 24 hour telephonic access to the care team.

2. American Indian Medical Home, with diabetes education: The second level of AIMH would
provide all of the services described in the first level as well as diabetes education. This level
will require an AIMH to have a diabetes education accreditation through a recognized
accreditation agency. The state will not prescribe to AIMH entities what must be included in
these educational programs.

3. American Indian Medical Home, and participates in the state Health Information Exchange:
The third level of AIMH includes all the services described in the first level as well as
participation in the state Health Information Exchange.

4. American Indian Medical Home, with diabetes education, and participates in the state Health
Information Exchange: The fourth level of AIMH will provide all services described in the first
three levels.

The AIMH program was described as the first of its kind in the nation, brought about through a robust
partnership between AHCCCS and Tribal leadership. IHS and Tribal 638 facilities may choose
whether or not to participate. To receive the per member per month rate, facilities must submit
evidence of meeting medical home criteria initially and annually thereafter.

The Arizona efforts are considered to improve cost savings through prevention of hospital
readmissions and improved management of non-emergent emergency department use. Arizona has
also separately received CMS approval to cover traditional healing services.

Montana — Tribal Health Improvement Program (T-HIP)

Montana is the only state that operates a tribal-exclusive, three-tier PCCMe through a formal Medicaid
program authority separate from any managed care organization.

Origins and legal authority. Montana's DPHHS began developing the T-HIP concept in 2013, prompted by
Tribal requests to incorporate culture and traditional healing into health services. In 2024, DPHHS proposed to
move T-HIP's authority from the 1915(b) waiver to a 1932(a) State Plan Amendment that would have long-
term approval.
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What T-HIP is. T-HIP is a three-tier PCCMe program. All three tiers focus on high-risk, high-cost members
identified by the Department.

1. Tier 1: Case management services — which meet the 42 C.F.R. § 438.2 definition of locating,
coordinating, and monitoring primary health care services — seek to improve the health of
members with chronic illnesses or at risk of developing serious health conditions through
intensive care coordination.

a. intensive telephonic and

face-to-face case management,

development of enrollee Wellness Plans,

outreach and education activities, and

o 00T

quality improvement activities.

2. Tier 2 requires serving a minimum of 25% of the high-risk /high-cost members identified by
DPHHS. To advance to Tier 2, a T-HIP must demonstrate Tier 1 compliance, have 40% or more
of required members active, maintain 100% completion of Wellness Plans for active
members, demonstrate accurate on-time monthly reporting, and achieve 25% completion of
six-month surveys for active members.

3. Tier 3 requires serving a minimum of 40% of high-risk /high-cost members and meeting
heightened Tier 2 thresholds.

Eligible providers and members. Federally recognized Tribes in Montana that meet provider requirements
are the only eligible entities to participate in and administer T-HIP. To qualify, a Tribe must be federally
recognized, have a 638 agreement (contract or compact) with IHS that contains a scope of service for T-HIP,

provide proof of the 638 agreement, execute a Task Order with the State, and maintain oversight and
responsibility for operating T-HIP. Eligible members must be enrolled in Medicaid, be Al/AN and IHS-eligible,

live within the exterior reservation boundaries, and not have opted out of T-HIP.

The maximum caseload is 150 attributed members per Care Coordinator, and Care Coordination staff must
complete chronic care certification courses. As of November 2024, Montana is developing clear distinctions
between the care coordination and care management services in T-HIP versus the new PCMT program to avoid

duplication, and is actively engaging 1/T/Us to ensure their perspectives are incorporated.

Minnesota

North Dakota
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CC

ders — PMPM Tiers & Rates by State

Per Member Per Month payment tiers, amounts, and tier-specific service requirements. Source: AHCCCS (AZ 2024); CHCS/NCDHHS (NC, 2025); OAR 410-146-

5000 (OR, 2022); WAC 182-538-068 (WA).

EBCI Tribal Option (PCCMe)
NCDHHS / SPA launched July
2021

American Indian Medical Home
(AIMH)
AHCCCS / SPA 2017

Indian Managed Care Entity
(IMCE) PCCMe

OHA / OAR 410-146-5000
(March 2022)

Washington

Montana

PCCMe for IHCPs — Apple
Health
WA HCA / SPA 22-0006

Minnesota
North Dakota

Tier 1 % $18.17
Tier 2 v $20.90
Tier 3 « $26.96
Tier 4 « $31.18
Single Tier Risk-adjusted
(Risk-Adjusted) PMPM
(not publicly
disclosed)
Single Tier Contract-
(Contract- determined PMPM
Determined) (no published
amount)
Not Yet Tiered  Not yet publicly

Publicly disclosed
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PMPM Amount Tier Description

PCCM services + 24-hour telephonic access to care team

Notes: 2024 rates; 100% FFP; prospective only; prorated
for partial months; annual renewal each October

Tier 1 + accredited diabetes education program

Tier 1 + bidirectional participation in state Health
Information Exchange (HIE)

Tier 2 + bidirectional HIE participation (diabetes education
AND HIE combined)

Risk-adjusted rate paid to CIHAJEBCI Tribal Option for
care management of all envolled members. Rate varies by
member risk score. State assumptions for comparable
PCCMe programs average $10.17-$13.65 PMPM
(SFY2024).

Notes: Specific dollar amount not publicly disclosed;
payments monthly; prorated for partial months

PMPM calculated by the Oregon Health Authority (OHA)
per individual IMCE contract. Separate rates for Tribal
IMCEs vs. Urban Indian Organization IMCEs.

Notes: No published dollar amounts; OAR 410-146-5000
authorizes overpayment recoupment for disenroliment or
nebgibdity

SPA 22-0006 authorizes a new PCCMe program for AIVAN
Apple Health beneficianies. WAC 182-538-068 authornzes

a case management rate ‘accepted by the agency.’
Specific tier structure and PMPM rates not published.

Notes: Program implementation in progress as of 2025;
PMPM to be determined through HCA contracting
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Federal Framework: IHCPs and Medicaid Managed Care

The Al/AN-specific (IHS beneficiary) provisions for PCCM and managed care fall under 42 C.F.R. §
438.14, with additional language found in Children's Health Insurance Program (CHIP) under 42
C.F.R. § 457.1209.

An Indian Managed Care Entity (IMCE) is any MCO, PIHP, PAHP, PCCM, or PCCM Entity that is
controlled by the IHS, a Tribe, Tribal Organization, Urban Indian Organization, or a consortium of
these entities. An IHCP-administered PCCMe thus qualifies as an IMCE, giving tribes and Indian health
programs a governance-level role within the Medicaid delivery system.

National IHCP Requirements Under § 438.14

All states administering PCCM or managed care arrangements that enroll American Indians and
Alaska Natives (Al/ANs) must comply with the following baseline requirements:

* Network inclusion and provider choice: Any IHS Beneficiary enrollee in a non-Indian managed
care plan or PCCM who is eligible to receive services from a network IHCP must be permitted
to designate that IHCP as their PCP, provided the provider has the capacity to accept the
enrollee.

e Out-of-network IHCP access: Enrollees must be able to obtain covered services from out-of-
network IHCPs if they are otherwise eligible, even if the IHCP is not a participating provider.

* IHCP referral rights: Out-of-network IHCPs must be permitted to refer Indian enrollees to in-
network providers, and those referrals must be honored without additional prior authorization
barriers.

+ Disenrollment for good cause: If timely access to IHCPs cannot be guaranteed, Al/AN
enrollees may disenroll from the managed care plan for good cause and transition to fee-for-
service Medicaid.

* Adequate IHCP network sufficiency: Every MCO, PIHP, PAHP, and PCCM Entity must
demonstrate sufficient IHCP participation in its network to ensure timely access to services for
Al/AN enrollees.

Payment Requirements for IHCPs

Federal rules establish specific payment floors protecting IHCPs regardless of network participation
status. When an IHCP is enrolled in Medicaid as a Federally Qualified Health Center (FQHC) but not
a participating provider of the plan or PCCM entity, the plan must pay an amount equal to what it
would pay to a network FQHC, with the state responsible for any supplemental wraparound
payments. When an IHCP is not enrolled as an FQHGC, it retains the right to receive its applicable IHS
encounter rate as published annually in the Federal Register, regardless of network participation
status. All payments to IHCPs must also comply with the timeliness standards applicable to
practitioners in individual or group practices.

State Tribal Consultation Requirements

Federal regulations require states to conduct meaningful Tribal consultation before implementing
managed care policies that affect Al/AN beneficiaries or IHCPs. This obligation applies to state plan
amendments, managed care contract changes, and the development of PCCM or PCCMe programs.
Tribal consultation must be documented and is a prerequisite for CMS approval of relevant state plan
amendments.

Tribal-Controlled PCCMe: A National Precedent

The Eastern Band of Cherokee Indians in North Carolina launched the nation's first Native American-
controlled PCCM program, other states such as Montana and Oregon have similar Tribal leadership-
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informed PCCMe models. (see appendix for details on PCCMe models in other states). Unlike an
MCO, the Tribal Option does not assume financial risk, but functions as a PCCMe that coordinates
care and manages the provider network for enrolled tribal members.
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